THE DIVISION OF HEALTH OF MISSOURI

.......... 58007455 .

ith,
I||uu . STANDARD CE“'FI(A‘! Of DEATH STATE FILE NUMBER
ic
ice HLED MAR 1 Q.JS«'SBA_ District No. ,“..“...._.._..____3.1.8Primary Registration District Ne_1003 .. Registrar’ s No. No. .---me_-
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dece cd lived. lfinstitution: Re:éden:e I:)efou
a. COUNTY a. § 5] mi ssion
. , » f“ 8% Loulg™ =/
7 D b. CgRY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. ClTY Ingide Limits
oww St.Louls Yex( i No[] rom Univers i 'C 1ty Yesfg No[]
c- Fgl.#l NAI)_A%OF {If NOT in hospirel, give location) | Length of stay in 1b d. STREET {If outside, give location) Reside on Farm
HOSPITA ADDRESS
/¢ o ewl sh Hosyp. 1l wk. G dge Yes [J Nog]
3 NTAME OF DE)CEASED First Middle 7 Last 4. DATE Month Day Year
{Type or priny OF
BEN KOLNICK peatn  Febl.17,1958
ﬁ SEX O s c;LtOR OR RACE 7'mnr{|emuevea WARRIED[] 8. DATE OF BIRTH 9. AGE Ll‘n'z;:;; ::::}E:ER[‘):’VEAR I::::DER z:q.H"Rs.
L ¥ in.
ale White winowen[ ] pivorcen[] Nov,1l . 1895 é’ﬁ [
100. USUAL OCCUPATION {Givae kind of work dane | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) ‘f“ 12. CITIZEN OF WHAT COUNTRY?
during most of working life, even if retired) INDUSTRY D
Merchant Reta i1 Yryv Gds Poland USA
13a. FATHER'S NAME 13b, MDTHER S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
. Sarah (unk) Anna
é 15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
= | {Yas, ne, or unknawn)| (If yes, give war or dates of servica) .
7 )] Un M Coglidge
o 18. CAUSE OF DEATH (Enter only one cause per line for {a), (b) and {c).) INTERVAL- BETWEEN
3 PART I. DEATH WAS CAUSED BY: . . o ONSET AND DEATH
w IMMEDIATE CAUSE (o) B @bprrcesial| 2B rneno,
= ; ' Cotltoar Z '
I Conditions, if any, DUE TO (b) A A BT PR EEL ,
> which gava rise to L4
[ above causa (a), } -
z stoting the under-
=8 [ lying couse last, DUE TO (&)
=4 ]
. GEE PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the rerminal diseass condlhon van in PART | {a} 19. WAS AUTOPSY
T i< g PERFORMED?
szl YES[] NO [z’
- x 21 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 1B.)
= = w
R O 0 O
]
© j U| 20c. TIME OF Hour Month, Day, Year
2 o5 INJURY  a.m.
H i E p.m.
E % 204. INJURY OCCURRED 20e. PLACE QF INJURY (e.9., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
_: w WHILE ATD NOT WHILE D farm, Factory, street, office bidg., etc.} . .
g 3 WORK AT WORK
E 21. 1 antended the deceased frnm/cké—vb Y ? / ?5/0 m 7 /?Jx“i last saw t-.ulive on % j.f ! 7 5_"8
E Death Wred ot it Q- » m on the date stcied above; and to the best of my knowledge, from the couses stated.
] 220 SIGATURE egroo or m;.) 22b. ADDRESS 22c. PATE SIGNED
o -
E by A2 27 W«xv‘m R-r7-38
23a. BURIAL,C%M.ATH]N, 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or cou y) {5tats)
REMOVAL {Specify)
Bi'nsi Amoonsa Uni 1131.;;--! +1r M
. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 24 -ﬂn‘dﬂnu\i’ Ve

emorial 4715 Mc“herson FER 1858

{(Licsnsed Embolmer’s Stetement on Raversa 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

DY M@, OF BY riovnirenviveire v s erseenscaseensreassenrensensrnnsensssssssnsasssnssnrianassananin ., Student Embalmer No. ........ccceuun..nn

working under my personal supervision.

Student i e Signed y o 47

Signature of Student Embalmer "'
Licensed Embalmer Nof‘&éf

P. O. Address........ccoveiemniimeiinninenrae.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fa:lure
to comply with the above constitutes grounds for revocation of hcense) )
. li embalmed by a STUDENT, he also shall sign in his OWN handwriting3 > - .
“If this body is not embalmed, fact should be so stated above




