THE DIVISION OF HEALTH OF MISSOURI

¥.$. No.300 - -
oo | DIEDNOV 191057  STANDARD CERTIFICATE OF DEATH s e v ESO16
e M
BIRTH NO. REG. DIST. NO. _m_ PRIMARY REG. DIST. "°--.L0-03- Registrar's No 9551.‘ -
1. PLACE OF DEATH g B 2. USUAL RESIDENCE (Wbere decensed lived. If inatitution: residenge befors
a. COUNTY a. STATE b, COUNTY /ﬂmh!ﬂﬂ’-
" Mo. N
f b, CITY (I outzlde eorpurate Uimits, write RURAL snd give ¢. LENGTH OF c. CITY 4. 1y Reskence within Lmits of \
townahip)] STAY (in this place) OR I;l:: lerpft?u {ownt
a TowN Q.'h- Louis 1_year TOWN o+ T.onis o
d FULL NAME OF ho-pu-l or inatitytion, give strect mddn- or location) . RHEEqas (It rural, give location)
o HOSPITAL O £|'7 D
Q INSTITUT .ate Hospital P 5723 WMoy Ave,
E 3 DP‘EAC'EESOEE 8. (FH'SI) b (Middle) Fi c. (Last) 4. DSFTE {Mouth) (Day) (Year)
E {Type or Print) Frank X, Simon DEATH  Qcte 11 1957
= 5, SEX 6. COLOR OR RACE i 7. MARRIED, NEVER MARRIED, 8. DATE COF BIRTH 9, AGE (Io yearw| IF UNDER | YIAR | o umDgR 1 mas.
E WIDOWED, DIVORCED (8pecity last birthday) Honthn, Days Ho\ml Min.
3 pale white __divorced | May 12 1902 __I__55 . .

z 10a. USUAL OCCUPATION (Givekind ot werk | 10b. KIND OF BUSINESS OR IN- | 11, BIRTHPLACE " . a . Cf
E done during most of working life, unnl;! ;l::d) i DUSTRY {City exd State or Forsign Goustry} C. 'zcglm']z'ﬁb}?oFWHAT
B Machinist Mamufacturing St. Louis Mo TS As
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND’OR ¥|FE
M Henrv Simon MgolaL_Szaz.dr_m |
% iS. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. AL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
" (Yes, 00, o7 unknown} | {If yes. glve war or dates of servics) NO. . .
= no 497 00 7291 | Louise Raimondo 5723 Floy Ave.

E 18. CAUSE OF DEATH MERQICAL CERTIFICATION INTERVAL BETWEEN
¥ || Enteronly onecouseper § 1. DISEASE OR CONDITION A ONSET AND DEATH
E line for (a), (b}, and (c) DIRECTLY LEADING TO DEATH (a)

E *This does not mean ANTECEDENT CAUSES ) é‘ -t
the mode of dying, such | Morbid conditions, if any, gising DUE TO (b, A A4S
3 0s heartfaflure, asthenda, Tt 0 fM} above Oﬂﬂfaf o) stating '
PR ] dte. It means the dig. | the underlying couse last, Y ' s
o ease, infury, or complica. DUE TO (e)
W tion whick caused death, | 1). OTHER SIGNIFICANT CONDITIONS . ,
= Conditions contributing to the death but a0t . - - ;
a ] related to the disease orvcnndmon cousing death. 42 2 * Z Coe /
™ 19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20. AUTO| ?
=, TION :
7 w D
) 21a. ACCIDENT {Bpecify) 21b. PLACE OF INJURY (o.g..lnorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
h SUICIDE bome, Earm, tantory, street, oifics bldg..ena.) )
5 HOMICIDE . N - -
g 21d, TIME {Month) (Day) (Year} (Hoor) 2le. [INJURY CCCURRED | 21f. HOW DID iNJURY OCCUR?
WHILEAT["™] NOT WHILE
p!. INJURY - WORK AT WORK
E 2. 1 hereby certify that I auended the deceased from 19 to— 19 iha! I iasl saw the deceased
= clivg on—, and that deay{ occurred a £ m. jrom the causes and on the dale stated above. .
53‘ b. ADDRESS | Zx. DATE SIGNED

: W ) 300 Elak |Joys-r7

E TION ALCREMA- 24b. DATE ﬁME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or county) (Etate)
(Bpedir) +
§ ial 10/15/57 alvary Cemetery St. Louis Mo.

25, FUNERAL DIRECTOR'S BIGMATURE ADDRESS

DATE REC'D BY .LmAsL REGISTRAR'S SIGNATU .
oCT 14 57° , M ~Buchhalz Mortuary 5967 W. Florissant Ave.

6 {Licensed EmbaimanSumumnana—- Side)

1




-
.

STATEMENT BY LICENSED EMBALMER

_I hereby certify that the body whose name is recorded on the reverse side of this ceri;ificate was embalme

, Student Embalmer NG, .oeeeeernrennn--

|
working under my personal supervision.. T

. RN |
k |

,"’ \\\‘ ' Signegl.h)//“;’ - /8‘/&?/&"‘"{”/

L2 TTe s o) T SRR S, USRS - 110 -  + 11: g £ ot -7 el SRPPRY IR e A S e
Stplture of Student Embalmer

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),

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

T this body is not embalmed, fact should be so stated above. v
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