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alth, - L. - A
S | ALED JAN 131958 STNDAYERTIGHTEOF DU 3~
rvice ' Registration District No. Primary Reglstruhon Dlstrlct Na. ofhore Reglstrur s No... 5% —
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
a. COUNTY o. STATE b, COUNTY admissien)
Missouri
b. CITRY (If ourside corporate limits, give TOWNSHIP only} Inside Limits c. CgRY Inside Limits
1om  St. Louis. Yes ) Mo [ TOWN St. Louis. Yes X Mo [
I ¢. FULL MAME OF {lf NOT in hospital, give tocation} | Length of stay in 1b STRD%EEES (If outside, give location) Reside on Farm
=~ HOSPITAL Ol A
25 &hinrionste Louis City Hospital A '/ 7 55 2008 Franklin Yes [J N KX
3. NAME OF DECEASED 4. DATE Month Day Year
(Type or print) Paud "Beroncholos ﬂ(a Apos to& os °G’eroni cholog * “o 3
aka Apost.oloe los DEATH an, 1, 1958
5. SEX {] & COLOROR RACE| 7. MARRIED[ ] NEVER MAJRIEDE 8. DATE OF BIRTH 9. AGE {In years iF UNDER i YEAR] IF UNDER 24 HRS.
| irthday) [ Months | Days Hours Min.
Male White wInoweD [ pivorcen[_] 8‘; l
100. USUAL ODCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state ar ceuntry) b 12. CITIZEN OF WHAT COUNTRY?
durigg most of working life, even if retired) HNDUSTRY )
Dishwasher staurant Conruista Halkis, Greece, U.S.A.
13a. FATHER'S NAME 13b. MOTHER®S MAIDEN NAME 14. NAME OF H‘U‘SBAND OR WIFE
n Unknown Nil,

15, WAS DECEASED EVER IN U. 5. ARMED FORCES?

{Yes, Mﬁr unknawn)l (If ye va wat or dates of service)

16. SOCIAL SECURITY NO.

17.
James Balalas, 2008 Franklin, Ave.

INFORMANT

Address

. whi

18. CAUSE OF DEATH {Enter only ons c

ich gave rise to
above couse (a),

stating the under-

ause per lige for (o}, (b),

\

INTERVAL BETWEEN
ONSET AND DEATH

PART 1. DEATH WAS CAUSED B\%
IMMEDIATE CAUSE (a)
Conditions, if ony,

DUE TO' (5 JAMZAA.L &/ léz%# J .

caod Tys

/

PART il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dlseaxe condition given in PART | {a}

19. WAS ALJTOPSY
ERFIRMED?
esid no[]

USE ONLY BLACK INIKK OR RIBBON TYPEWRITE IF POSSIBLE

201 CITY, yWN OR L

TION v ol

el oot

, STATE
”

L4

. /4:.

ded the deceasead from

4

occurred ot

and last !awt

alive on

e date stated gbove; and to the best of my knowladge. from the causes stated.

% lying couse lost. DUE TO (¢)

1 £

- Q

< [ /4
- E1{ 20a. ACCIDBAT SUICIDE HOMICIDE

= w
) U Ol |

F1 2

: | 20c. EMEFR'F .Hour  Moanth, Day, Year /
o 2 a.m.

; B v 4 o el ..:o‘#

E 20d. INJURY OCCURRED 20s.” PLACE OF INJYRY (e.g., inor about home,
™ WHILE AT NOT WHILE — o e reet, office bldg., atc.}
5 WORK AT WORK

&

“

H

2

-

2

=

ﬁ_iczo_i
B e 74

] 22b ADDRESS %@/ 22¢. DM E SYENED
E /
230 #URIAL, chuaTioN, | 236, DATE 23c. NAME OF £EMETERY OR CREMATORY 23d. LOCATION (City, fawn, or county) 4 i5fate
REMDY AL {Specify)
1-6-58 St. Matthews Cemetery St. Louls, Mo.
24. FUNERAL DIRECTOR ADDRESS 26. REGISTRAR'S SIGNATYRE

Alpert H. Hoppe 4700 Washington, Blvd.

N3

25. DATE RECD. BY }OCAL REG.

(L d Embelaser’s Stat

t on Raverse Side)
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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 embalmed
by me, ot by ....ccvevrrinrininnnnn. Cedeeeteeieerhrresearsarer sttt s hrrrrahsaataaaeeberaranaans .» Student Embalmer No. ...................

working under my personal supervision.

Student .ooviiiiiii e e
Sr.gnature of Student Embalmer

| Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
| to comply with the above constitutes grounds for revocation of license).

If embaliedbyfa SEUDENT, he also shall sign'in.fiis OWN handwriting, =T Toogemee”
| If this-body is not embalmed, fact should be so stated above.
: szvlbomnd tiroan YT e T el




