THE DIVISION OF HEALTH OF MISSOURI

Dept. Health, . . i
oo wvaree  FILED JAN 13 1958 STANDARD CERTIFICATE OF DEATH SRR s 15): E——
i & vl 18 1003 544
leclth Service _R_ngimmion_ District Mo oo 8 Primary Reglsftchon Dlsmcl Neo. E e Regmrur [ B S-S S
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where doceased lived. |f institution: Residance before
V. 5. 300 a. COUNTY a. STATE Mis sourl b, COUNTY ission}
Rev. 1-57 b. C‘I)TRY (H outside corporats limits, give TOWNSHIP only) Inside Limits c. Cg‘( o Inside Limits
o 9% ST. LOUIS,M. Yos (1] Mo [] tow St Touls Youll] No [
c. Eg!s.rl’_IFAIP:A%OF {If MOT in haspital, give location) | Length of stoy in 1b d. T)R%EEES ~ (i outside, give location) Reside on Farm
A
& nenmunigeT. 1OUIS CITY HOSP.| #1. P s P8 0146 Ope gon Ave Yor (] o @
3. ?[‘AME OF I?E;:EASED First Middle Lost 4. DATE DEC 2)4 1 5 7
ype or print ARO K
ANNA Catherine JAROSI oeary DECe 20,19
5. SEX 6. COLOR OR RACE ARRJED[ JNEVER MARRIED[ ] 8. DATE g_BlRTH 9. A‘GE' (b,i.:':,‘::;; ::':IPE)‘ER;::AR l:x:DER 2:M:'Rs.
Female White D":”E" ovorceo[]| Aug £ 1872 g5 |
100, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINVESS OR 1. BIRTH?L'ACE {City and stats or country) C 12. CITIZEN OF WHAT COUNTRY?
ﬁrintniu of valxirw life, wven if retired) INDUSTRY
eLire Housework St Louls Missohrl Us

sacuring the medical cartitication in the specific monner required by 193,140 MoRS 1949,

Doctor, coroner, stc. must use only standard nomenclature in item 18. No symptoms will be Jisted.

All diseases in Part | must be cousally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE {F POSSIBLE

130. FATHER'S NAME

John Ceplcky

13b. MOTHER®S MAIDEN NAME

Catherine Steska

4. NAME OF HUSBAND OR WIFE

Frank (Deceaged)

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
(Y-mor unknqwn)l {If yus, give wor or dates of service)

16. SOCIAL SECURITY Ho.| 17. INFORMANT

Mary Listopad 2146 Orego

Address
Ave

PART |. DEATH WAS CAUSED B

IMMEDIATE CAUSE (o) (')4 RCONOWMA ©r-

18. CAUSE OF DEATH (Enter only one :cuse per line for {a), {b), ond {c}.}

STomARCH

INTERVAL BETWEEN
ONSET AND DEATH

Conditions, if ony,

DUE 'ro:'(;:) ""57'4 STASES

7b -.1,(/\/5@

which gave rise 10

above cause (o},
- stoting the under-

|

™ lying cause losr. DUE TO (¢}
-l ¥ PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diseose condition given in PART i {a}’ 19. WAS AUTOPSY
S| — ERFORMED?
= . . AN Es(3 NO[ ]
2| 200. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW'INJURY OCCURRED. (Enter naturs of injury in'PART ) or PART Il of item 18.}
w
u O & 4
é 20c. TIME OF .Howr Month, Day, Yeor
= INJURY  am.
X : L"‘ ’
20d. INJURY OCCURRED . | 20e. PLACE OF INJURY (e.g.,'in or about home,| 20f. CITY, TOWN, OR_ LOCATION COUNTY .4 - - STATE
WHILE ATD NOT WHILE D farm, factory, street, office bldg., etc.) o T
WORK AT WORK N § e PPN
21. 1 attenided the deceased from. 12/16/57 ) 12/ /57 and last iaw: alive on M[du/b i
- Decth occurred af 10: ?5 AM m on the dote stated above; ond to the best of my knowledge, from the causes stared.
- | - o (Degres or title) c 22b. ADDRE 22c. DATE gED
g;g&;‘ﬂ D 1515 LAFAYETTE AVE. 12726/5%
235. DATE 7| 23¢. NAME OF CEMETERY OR CREMATORY, . | 23d. LOCATION (City, town, or cauty) (Stats)
12/27/57 - 1S s. Peter & Paul Cem St Louls Missoumi

24. FUNERAL DIRECTOR

ADDRESS

HMoydell Fyneral Home 1926 Allen

19 DATE RECD, BY LOCAL REG.

wgcmn R'S SIGNATURE . ‘:

57

{L¥ . on Reverse Side)

)4




STATEMENT BY LICENSED EMBALMER

I' heteby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

-by me, o by, .. TR R M e feerreeeteartesseareesarettsate e te e nen it e s anarne s ., Student Embalmer No. .........ccveeuene

working under my personal supervision.

. - :h:l:;:‘%)_ Address./?}-ré’

Note: The above MUST BE SIGNED BY THE LICENSED ‘EMBALMER in ms OWN HANDWRITING (Failure
to comply with the above constitutes grounds for revocation of license). _
.+ If embalmed by a STUDENT, he also shall sign in his OWN handwriting. = T
- If this body is not embalmed, .fact should be so stated above, - ’ o )




