THE DIVISION OF HEALTH OF Missourt ™

STANDARD CERTIFICATE OF DEATH

State File No..,

REG. DIST. NO. 3 I 8 PRIMARY REG. DIST. NO. 10_0_3. Repistrar's N:,

FILED AUG 301957 '?21 6

T

2le. (CITY, TOWN, OR TOWNSHIP)

21a. ACCIDENT (Bpecity} 21b. PLACE OF INJURY (a.g., In orabout (COUNTY) (STATE)
SUICIDE bome, farn, factory. mreet, office bldg.. e10.) .
HOMICIDE !
B 2td. TIME {Month) (Day} (Yesr) (Houn 2le. INJURY OCCURRED | 21f, HOW DID INJURY OCCUR?
WHILEAT[™] NOT WHILE
INJURY = | “work AT WORK
22. I hereby certify that I attended the deceased from /;“2-*-! 24 1p I 1o _Fesp . A , 1027 that I last saw the deceased
alive on 19;!:2, and that death occurred al _ 'f-ﬁ‘m , from thgcmuas aﬂd on the date siated above.
23a, GNATUREU (Degree or tiuu)l}‘ 23b. ADDRESS l Zic. DATE SIGNED
BURIAL, CREMA- | 24b. DATE 24c NA\!E OF CEMHERY OR CREMATORY 24d. LOCATION {(Olty, town, or county) . - /ds:au)

2 4] ALcBn-dlr
T“?f“” i Emeth University City,Mo.
25. FUNERAL DIRECTOR'S Slﬂﬁmﬂl ABD.ESS

Berger Memorial h?ls McPherson

(Licensed Embalmer”s Staternent on Reverse Side} ,
w - LA

!
‘. 3
N
| | PI.ACE OF DEATH 2. USUAL RESIDENCE (Whers dacensed lived. If institotlon: residense befors”
a. COUNTY a. STATE b. COUNTY agiatont.
l Mo. St.Lopis/
B b. CITY (f cutside corpurate limite, write RURAL and aive | ¢, LENGTH OF || c. CITY [/ L5 Is Residence withia Hmits of
k2 OR townahip) ulls ) OR £ o incorporated
| om  St,.Louis ”| "t"ﬁﬁ' +|__Tom Clayton g CRgTRET
: . a . FULL NAME OF (If not in Boepital or i ion, give strect add or 1 o- STREET {I! raral, give location)
o HOSPITAL ADDRESS
l E INSTITUTION  Jewish Hos Parkdale
B 3. NAME OF & (First) b. (Middle) c. (Lnst) 4. DATE " (Month) (Da:
DECEASED - ¥)  (Year)
& || (rvpeor i) DEHORAH- (AKA DORA) Brrsre o Aug,2,1957
i E 5. SEX 6. COLOR OR RACE | 7. MARR!EB. EIE\YEECESRSIED' 8. DATE OF BIRTH 9, :_Gg o yena] ¥ wweR | YEAR | o UKDEN 12 Wy,
. . {Bpacify’ t birthday onths ! Days | Hours | Min,
| : Female | White Wig ' June 1867 | |
| 5 10a. USUAL occ;rxrm l:t(-!h.::a;’lo!wwl; 10b, KIND OF BUSINF.SSD?'gT IN- | 11 BIRTHPLACE (000 i Stace or Foreign Couatry) 1zt&rj-r|zsu?pwm-r
3 HOUSEWT Fe T Roumania A
: < !lisa. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND’OR ¥IFE
h Jacob Bteinger JUnk., Herman
= i5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S 51GNATURE OR NAME ADDRESS
i f‘{-.m.ﬁnﬁnunl {If yom, Kive war or dates of servios) E
3 o None S.B.Susman 7549 Parkdale .
! 18. CAUSE OF DEATH - MEDICAL CERT}ICATION IWTERVAL gm
B || Enteronlycnscauseper | I. DISEASE OR CONDITION
Z 1l 1o for (o, (b, and (g | PIRECTLY LEADING TO DEATH® ) cu—ca.&,\ 7 Koy torrs 3 AMowras.
. = *This does wot mean | ANTECEDENT CAUSES , . .
;g e e Tt e P —— DUE TO (1) C(/\-uéw-f CE/'L MW ,Ve IS
) as heart fallure, asthenia, | rise to the above cause (o) stating )
= de. It means the dis- | the underlying caude lagt. 3 ’b lx
o case, infury, or complica- DUE TO ()
% |[ tion 1obich caused deash. | 11, OTHER SIGNIFICANT CONDITIONS M"ff M Caildevog ol
= Conditions contributing to the death but not y
2 related Lo the di ﬂ,:'ﬂw 1 ‘&M"'—"-""‘— )/'t' A
19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATiON "2, AUTOPSYT - 2
E TION
= hiz] D NO B]
o]
Z
w
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w
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Z

DATE REC'D BY LOCAL
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' / STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certifica—te ﬁas emba

by me, OF by i i i i i i e s , Student Embalmer No............

working under my personal supervision..

Signeture of Student Embslmer
l.icensed Embalmer No..g..ﬁ.....‘

P. O. Address .......................

+

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fa
to comply with the above constitutes grounds for revocation of license). 5

If embalmed by a STUDENT, he also shall sign in his OWN handwntmg ) .

T¢ this .body. is not. embaimed " fact should be so-stated above: . .o
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