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FILED JAN 20 1958

Registration District No.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH R

ZJZ ............. Primary Registration District No, .02l & &

Registrar's No. ..éé.x..........

1. PLACE OF DEATH

2, USUAL RESIDENCE (Where decaassd lived.

If institution: Residence before

o. COUNTY Greene o« STMEssouri b. COUNTY Greené""‘)‘“‘"’
b. C(I)TRY (If cutside corporote Ii.miu, give TOWNSHIP only) | Inside Limits c. CCIJTRY . Inside Limits
TOWN Springfleld Yes¥ Nor1 TOWN sprlngfield:‘ _nz{f#:-aslx No U
c. FULL NAME OF (lf NOT inhospital, givelocotion)|Length of stey in ib oea:
HOSPITAL OR 4. STREET (If outside, give Iocnnon) Reside on Farm
INSTITUTION 1226 E. Catalp 30 Yrs. ADDRESS 1226 E. ésa_ta pa YesO! NoD
3 ::::fn:l'n Firat Middle Lazt 4. DATE Month Day Year
OF
(Type or print) MAURICE JOSEPH SASS oeath Jan. 12 1958
5. SEX [l 6. coror or RACE 7. mqﬁ:au NEVER MARRIED ]| 8- DATE OF BIRTH |9. AGE (In yrara | IF UNDER | YEAR [iIF UNDER 24 HRS.
- lapt Birthday) [Monthe | Daw Hours | Min,
Male White woowss ] oworceo[] M2y 18 1901 14 |
10g. USUAL OCCUPATION (Give kind of tyork done [100. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (City and atate oe country} ) $2. CITIZEN OF WHAT COUNTRY?
duwﬁmui of worhip ll]e. eoen if retired)
esa Jeweley St. Louis, Mo. UsA

13. FATHER'S NAME

Samuel Sass

{4, MOTHER'S MAIDEN NAME

Mollie Schrafter

15. WAS DECEASED EVER IN U. S, ARMED FORCES?
(Yea. ﬁ. or unknown) ] {If wea. give war or dalcs of xervice)

INFORMANT Address

Sarah Sass

. SOCIAL SECURITY NO. |17,

16
L;s—m-zosh Mrs.

Springfield, Mo.

PART I. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

18. CAUSE OF DEATH [Enter only one cauae per line for (), (4), and (¢).]

Qe e 7MJyT¢AULéLJLQ_ £5qéyuQZZ}w

INTERVAL BETWEEN
ONSET AND DEATH

{Licensed Embalmer’s Statement on Reverse Side)

Ly -
Conditions, if any, M m_ OC—c,Qu-q_._,M
which gare r{: to DUE TO ()
a:)al.e cgu:e dde) =
Toing” casee. Toat. i az\ﬁ/\.al'—u&w ‘
- lying cause last. OUE TO (¢) Haol
o PART ii. OTHER SIGKIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED T0 THE TERMINAL DISEASE CONDITION GIVEN IN PART t{r) 13. 3’5‘2{’;33;‘2’[’3*
= - C 0 ) ’
3 M. i s v O
:—'-_' 20a. ACCIDENT SUICIDE HOMICIDE | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part Tor Part IT of item 18.)
§ B O O
= | Zc. TIME OF  Hour  Month, Dap, Year
[a) INJURY q. m.
E p.m.
X | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY [e. 0., in or aboul home, 207, CITY. TOWN. OR LOCATION COUNTY STATE
WHILE AT NOT WHILE farm, factory, street, office bldg., elc.)
WORK AT WORK
=1
2i. J attended the deceassd lioi'n 3 -31-53 , to {—7/2 - *S‘X‘ and last saw - Talive on /-/O ~-S<f
Death occurred at 45 p-m. mon the date stated above; am; to the beut‘?f my knowlsdge, from the causes stated.
2a. SIGHATURE ree or title} El22s. appress _ ©© 7 Z2¢. OATE SIGNED
. 5;#£244u17 ’é’IEDI . ) /-/3-5F
23g. BURIAL, cnsum?n‘, 23b. DATE 4 23¢. NAME OF CEMETERY OR CREMATORY # Y23d. LOCATION (City, lown. or county) (State)
REMQVAL LS pecify f . .
Burial 1/14/58 Temple Israel Springfield, Mo.
24 FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26. RE R R'? SIGNATURE -
H.H. Lohmeyer Springfield, Mo, /___/5 - 5 A z m
S 4
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STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was e
L3 - - LT 0 - PPN R, ..., Student Embalmer No,..-... |

working under my personal supervision..

SEUAENE +ervneerreegerreraeercnsernasersazasaansaaaaes slgnedﬁ/{%%

Signature of Student Embalmer

Licensed Embalmer Nto

[

P. O. AdArefs e T~ 2

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
to comply with the above constitutes grounds for revocation 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 stated above,




