ol THE DIVISION OF HEALTH OF MISSOURI 59_007854

Waliare STANDARD CERTIFICATE OF DEATH T STATE FILE NUMBER
wbli
-wi:- ]“;_, VU.\R 2 1gsg’-gi:rmrian District No. __d,7F‘nmuty Registration District No. er( ,,,,, - Registrar's No., 1570
L
1. PLACE OF DEATH i 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before *
200 a. COUNTY St. Louis STATE  Jin. b COUNTY g | LEMNY /
-57 b. CITY (If outside corporate limits, give TOWNSHIP only} Insida Limits c. ClTY 4 4 _“ Inside Limits
3 OR Yos ] No [ M No [ ]
TOWN Clayton o 1om Richmond Heights o] o
c. FULL NAME OF {lf NOT in hospital, give location) | Length of stay wn 1b d. STREET {If outside, give lacation) Reside on Farm
henroon county Hospital | DOA. . ADDRESS 33)2 Boland Place | Ye[l %i
3. NAME OF DECEASED First Midd!a Last 4. DATE Manth Doy Yeoor
{Type or print) OF <
JOSEPH GYORE peatH Feb, 20th 1959
5. SEX 6. COLOR OR RACE| 7. MARRIED@}‘EVER marrieo[] 8. DATE OF BIRTH 9. AGE (tn years {FUNDER 1 YEAR| IF UNDER 24 HRS.
b . irthda: nths . oury in,
Male ¢ White wiDowED [ ] vivorcesJ|Sept .30 1888 '?bb haen M{I ' i " I "
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stots or country) 12. CITIZEN OF WHAT COUNTRY?
dysing most of wothing life, aven if retired) INDUSIRY .
CAFpenter RetiTed Yugoslavia 4 U.S.A.
13a FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Steve Gyore Esther.Turk Mary Gvore
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT N Address
{Yas, NS unkmwn]l(l! yes, glve war or dotes of service) 488_12_7046 Bﬂary Gyore 1315 Boland Place
1B. CAUSE OF DEATH (Enter only one cause per line for {a}, (b}, and {c}.} INTERVAL BETWEEN
PART |- DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (o}

which gaove tise to
above cowss ({a),
stoting the under-

Conditians, if ony, } DUE TO (k)

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

z Iylng cavse loar. DUE TO (e}

: = PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not reloted 1o the termincl disease conditian given In PART | (.) 19. WAS AUTOPSY
-E 3 ‘ PERFORMED?
g 2 PR yes[] NO[] &
- 21 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)

—1 w .

s v J O ]

2 3
v Ul 20c. TIMEOQF Hour Month, Doy, Year
b 8 INJURY  om,

‘.:" E p.m.

E 20d. INJURY OCCURRED 206. PLACE OF INJURY {e.g., inor cbout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
5 WHILE ATD NOT \VHILE 0 farm, .ctory, street, office bldg., etc.}

<%

E 21. | attended the deceased from , 1o and last zaw a:’n alive on
g f\D"“"’ occurred ot m on the dote stat.ed above; and to the best of my knowledge, from the causes stared.

H 22‘%@:&l P ? 4 | 22 ADDRESS zz7ua NED
E 'ﬁf' me ﬁig Health Commissi er 801 S, Brentwood Clayton o /€ 7

230. BURIAL, CREMATION, | 23b. DATE 23¢. NAME OF CEMETERY OR CREMATORY 234. LOCATION (City, town, or county) I osiady
aify) -
B &1 |Feb.23 1959| Resurrection Cem. St. Louis, Lo.
24. FUNERAL DIRECTOR ADDRESS 25 DATE RECD. BY LOCAL REG.

A. H, Bocklage 6536 Clayton Rd. _or-

{Licansed Embalmuc’s Statemant on Revers Side)




STATEMENT BY LICENSED EMBALMER

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

Y I, @B it et ba s e e s pre e s anaes , Student Embalmer No. .........cc.oeneees

working under my personal supervision.

StUdent o s e e e
Signature of Student Embalmer

Licensed Embalmer No/f/f

P. 0. Address . s . o8 . gratasd. ...

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




