No. 300
10.48

FILED MAR 19 1958

THE DIVISION OF HEALTH OF MISSOURI

STANDARD IFICATE OF DEAT
518 003

28-01188'7

18 N . cvvemrerenssasnarmsammmnissssssssons

2805

! BIRTH NO. REG. DIST. NO. ________ PRIMARY REG. DIST. NO. Kegistrar's No
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers & d lived, H I d befar
. COUNTY a. STATE b. COUNTY 7 d‘“‘-‘”“"
Missouri j7
b. CITY (1 outetd te limita, write RURAL and gi ¢. LENGTH OF c. CITY
R guteice corpory - " ww'n.nhip) STAY (in this place} OR . * E;:l%;w:;:;;’rw%‘:ﬂ
ToWN St. Louis TowN  St. Louis = c D
d. FULL RAME OF (If not in hoapital or lnstitution, cive streat addrees or location) »- STREET {if raral, give location)

HOSPITAL OR
3/ INSTOUTION  St. Louis State Hospital

/ ¥¥5 5lp0 Arsenal St.

3. NAME OF b. (Middle}

10b. KIND OF BUSINESS OR IN-
done during most of working e, sven if retired) DUSTRY

a. {First c. (Last
DECEASED (Fiest) (Last) | 4. Dg}'c' (Month)  (Day) (Year
{ Twrpe or Print) Mary Kovich pEaTH March 9 »
5. SEX I 6. COLOR OR RACE | 7. l‘PI:fl':l\RF:‘I{Eg ISRISRCESRRIED 8. DATE QF BIRTH 9-]:55 (Is y-;r- ;: ugn leiM  UNDER W M2S,
{8paecl ¥ on ays | Bours | Min,
Female White fldowe May b, 1891 86" | |
10a. USUAL OQCCUPATION (Qlve kind of work 1. BIRTHPLACE

{City and Scete or Foreiga (‘aunuy)m 12 CI.I;‘!.IZ.EP\‘,?OF WHAT

Domegtic Home Gadko, Yugo-Slavia
13a. FATHER'S NAME 13b. MOTHER'S MAIDEM NAME 14. NAME OF HUSBAND OR ¥IFE
John Ceprinjich Melba Un Mike Kovich

I5. WAS DECEASED EVER IN U.S. ARMED FORCES?

(Yes. no.0r unknowo) | (If yes, xive war or dates of service)

16. SOCIAL SECURITY
NO.

12. INFORMANT'S SIGNATURE OR NAME

ADORESS
Joe M.Kovich (son) 1210 Tower Grove

18. CAUSE COF DEATH
, Eater only onecauseper
line for {8), (b), and (c)

I. DISEASE OR CONDITION

“This does not meen ANTECEDENT CAUSES

the mode of dying, such
o# heart fallure, asthenia,
ee. It megns the dis-
coae, Infury, or complica-

rize to the cbove cause (a) stating
the underlying cause last,

DUE 7O (2}

MEDICAL CERTIFICATION

DIRECTLY LEADING TO DEATH" 5y ___COronary_ thrombogls
Mosbid conditions, if any, gising OUE TO (0 —___Arterlosclerotic heart disease

INTERVAL BETWEER
ONSET AND DEATH

42004

1l. OTHER SIGNIFICANT CONDITIONS

Conditions confributing to the death but not
relaled to the disease or condition cousing

tion which caused death,

Pulmonary tuberculosis
death. _ANasarca

19a. DATE OF OP'IEI'}J?& 19b. MAJOR FINDINGS OF OPERATION

2. AUTOPSY? 2

ves [ No&

2fa, ACCIDENT {Specify) 21b. PLACE OF INJURY (eg..Inorabout | 21, {CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIPE home, farm, fagtory, sret, offiee bldg.. e50.)
HOMICIDE
21d. TIME {Mogth) (Day) (Year) ({(Hour) 21e. iNJURY OCCURRED 2. HOW DID INJURY OCCUR?
WHILE AT NOT WHILE
INJURY WORK AT WORK

n aliveon _March 9 19

2. [ hereby certify that I atlenddd the deceased from _ley_é_, 193.6_, owMarch 9 | 19_5ﬁ., that I last saw the deceased
, and that death occurred al _2310_am., from the causes and on the dafe siated above.

WRITE PLAINLY—USING UNFADING BLACK INE—MAKRKE A PERMANENT RECORD(\_.

Mount Hope

{BURIAL, CREMA-
{Hﬂm&ﬁl_

REC'D BY EOCAL

AR 10758

SIGNATW/R\EJ@)% (De; or title) 23b. ADDRESS 23¢c. DATE SIGNED
c w / SO0 Arsenal 3-9-58
24b, DATE 24c. NAME DUF CEMETERY OR CREMATORY 24d. LOCATION (Qity, town, or county) (State)

St.Louis Cty Mo

25. FUNERAL DIRECTOR" S SIGMATURE ADDREAS

3125 Lafayette Ave.
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STATEMENT BY LICENSED EMBALMER

"~

v ; ' PR
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalr

byme, or by ... ..coiiiiiiaia.. eanns e _J ............. e , Student Embalmer No..............

working under my personal supervision..

Student ... oot e araee e
Signeture of Student Exbalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in His OWN HANDWRITING. ails
to comply with the above constitutes grounds for revocation of license),

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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

. - Ry ] -




