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FILED AUG 30 1857

» Ragistration District No, .. =

........... Primary Registration District Nc.....]j}:@..

TRE WIYIRIVINAUT NDEAL TR UF MiaAJURE

STANDARD CERTIFICATE OF DEATH

TSTATE FILE HUME

LIS Registrar' s No, . T ...

.1. PLACE OF DEATH
* e COURTY

2, USUAL RESIDENCE (Whare deceased Jived. If institution: Residence h'lo/

o. odmizsion)
STATE Missouri “ Y g5t .Twuis

b. CITY (If sutside corparate limits, give TOWNSHIP only)

St.Louls:

Inside Limits

T%l;'N YesU HNoO

c. CITY Insids Limirs

Yes}) NoD

HT 74

OR . .
TowN University City #

FULL NAME OF (1§ NOT inhospital, give location)|Length of stay in b

(If ourside, give location)| Reside on Farm

i HOSPITAL OR STREET
[ * institution. Jewish Hospital / 7 ADPRESS K1 Geoffrey YasO MNoD
3. NAME OF Firnt Aiddle Last 4. DATE Month Day Year
DECKASED . OF —
CTrpe or print ANNA FISHMAN  GOLDMAN v JULY 27th,1957
5. SEX 6. COLOR DR RACE 7. mapsiep [J Never manriep []] 8 DATE OF BIRTH |5. ??;{ﬂg‘%’ ;:UN::R lp'mnf UNDER 24 WRS.
a¥ birthaa onl. am Heurs | Min.
Female White wiopweo ) oivorceo [ Unk e Abt,77 l

-Fi0a. USUAL OCCUPATION (Give kind of work dane

106, KIND OF BUSINESS OR INDUSTRY
during moat of working life, even if retired)

' At Home

1. BIRTHPLACE (City and atato o¢ country)

Russia

(; 12, CITIZEN OF WHAT COUNTRY?

U.S.A.

13. FATHER'S NAME

ISIAH FISHMAN

14. MOTHER'S MAIDEN NAME

ROSALYN

15. WAS DECEASED EVER IN U. S. ARMED FORCES?
{Fer. no, or unknown) | (I yes. pine war or dates of servics)

_UNK,

16, SOCIAL SECURITY NG,

UNKa

17. INFORMANT

Max Goldman 71493 Tulane

Address

Ave,
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INTERVAL BETWEEN
ONSET AND DEATH

ardisl infarction

18. CAUSK OF DEATH [Enler only one cause per line for (g}, (3). gird (c).)
PART 1. DEATH WAS CAUSED BY: MW W
IMMEDIATE CAUSE (a) -
: Arveriogcleroiic heart disease
4ﬁéiﬂ+¢aéiaﬁa, aﬁi@@kﬂ?

Conditiona, if a:w.
whick pave risg to DUE TO (b)~ "
a'!mc cg‘uu ;'1- -
sating the under-
z iying couse last. DUE TO (¢)
=] PART )i, OTHER SIGNIFICANT CONDITIONS CONTRIEUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PAAT I(n) 3. xl'\"-: 6\#;2;??
™
3 l-f_g/o D ves O no
& 200. ACCIDENT SUICIDE HOMICIDE | 206, DESCRIBE HOW INJURY DCCURRED, (Enler nature of infury in Part 1or Part 1 of ltem 18.) ’
& a O (|
E’ 20c. TIME OF Hour Moenih, Doy, Year
) INJURY a.m. )
g b m.
X | 20d. INJURY OCCURRED e, PLACE OF INJURY (¢, g, in or about home, 20f, CITY. TOWN, OR LOCATION COUNTY STATE
WHILE AT O NOT WHILE farm, J‘cdorr. Hreed, eﬂict bidg., ete.)
WORK AT WORK n A

‘|21, I atcended the daclaud ro
Death occurred ﬂ

__%ing#ﬁﬁ%%%h?a‘.

+r

and last saw

__hh ! alive on 2
nawledge. fri e cauu‘aurad’.

tated above; and {0 the best of my
22¢, DATE SIGNED

LY, o1y

}?46 iy ; |- 25-57

w-EL Hin

24 FUNERAL DIRECTOR ADDRESS

an Rindskopf Inc,5216 Delmar

25. DATE RECD. BY LOCAL REG.

JUL 2952

23a. :'E':I;vtil.c:gnm?uf 235, DATE 23¢. NAME of’ CEMETERY OR CREMATORY 3 TION (Cify, fowrn. of county) {Stae)
pecify . ; . . .
Removal 7/30/57 |Chesed Shel Emeth Cemd St.Louis County Missouri

.S

{Licansed Embalmer’'s Statement on Reverse Side

ﬁgisﬁn\ﬂ's SIGN RE
v: .
/|
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side'of this certificaté was e
by me, or by ... ciriiiiiiiiaan. B BT TTTTT T .

working-under my personal supervision.. -

Signature of Student Embslmer

T ] ST ' . P. O. Addresg} 2" T,
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hlS OWN HANDWRI‘I‘ING.
to comply with the above constitutes grounds for re vocation of license).
If embalmed by’a STUDENT, he also shall sign in his OWN handwriting.
. If this body is not embalmed, fact should be so. statgd gbove .-



