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THE DIVISION OF HEALTH OF MISSOURI o §A8’-'—'0 Q 36 _____

fare FILED APR 181 STANDARD CERTIFICATE OF DEATH FE FILE Nu,m
gaglslmnon District No. Lo . rerener PTEMOTY Regis!ra!ion Districg WOy A By e Reglslrorrs [ L TS
1. PLACE OF DEATH i 2. USUAL RESIDENCE (Where deceased lived. If iastitution: Residence befor
o. COUNTY STATE Mig SOuI'i b, COUNTY (LI sdm nu-o;') ~ .
O b. CIOTY {If outside corporate limits, givea TOWNSHIP only) | Inside Limits <. CgRY . ! m- inside Limits =+
R ] ey
tom St Louis @ r04/L9 1o St Louis | Yel@ %O
c. EgL!!'_l.I?AE%OF (If NOT in hospital, give location) | Length of stay in 1b 0 d. S'BREET {If outside, give locotion) Reside o Farm
- SPITA J ADDRESS
S wstmumiotmtheran Hospits 3701 Bamberger Avei Ye:L) Mef]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) . orF
Anna Koberna DEATH  Appil 2 1958
5. SEX \ 6. COLOR OR RACE MARRIE ol I NEVER MARRIED[] 8. DATE OF BIRTH 9. AIGE (.i,:'-:;,,; :::&E:ER ;:yE’AR I::::DER 2;:&5.
L oy .
Female | White moowes] | oworceold)| Mapch 6 1888 | %6 |
10a. USUAL OCCUPATION {Giva kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country) / 12. CITIZEN OF WHAT COUNTRY?
uring most of w |d-, aven if retired) INDUSTRY -
ousewlfe Mt Olive Tllinoils Us
13a. FATHER*S NAME 123b. MOTHER'S MAIDEN NAME 14. NAME OF H_UsBAND OR WIFE
LI Wlilism Rozum Josephine Micko Joseph
2 ] 15 WAS DECEASED EVER IN U. S, ARMED FORCES? 16. SOCIAL SECURITY NO.} 17. INFORMANT Address
= (Yes, r unknawn)l {if yes, give wor or dates of service) P
2 "o Joseph Koberna 3701 Bamberger Ave
o 18. CAUSE OF DEATH (Enter only one cousa per line for (a), (blaid {c}.} |NTE VAL BETWEEN
(3 PART |. DEATH WAS CAUSED BY: N ONS ){D DEATH
l-"_-‘ IMMEDIATE CAUSE ({a) - -
=k - [ [ / w
F3
o Conditlons, if any, DUE TO (b) :
|.>.- w:cll gave rl;:t)ﬂ }
above couse {a),
Zz tati th der-
1 A lying soves lost. * _DUE TO (¢} Vikia
-y = PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal disease condition given in PART I (a) 19. WAS AUTOPSY o
e 3 PEREORMED?
g L YES NO ]
§ 5| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter natura of injury in PART | or PART Il of item 18.)
- w
> w Y O ] O
-y F
: j Y| 2. TIME OF Hewr Month, Day, Yeer
; als INJURY a.m.
§_ : E p.m.
f % 20d. INJURY OCCURRED e. PLACE OF INJURY {e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
. w- WHILE AT,D NOT WHILE D form, factgry, street, of ice bldg. . et}
5 o [ work AT WORK < | T ¥ 4 2
= | 21 1 omended the daceosed rom J V '/5 P HA]TT  citen sowber otiveon [/ / S F
5 Death occurred mA m of, the ate stated sbove, ond to the best of my knowlpdge, lr‘m 1hse£uses stated.
3 2o, SIGNATUW ae o fiL ) Z2b. ADDR e pAT SIGYfED
]
s # 3y
23a. BURIAL, CREMATION, | 235, DATE 23 MAME OF CEMETERY OR CREMATORY 238 LOCATION (City, 1own, or county} (s re) ’
RENDYAL {Specily;
Rembval | 4/5/58 - | Buckroad Cemetery Edwardsville Il1 inois

24. FUNERAL DIRECTOR ADDRESS 25, DA CD. BY LOCAL REG. GISTRAR'S SIGNA
}Moydell Funeral Home 1926 Allen | PR 58 QE 53 )‘P M /s
-

{Licenied Emboimar’s Stotement on Reverze Side)
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" ‘ .L‘q}PN ‘_&. "--i“i. v}"" '-;g . oA .
. 3 ] \

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

>
DY ME, OF DY o s te ettt ris it e s verae e e e s n v e e s raa tans «» Student Embalmer No. .........ocouneneoe

working under my personal supervision.

Student oo e e e s
Signature of Student Embalmer

_ ;,_;_h_ . P. O. Address /fﬁlé

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 lxcense)

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

If this body is not embalmed, fact shqult.:l“!:g_e so stated above,

- LR
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