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1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera deceosed lived. If institution: Residence befo
. 300 a. COUNTY - o, STATE . COUNTY admission
Mo,
1-57 I b. ch {If outside corparate limits, give TOWNSHIP only) Inside Limits €. C:)TY Inside Limits
R R
r w_'llguiﬂ_né‘ D Yes QND ] TOWN o T.Anie Yu%] Ne (]
<. FgL}L_INAC’lEOOF (1§ o7 in haspital, give location} | Length of stay in 1b d. STR%EES = {If outside, give location) Reside on Farm
HOSPITA R ADDRE
2/ msniutio Eo e SABT LOL_ b Morle Yes (] No[X
2= J Xy ¥ ) LW W] N A LR oy
, 3. NAME OF DECEASED First Middle Laost 4. DATE Month Day Year
(Type or print} OF
| HARRY COHEN DEATH Sept « 28,1958
5. SEX 6. COLOR OR RACE| 7. MARR]EDEWEVH marrieo[] 8. DATE OF BIRTH 9. AGE-{I yaars F UNDER 1| YEAR| IF UNDER 24 HRS.
- Igsy birthlay) | Menths | Days Howrs Min.
Ma.’le &) V‘&i‘tp wipowed[ ] ;s oivorcen[]] T - ﬁf—' { . I
10c. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS QR 11. BIRTHPLACE (City ond stote or country} 12. CITIZEN OF WHAT COUNTRY?
ing mos) of olking life, even if retired) INQUSTR ) é
ecora ng,etc Russia _ USA
133- FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Hyman Cohen Dgborah (unk) Sarah
15. WAS DECEASED EVER IN U, 5, ARMED FORCESY 16. SOCIAL SECURITY NQ.t 17. INFORMANT Address
{Yas, or unknawn}| (I yes, give wer or doten of sarvice)
Ny Unk, Sarah Cohen 60L& Mapi

18. CAUSE OF DEATH (Enter only one couse per line’for (a), (b), ond {c).}

PART L.
IMMEDIATE CAUSE (a)

DEATH WAS CAUSED BY;

%WWMA /&Iuv COAMMA/m/w Y

INTERVAL BETWEEN
T AND DEATH

Cenditions, if any,

8 Lottt oo Potrens it

Y
/O Mty

which gava rlse 10
above cause (o),
stating the wnder-

DheZen biiiey

}wg, ffW

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

lying cousze loxt.
PART 1), OTHER SIGNIFICANT CONDI{FONS CONTRIBUTINGU DEATH but not lclchd to the terminal diswase conditlen given in PART ) {0} 19. WAS AUTOPSY
o PERFORMER? 1
T g 3.0 YES[] NO
20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or PART Il of item 18.) v
[ ] O :
20c. TIME OF Hour Month, Day, Yeer
INJURY u.mm
p.m. -
20d. INJURY OCCURRED We. PLACE OF INJURY (e.g., inor about home,] 20f, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0O farm, factory, street, office bldg., etc.)
WORK AT WORK N N
2. | antended the dececsad from 2 gt -5 X 7—- Z.S/-Sg and last 'scw.fi‘z‘ alive on 7/,2 7/_5—2'

Death occurted at

m on the dote stated above; and to the best of my knowledge, frgm the [ccunu stated.

All diseoses in Part | must be causally related.

GMATURE
};&ﬂaA/}

(Degree or title)

P 7O
27b. ADDRESS

A ° | 4693

;2)¢ébna~u//6%374/

22c. m;;%v g

230. BURFAL, CREMATION,
REMOV AL (ﬁ.eun

23b. DATE

9/28/58

M.

J

23c. NAME OF CEMETERY OR CREMATORY

Chesed Shel Emeth

23d. LOCATION {City, tawn, or cauaty)

ivers ity City,Mo,

Un

{Smu)

24. FUNERAL DIRECTOR

Berger Memorial },715 McPherson

ADDRESS

SEP 2 958

25. DATE RECD. BY LOCAL REG.

{Licensed Embalmer’s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER
[ hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
.» Student Embalmer No. ...................

BY M, OF DY ittt e e re e e s e e ra e e s a et ensan e

working under my personal supervision.

StUudent v et s s

Signature of Student Embalmer
3 7 5§

Licensed Embalmer No...5 . /. 9..9......

P. O. Address......cc.ccveevinireninrennnnnns

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure

to comply with the above constitutes prounds for revecation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwritiag. . .
If this body is not embalmed, fact should be so stated above.




