THE DIVISION OF HEALTH OF MISSOURI

Heolth, - -.58-—019914
- STANDARD CERTIFICATE OF DEATH Q@g i
Public 003 m
Soreice MAY l 9 lgsﬁi;"uﬁ‘m_ Di_st_ricl Na. Primary Regluruhon Dlsmct Nul e oo Rngas!rar s No. 4 o 0 % .......
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. [f institution: Resédgnyfém
. COUNTY o. STATE b. COUNTY admissi
-3 ° St. Louis Missouri
1-57 b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. C:)TRY Inside Limits
OR
TOWN Yes Ne [J TOWN ot Y.oud a, Yesg Ne [
¢. FULL NAME OF (i NOT in hospital, give locatian) | Length of stay in 1b d. STREREET (IF ou!ude, give location) - Reside on Farm
HOSPITAL OR DD
D /5 institution  Lutheran Hospital 1 week|} ﬁ *formerly 3726 Neosho ves [} Ne [}
3. NAME OF DECEASED First Middle OLus? 4. DATE Month Day Year
{Type or print) OF
Jessie Lozano DEATH
5. SEX & COLOR OR RACE 7'MARR|ED[§NEvER MaRRIEDL] 8. DATE OF BIRTH 9. A&E :::':;:;; 1:::‘?&52 rl’::AR l:ul:::DER 2:"::ns.
Female White wisowen[] [ oivorceo[d| Jan, 27, 188% 3 15 l

Doctor, coroner, ofc. must use only standard nomenclature in item 18. No symptoms will be listed.

All diseases in Port | must be cavsally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

100. USUAL OCCUPATION ({Give kind of wark done
during most of working lite, even If retired)

10b. KIND OF BUSINESS OR
INDUSTRY

11. BIRTHPLACE (City and state or country}

132. FATHER'S NAME

Wm, Sanders

Ann 7

13b. MOTHER'S MAIDEN NAME

12. CITIZEN OF WHAT COUNTRY?

Michael Lozano

15. WAS DECEASED EVER IM U. 5. ARMED FORCES?
(Y3, no, or unknawn)| {If yes, give wor or dates of service)

16, SQCIAL SECURITY NO.

None

17. INFORMANT

Michael Lozano

Address

3728a Neosho Str,

MEDICAL CERTIFICATION

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a}

PART 1.

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

/W MA

INTERVAL BETWEEN
ONSET AND DEATH

WM

Condltions, I any, . DUE TO (b}

which gave rise to }

obove couss {a),

tating the under

I’yl‘ﬂg"geeu:.ulo:: DUE TO (<) 3 2 I *

PART Il. OTHER SIGNIFICANT CONDITI CONTRIBUTING TO QEA H but not nlltgtu the terminal diuu;. condition given in PART I (o)

19. WAS AUTPPSY
PERFORMED? /
YES Ne (7]

200. ACCIDENT SUICIDE HOMICIBE

O O g

20b. DESCRIBE HOW MUJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)

20c. TIME OF .Heour Month, Day, Year
INJURY  a.m.
p-its.

20d. INJURY OCCURRED
WHILE AT NOT WHILE
WORK AT WORK

21. 1 antended the deceased from Wi o
Death occurred ar ~x-] A )

20a. PLACE OF INJURY (e.g., inor about home,
form, factory, street, oflice bldy., ete.)

20f. CITY, TOWN, OR LOCATION

COUNTY

STATE

]'Iiay 12 1958und last saw

m on the date stated above; ond to the best of my kne

A4
her " alive on \)z /2-{2! é
wledge, from thé causes stated. ,

22a. SIﬁA ERE 5 7t/ {Degree or title) z

22b. ADDRESS

7 301 s

zz:l.j? SIGN

23a. BURIAL, CREMATION,
EMOY AL Sa-cif)')
REMOV

3b. DATE

24. FUNERAL DIRECTOR ADDRESS

(lebken Mortuary 2630 Gravols

23c. NAME OF CEMETERY QR CREMATORY

) Resurrection Cemetery

ocnﬁ {Clity, town, or county}

St. Louls County

Asrone

25. DA[@“YECI]:: ?f %CGL REC_i.

{Licensed Embalores’s Statement on Revesse Side)

uiegzj:/imujke N , ,
g a0

United Stated

14. NAME OF H'U’SBANQ OR WIFE



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 oottt et e e s , Student Embalmer No.

sines . ot

working under my personal supervision.

Student

Signature of Student Embalmet
¥

~ SR ’ Licensed Embatmer No.. 6// &/

Note: The above MUST BE SIGNED BY'THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above coastitutes grounds, for IEVDCEUOII of llcense)

If embalmed by a STUDENT, i€ also shali’ s1gn m his OWN handwntmg

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

cah




