1 -
THE DIVISION 6F HEALTH OF MISSOURI

o8-030'72"7

Health, -
. Welfare STANDARD CERTiFICATE OF DEATH - STATE FILE NUMB :
Publi T § '
s:“;:. F”_ED s E P 8 ]g%glslmnon District Nou oo & 18. é‘lf hary R'ﬂ""""“" District Nl-——'-"i«—-——--—-w Re.g_istrcr's No. £ ;3 -?-g-——-
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Ruldance fora
- 300 o COUNIY 8¢, Louis o STATE T]1linois b ““UNMidison ® m..%?
1-57 b. C{I]TRY (If outside corporate limits, give TOWNSHIP only) Inside Limits J'B‘{ac;b C:jTRY Inside Limits
0 TOWN St. Louis Yes (g No 2 ptown  Granite City Yes[3g No[]
}l:gis-.é-l'?:!’:‘EOOF {If NOT in hospital, give location) | Length of stay in ib d SBRDE‘EETS-S (If outside, give location) Reside on Farm
Al
! 8 wstiution Park Lane Hospithl 5 dayd| 32 931 Niedringhaus Yes fiJ No[]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
Type ox print) Hagop Manoogian oerH 28 - 58
5. SEX 6. COLOR OR RACE 7'M.\nn|sngusvsn warmizp[ ]| & DATE OF BIRTH 9. AGE fin yoers FUNDER 1YEAR e T s,
Male 0 | White wooweo[§ ( oworceo(|Dac, 17, 1896 | 61 |
10a. USUAL OCCUPATICKN {Give kind of work done-} 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (Clly and slate or couniry) g 12, CITIZEN OF WHAT COUNTRY?
during most of working life, even if retired) | STRY .
Iy cieaner ¢ieaning Armenia, Europe v,8,A,
13a. FATHER'S NAME 135, MOTHER'S MAIDEN NAME 14, NAME OF H'U’SBAND‘ OR WIFE
? % 2 ?7?? Opal Manocokian
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY NO.| 17. INFORMANT Address
{Yes, N, or unkmwn)](lf yes, give W-W-Dl'-d:ll of servics) 329 12-261+0 Wi fe 931 Niédrln ghau S Ave .y

PART I.
IMMEDIATE CAUSE ()

}

Conditions, if eny,
which gave tlse 1o
above cawss (a),
stoting the under-

18. CAUSE OF DEATH (Enter only one causs per line for {8}, (b), und (c}.}
DEATH WAS CAUSED BY:

Granite City,[i

Congestive Heart Falilure

INTESVAL BETWEEN
ONSET AND DEATH

pueETor __ Bronechiil Pneumonia

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

v WD, L R VR SNy shdndurd Hkinefitiofure 10 iTem (o, No sympioms will be listed.

Leonard R Davis, 2060 Cleveland

AlS 2 §'58

g lying cause last. DUE TO {c) :

- = PART i), OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not refated to the terminal dissass conditlen given in PART 1 {0) 19. WAS AUTOPSY ;

k b 47/ PERFORMED?

= i /\/ YES[] NO

- £ 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART 1] of item 18.)

= w

3 ; O O 0O

H 3[ 20c. TIMEOF .Hour +Meonth, Day, Year

2 8 INJURY  a.m.

E £ p.m.

£ 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.q., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

- WHlLE'ATE] NOT WHILE 0 farm, factory, strest, office bidg., stc.)

3 WORK AT WORK

E 21. | attendad the 4 d from 8—23-58 , e 8-28-’58 and last Iawt alive on 8“28-51.5

5 Daath cceurred at H ! m on the date stated above; and to the best of my knowledge, from the causes stated.

H 220. SIGNATUR ) (Defir 22b. ADDRESS 22¢. DATE SIGNED

o ' Ir . Smith ) - 8

3 1 A O 1930 Lindell Blva. St. Louts B[B-29-5E
230. BURIAL, CREMATION, | 23b. DATE ° 23c. HAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Store)

REMOVAL (Sp,ffy) . i
emova 8-29-58 Sunset Hill Cemetery Edwardsville. Illinois

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 28

U‘I'EE.U. bﬁ U-‘Lkéﬁ’l EM ' ® Statement on Raverse Side)

v



STATEMENT BY LICENSED EMBALMER

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

, Student Embalmer No. ...........c.cee.

DY M@, OF BY 1iiiiiiiiiiiier vt i s e r it e s e e

working under my personal supervision.

] R IT2 1] 1} SRS UP P
i Sig_nature of Student Embalmer

— = . . : i - P, U, Aadress ., =L
N i .- - - tal ma

CoT ' o Tanite Ci ty Il
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fafldre ™ ™
to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above. o.(a . - . |




