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© symptoms will be listed. All

Coroner connot certify ta o death duve to notural couses.

USE ONL.Y BLACK INK OR RIBBON TYPEWRITE |F POSSIBLE

diseases in Part | must be casually related.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

lVLED NOQV 17 {Q5gResirotion District N 3/7

________ 58-042479

STATE FILE NUMBER

Primary Registration District No. hj_..J,/ .............. Registror's Nogj%j

1. PLACE OF DEATH

2. USUAL RESIDENCE [Where decensod lived.

If institution: Residence before

. . ) . STATE . N admission)
- COUNTY St. Louis ° Missouri- % 7St. Louis s
b. CITY (If outside corporate limits, give TOWNSHIP anly}| Inside Limits e, CITY Inside Ldmirs
OR OR . . N
TOWN Unlversitv Clt"f Yedl Ned vown Universit CltY Yes¥ Nomd
<. Egls.’f;n?ﬂ:t\%gF (it NOTmhosplml gwclocchon) Length of stay in 1b 4 STREET (If outside, give location) Reside on Farm
wstitution 9231 0ld Bonho S, aooress 9231 Old Bonhommel veso N
i ::g‘:‘:‘l’n First Middie Laxt 4. D&;rE Month Day Yeor
(Type or print) AUDREY NOVIK veatH  Octs 2 5 s 1958
5. SEX 6. COLOR OR RACE ?. marrieD X NEVER MARRIED [_]] 8- DATE OF BIRTH }9. ?GE (In years | IF UNDER 1 YEAR JIF UNDER 24 HRS.
st birthday} [Months | Daw | Hours | Min,
Female / White wioowep ] /  pivorcep O May 25 s 1920 38

J10a. USUAL OCCUPATION (Gioe kind of work done

10b. KIND OF BUSINESS OR INDUSTRY | 11.
durhi_' most o/ workbw life, even if retired)

Wb s’y Lo S

BIRTHPLACE (City and alate or u:u.nlryj

t. Louis, Missouri

12. CITIZEN OF WHAT COUNTRY !
)

UsS.A,

Manuel Solomon

13, FATHER'S NAME r 14.

MOTHER'S MAIDEN NAME

Lena Cohen

16. SOCIAL SECURITY No.|I7.

1(5'; WAS DEC"E*ASED’EVE? IN U, 5, ARMEE FOR;:ES? ) INFORMANT Address
¥, nd. or unknown {If yeo, give war or dales of serviee
Unk. I — Unk. . . Mr, Rudolph Novik-9231 0ld Bonhomme

18, CAUSE OF DEATH [Enfer only one cause per llne[nr {a), (&}, lmd {t).]

PART |, DEATH WAS CAUSED BY:

IMMEOIATE CAUSE (a}

INTERVAL BETWEEN
ONSET AND DEATH

—7*45%

€

Conditions, if any, DUE TO (b
which gare rise fo ®) T -
above cause (3) 4
Hating the under- . / I
= lying cause loat. DUE TO (¢)
=} PART 1i. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{n) 13 F\.\g‘SFélUTODﬁY /
=
-
o . . ves (M no
E 20a0. ACCIDENT SUICIDE HOMICIDE | 204. DESCRIBE HOW INJURY OCCURRED. {[Entler nature of injury in Part I or Part 1 of item 18))
& ] g o
v
= [ 2. TIME OF  Hour  Month, Day, Year, B} -
o INJURY  a!m, Lot . .
= p.om.
3
X 20d. INJURY OCCURRED 20e. PLACE OF INJURY (¢, ¢.. in or ahout home, | 20f CITY, TOWN, QR LOCATION COUNTY STATE
WHILE AT D NOT WHILE Jjarm, factory, street, office bidg., efe.)
WORK AT WORK yl VAR

Doath occugsed at

2 Fi
2). I attended the deceased Irom_%i. to Mnd last saw :‘:;rahva on
m

on the date statsd above; and to the best of my knowlsdge, from the causes stared.

T Za. st gree pr tifl 0 2256, ADDRESS 22, DAJE SIGNED
P it (DEL IS, OF 57 Msdisttll 2ty 0955
23a. auanA. cat'n:?:‘. 23h. DATE 23¢c. NAME OF CEMETERY OR FREMATORY Cem. 234. LOCATION (City, town. or countf) (State)
BT AT 10/27/58 |Beth Hamedrosh HagodolSt. Louis County, Missouri

24. FURERAL DIRECTOR ADORESS

Herman Rindskopf,Inc.5216 Delmar

Lo~

25. DATE RECD, BY LOCAL REG,

26, REGISTRAH S SIGNATURE

RS- 5"F

{Licensed Embalmer's Statement on Reverse Side)

Atikle 2 f, ornd Ag&



A

X 'STATEMEi*IT BY LICENSED EMBALMER- -
-Noo . ;

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

byme, or by .ttt se e evivasisamarecensenarrnan

working under my personal supervision..

Student......covireerreinnrransrioiiiosisenaiennaaanan
Signature of Student Enbalmer

Lmensed Embalmer No.;f

v Ty B P, O. Address..................

The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.

-

L]

Note:
lo comply with the above constitutes: grounds for revocation of hcense)

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

If tlns body is not embalrned fact should be so stated above. :




