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Coroner connot certify to o death due to notural causes.

3¢ ehly 3Tdigayd nomenciariurs 1n 1fem 5. No symptoms will be listad. Ajl
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

diseases in Part | n;ust be casually related.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

818t 1003 o DA G

o8-046059

STATE FILE NUmMB

f'” F” JAN 1 2 Tgmgislraﬁon District Now wueeeeeccee.

1. PLACE OF DEATH

2. USUAL RESIDENCE {Where decsased lived. If institution: Raesidence before

mission)

FULL NAME OF {If NOT inhospital, givelacation)|Length of stay in 1b

a. COUNTY a. STATE Mi SSOllI'i b. COUNTY

b. CITY {If outside corparate limits, give TOWNSHIP only) | Inside Limits e, CITY inside Limits
OR Yashi MNo OR YosuX
Town _Ot. Jouis oW St Touis es &N

Reside on Form

female /

= HOSPITAL OR {lf sutside, give locotion)
2/ wstwmon 3115 FalriAvessi. 50yrs. . I/OADDRESS 3115 Fair Ave, Yeso  ND
3. ::cl\l:‘:‘rn First Middle Last 4. DATE Month Day Year
OF
(Typeorpriny  JoSephine Miller o™ Dec, 24,1958
5 sEx 6. COLOR OR RACE 2. MARRIED CXnever marriEn L] 8. DATE OF BIRTH | 9. AGE (fn pears | IF UNDER 1 YEAR JiF UNDER 24 HRS.
Mentha | Daws

wooweo[J /  oworceo (IMarch 1 1890

: Ig’éfrlhdav.‘l

Houry ] Min,

10a. WSUAL OCCUPATION (Gioe kind of work done
during most of working life, even if retived)

106, KIND OF BUSINESS OR INDUSTRY

11. BIRTHPLACE (City and atate or country) 12. CITIZEN OF WHAT COUNTRYT

Housewife Home Poland ¥ U.S.
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME
Graczyk Inknown

15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.

(Yes, no, or unknown) | (1f per. give war or daler of scrvics)

{7. INFORMANT Address

no Catherine Prepntice 3115 Fa
18. CAUSE OF DEATH [Enter only one caouse per lige for (a) d (e INTERVAL BETWEEN
-~ e f ' M. ocarditis ONSET, AND DEATH
PART I. DEATH WAS CAUSED BY: é J
IMMEDIATE CAUSE (2) _&or Pen gt Cyv. A E.MCA Y,
) /
Conditions, if eny, DUE T
whick gave tis iro VE TO {6)
above cauze (G),
stating the under. ) 42 2 ¢ P
= lying  caquse last. OUE TO ()
=} PART [I. OTHER SIGNIFICANT DITIONS CONTRIBUTING TO DEATH BUT NOT RELATED, TQ/fHE TERMINAL DISEASE CONDITION GIVEM N PART I{q) T8 WAS AUTOPSY
= ronc ‘aats PERFORMED?
- > g\
o F ; ’ Lo ves[J no B
E 20a. ACCIDENT SUICIDE HOMICIDE | 206, DESCRIBE HOW INJURY OCCURRED, (Enter noture of infury in Part Ior Pere 11 of ifem 18.)
§ O O a
@ ] We. TIME OF  Hour  Month, Day, Year
%] INJURY a. m.
E p-m. X
X | 204. INSURY OCCURRED 20¢. PLACE OF INJURY (e, 0., in or about Aome, | 204 CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE farm, factory, etreel, office bdyp., efc.)
WORK AT WORK 19).(6 an Al O

DA

2l. Jattended the deceand from

7.1,

Death occurred at

A T
m&*x.ac. >

7 A._M.__ m on the date gtated above; and to the best of my knowledge, from the causes atared.

alive onn-._:.!_Z:Q;_.

her
and last saw him

22b. ADDRESS

2a. slcan'ruu b gree or title) .D. ?2 Cass va. 22¢, DATE SIGNED
P ,
E}Qg& 4.630‘\.4 vaj /302 Claer f2-260%
23a. :gng\L. c:ag_um?n‘. 23b. DATE 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Clty, town. or county) { State}
MOVAL {(Specify
Burial 12,.27.1958 Calvary St. jiouls Mo. ,
24. FUNERAL DIRECTOR 7777 shoress 25, DATE RECD. 8Y LOCAL REG. | 26./BEGISTRAR'S SIGNATURE _
Morrell 3710 N. Grand DEC 26758

{Licensed Embalmer’s Statement on Roverse Side)

3



e
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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 ernr
DY IE, OF DY oo ittt et iait e ae i tasmra s eeeeeeeeammbasananame st aanns , Student Embalmer No.........

working under my personal supervision..

Student ......oiio it ieieieaaas
Signature of Student Embalmer

Licensed Embalmer NO.. . ..

Tewes e P. O. Addres ______

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
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 POdV is not embal_rned, fact should be so stated above. _
* - 4 N '



