p : THE DIVISION OF HEALTH OF MISSOURI
-+ rexe ) FALEDOCT 231857 STANDARD CERTIFICATE OF DEATH - s ricne. ORAGY

Rev 10.48 .
e, oisr. 0. 3] B vaneanr nec. orsr. 6. L00D ximere o QRRO.

¢ 1. PLACE OF DEATH , 2. USUAL RESIDENCE (Where decorsed lived. 1 institution: residembe befors
D 2 county . - 8. STATE b, COUNTY adinimgfnn).
- MO- i
b. CITY (1 outeld te Limita, write RURAL and gh ¢. LENGTH OF ¢. CITY
aas corourbte T - t.o"n.lhip) STAY,_fin this place) OR - I-';f; Mml‘r:‘!m:éﬁu:?kdun{lu‘:':f’
TOWN  ot, Iouis ey 3 TOWN St Louls . “ ° 0 _
d, FULL NAME OF (If not io hospitsl or iastitution, Kive sirset address or loestion) (If rurul, give location)
HOSPITAL OR N rEiEJ
INSTITUTION  St, Louis Chronic Hospital A4l 2048 Russell
3. NAME OF . (First b. (Middle; o c. {Last
DECEASED . (First) ( } (Lest) l 4. 03'![_15 (Month)  (Dey)  (Yew) |
(Typeor Priney  Rudolph Selakovich peatH  Oct.” 20, 1957
5, SEX 6. COLOR OR RACE { 7. MARRIED, NEVER MARRIED, D 8. DATE OF BIRTH 9, AGE (In years| IF UNDER 1 YEAR | o tiOER 41 Mg,
'n‘\l'll."()'i\l'ig1 ORCED (Bpecify) Laat birthday} MDMBII Days | Hours | Min.
male white e Abt, 1875 |Abk 82 !
lﬂﬁ n?%u%&g&(éllP:jEION]ﬁ:h:xﬁ?lwml; 10b. KIND OF BUS!NESSD?ETI}%; 11, BIRTHPLACE (City aad Stats or Foreigs c““", ﬁ 12 CITIZEI;E,FWHAT
re 1 DOTeT Yugoslavia 7Y
138, FATHER'S NAME 13b. MOTHER'S MA|IDEN NAME 14, NAME OF HUSBAND'OR WIFE
Rudojph May 7
15. WAS DECEASED EVER !N U. 5 ARMED FORCES" 16. SOCIAL SECURITY | 17. INFORMANT’ S SIGNATURE OR NAME ADDRESS
(Yes. runknown} | (I yes, give war or dates of service) NO.
"o 92-22-71,274  |Max Jakovac 1313 Ann
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN

ONSET AND DEATH
| Enter only onecaus per | 1. DISEASE OR CONDITION apillansy Bberes .
line for (2), (b3, ond (¢ | DIRECTLY LEADINGTO DEATH" () a 74 P4 // 2 ]
“Thir does mat mean ANTECEDENT CAUSES
the mode of dying, such | Morbid condilions, if any, gicing DUE TO (b}

a1 kear! failure, asthenie, | rise to Mﬂl abore mua; (a) stating
ee. I means the dig. | the underlying cause last.

cose, tnjury, of complica- DUE TO )
fion which cauzed death. | 11. OTHER SIGNIFICANT CONDITIONS ]
Conditions contributing to the degth bud nol /5-/ A
related to the diseare or condition causing death.
19a. DATE OF PPERA | 19b. MAIOR FINDINGS OF OPERATION W - 20. AUTOPSY?
‘7////5'7 %:_M?q%nzmzmnﬁé ves [ N"M
21a. ACCIDENT ﬂmﬂ:) 21b. EOF INJURY ta.x.. 0¥t abogt | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, tarm, fastory . street, ofbew bldg ., ete.)
HOMICIDE _
|| 21d. TIME (Mouth) (Day) (Yesr) (Houn 21e. INJURY OCCURRED | 211. HOW DID [NJURY OCCUR?
- " WHILE AT NOTWHILE
INJURY WORK AT WORK

2. [ hereby cerlify that 1 attended the deceased fronf @4 2- {7 19 to_0Octe 20 19 57 that I last saw the deceaced
aliveon _Qctia 20 |, 1987, and that death oceurred at 10$204/m., from the causes and on the date stated above.

WRITE PLAINLY—USING TINFADING BLACK INKE—MAKE A PERMANENT RECORD

23a. SIGNATURE - {Degree or tir.l@ 23b. ADDRESS B 23:. DATE SIGNED
- D MM 10/w-1 / 57
/ a. NBgéIMIéA‘:_ CREMA- | 24b. DATE | 24c._NAME OF CEMETERY OR CREMATCRY __ 24d. LOCATION (Oity, town, or.county)_ . _ _ (State) __
—--- -, Rk (Bpeadfy)” . - :
emova 10/23/57 Mt, Hope County Mo,
DATE REC'D» BY LOCAL ’ RgRS SIGNATURE . 75, FUNERAL DIRECTOR'S SIGMATURE ADDRESS
¥ - [

2 Yicta. /4..{-,“-’ /. Zaw ovyde Ffuneral Homa 1926 Allen

' P { 1c¢m¢d_'Emh;_lmgr’l Staternent on Reverse Side)



o

STATEMENT BY LICENSED EMBALMER

¢
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalm
by me, or by

..................................................................................

working under my personal supervision

Student Embalmer No.
Student

Signature of Student Enbalwer

Licensed Embalmer No 6 3?“-
. T

P. O. Address.
Note: The above MUST BE SIGNED BY THE LICENSED-EMBALMER in his OWN HANDWRITING. (Failu
to comply 'with the above constitutes grounds for revocation of license).

M/?

If embalmed by a STUDENT, he also shall sign in his OWN handwriting
T4 this body is not embalmed, fact should be so stated above.

. -

- s




