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All diseases in Part | must be causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

egistration District No. ..

THE DIVISION OF HEALTH OF MISSQURI

STANDARD CERTIFICATE OF DEATH

.99-011040

STATE FILE NUMBER

Primary Registration District Moo __ __ Registrar'feiio, /e a...

). PLACE OF DEATH o 2. USUAL RESIDENCE (Where dececsed lived. If institution: Residence before
a. COUNTY =~ —sreno a. STATE Missouri b. COUNTY ﬂd'“'yhn)
b CIOTRY (If Oéisti;de cofmre |_imits, give TOWNSHIP only) Inside Limits <. CloTRY Inside Limits
TOWN . ouls Yes (X1 No (] Town  St. Louis YosfX] Ho[]
c. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET (If outside, give location) Reside on Farm
I SEAR1822 Hogan ADDRESS 71322 Hogan Yes ] No[X]
3. NAME OF DECEASED Fiest Middle Last 4. DATE Month Day Yoor
{Fype or print) OF
HELEN NMN JABLONSKI DEATH MARCH 10, 1959
5. SEX 6. COL-DR OR RACE 7'MARRIED@NEVER marRiED] 8. DATE OF BIRTH 9. AGE (In yaars FUN:)ER 1 YEAR] I: UNDER 2:"HRS.
female || white woowen(] / owvorceoJ] 18-8-1896 g ey [Mgrhe | Boge [ Hows ]
100. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stats or country) [7] 12. CITIZEN QF WHAT COUNTRY?
HATEB A prare lifer even it rativedh NPUSTRY St. Louis, Missouri | U.S. A.

13a. FATHER'S NAME

¥mil Nalioorski

13b. MOTHER'S MAIDEN NAME

Rose Bielaski

14. NAME OF HUSBAMND OR WIFE

John Jablonski

15. WAS DECEASED EYER IN U. §, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
‘?.TO“‘ er unknﬂ,wn)l(ll yas, give wor or dotes of service) ~—— JOhn Ja bl on Ski l 822 Hogan

18, CAUSE OF DEATH (Enter anly one ¢
PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

ouse per tine for (a), {b), and {c).)

INTERVAL BETWEEN
%JSET AND DEATH
CYSTADENOC ARMTNOMA WIT VONTES

WORK

AT WORK

WHILE ATD NOT WHILE D farm, .ctory, street, office bldg., etc.)

METASTASES

Conditions, if any, DUE TO (k)

which gave rine to

above cause (g}, -

stating the wnder- / 7Q 0
5 Iying cowse last. DUE TO (c) M
- PART Il. DTHER SIGMIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminol dissass condition given in PART | {a) 19. WAS AUTOPSY 5
3 FERFORMED?
= YES[] No|x]
= | 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |l of item 18.) 4
w
o d | O
S| 20c. TIME OF Howr  Manth, Day, Yeor
a INJURY a.m.
X p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor cbout hame,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

Deoth occurred ot

21. | ontended the deceoased from SEEP{ 3; 1958
/

. to I‘JARCH 3_, 1959 and last wwti';'uliv-m MARCH 3) 1959

v
7 .4 prd M m on the date atoted above; and to the best of my knowledge, from the couses stated.

22b. ADDRESS

22¢. DATE SIGNED

600 South Kingshighway 3/10/59

230, BURIAL, CREMATION,
REMOY AL {Specify)
urilia

23b. DATE

3-1x-59

Calvary

2'3:. NAME OF CEMETERY OR CREMATORY

23d. LOCATION [City, town, or county) {Stata)
St. Louis, Missourl

4. FUNERAL DIRECTOR

ST. LOUIS FUNMERAL AOME

A.JC\JF

STStTours

Ave . {Licensed Embalmer’s Statement an Reverse Side)

ADDRESS 25. DATE mai LiC»}LSHgEG. Z%BISTRA?] S SGNZ U_RE s “/
(‘,t :r-j. L m p‘




STATEMENT BY LICENSED EMBALMER

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

by e, OF By ittt rer e e iie e e a i et e b er e ar ety eaa e , Student Embalmer No. .........cooeeein.
working under my personal supervision. ( )
SEUAETE  cevrrrrneimiirerriisseensesnranriosaresnnnesnsaennarss Signed , ;; AU A ¥ e )/}7 .................
Signature of Student Embalmer /
Licensed Embalmer Nﬁ% .............
P. O. Address X

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

to comply with the above constituies 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.

£




