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. PLACE QF DEATH
. COUNTY

a. STATE

Mo,

2. USUAL RESIDENCE (Where deceqse

If institution: Residence before

L S Lot

\e
$=

. CITY {If outsida corporate limits, give TOWNSHIF only)
TOWNQ? Jouis

tnside Limits CITY

Yesg No []

€.

70N University L'itv

Inside Limits

Yug No []

. EULL NAME OF { (lf NOT in hospital, give location)

Length of stay in 1b d. STREET

(1§ oulstda, give |ocunon) Reside on Farm

HOSPITAL OR ADDRESS
INSTITUTI i L daysll 27 64,01 Satas Yes[J Nofly
. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
(Type or print} P
ESTHER ROODMAN DEATH Feb.6,1958
5 SEX 4. COLOR OR RACE| 7. MAR’&@ NEVER MARRIED[] 8. DATE OF BIRTH 9. AEE (in ,;:;; ;ﬂt.::ﬂsa;;lim lz::or:a 2;:!&5.
N X
Female White wooweo)  owerceo[d] Unk., atis 81 I [
100. USUAL OCCUPATION (Give kind of work dane [ 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stote or country) {g 12. CITIZEN OF WHAT COUNTRY?
du, mast of work ifw, aven if retired) INDUSTRY
ocusewite USSR USA
13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
U
Unk., Roodman nk. Dsaac
15. WAS DECEASED EVER IN U. S, ARMED FORCES? 18, SOCIAL SECURITY NO.| 17. INFORMANT Address
{Yes, no, or NB‘"") {If yes, give war or dates of service) None Isaac ROOdmﬁn 61].31 C&tes

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

18. CAUSE OF DEATH (Enter only one cause per line for {o}, (b}, and (c) )

INTERVAL BETWEEN

Death occutred ot

éa i o/ 3
=y

PART I. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (a) iy WP, %£—V ﬁkﬂ 7 -
Ey
Condltions, it any, DUE TO (b) %W‘D\—#MTM ~
which gave rize to }
above couss (o),
tating th der-
sl e ) oueto 443 %
= PART It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal disease condlition given in PART | {a} 19. WAS AUTOPSY
] ~ b N PERFORMED? _9
T =, - Pl ves[] NORE
| 206. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nofure of injury in PART | or PART 1l of item 18.)
L
o | Cl O
§ 20c. TIME OF Hour  Month, Day, Year
a INJURY 0.1,
‘E p.m.
20d. INJURY OCCURRED 20¢. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATI-:] NOT WHILE 0 farm, factory, stroet, office bldg., etc.) . R
WORK AT WORK L,
21. | attended the deceased from . 1o #,'/6/;'2 and last sow ]h olive en M/S';

m on the dau siated above; ond to the best of my knowledga, from {he causes stoted.

22a. SIGNATURE -~ {Degree or title)
s )’W Yo

22b. ADDRESS

22¢. DATE SIGNED

4

23a. BURIAL, CREMATION

“E“"néﬁ':"'/

b. DATE

2/7/58

23c. NAME OF CEMETERY OR CREMATORY

Chesed Shel “meth

n{LDCATION {City, 1ewn, or county)

(State)

24. FUNERAL DIRECTOR

Berger memorial 47158 ctBherson

25. DATE RECD. BY LOCAL REG.

rER7 58

ADDRESS

(Licensad Embolmer’s Statement on Reverse Side}
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° STATEMENT BY LICENSED EMBALMER N
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
by me, or by et erereteresereratatereereerarraraseasaaaanassara et arranan e et auranenennearanea .» Student Embalmer No. ...................

working under my personal supervision.

Signature of Student Embalmer

Licensed Embalmer No%"’z?
P. O. Address.......... ereressierannianiann,

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 hcense) = . )
. If embalmed by a STUDENT, he also shall sign in iis OWN'handwriting. 'S . .- . -

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