THE DIVISION OF HEALTH OF MISSOUR|

Haaolth, e rer e e |
« Welfare STANDARD CERTIFICATE OF DEATH STAT ILE
Public
Service gistration District No. e e Primary Registration District No.____ 20;'
AR 8 1958 i i v - :
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befole
. CO . STATE k. COUNTY mission
. 300 a, COUNTY a to. U St Lou /
1'57? b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits €. CETRY é[ Inside Cimits
R . .
3 TOWN 3t,Louis Yesf] No[] town  University City Yeos[3 No [
c. FgLL NAMEOOF {I1f NOT in hospital, give location) | Length of stay in 1b d. STREEES (It ouiside, give location) Reside on Farm
HOSPITAL OR ADDRE
3 LU I3 iNsTiTuTioN Brpout ight . 1 hr 7428 Tulane Yes [J No[yg
L 3. :'ITAME QF DE)CEASED First Middle Last 4. DATE Manth Day Year
ype or print oF
0 'HENRY JOSEPH DEATH Feb.20,1959
5. SEX 6‘ COLOR OR RACE} 7. MARRIED rﬁEvER narrieo[] 8. DATE OF BIRTH 9. AE.E' (bqi.:':;:.; :::I&E R g:’EAR l:a‘i:DER 2;::[{5.
Male Fhite WIDOWED oivorcen ]| Nov,21,3904 54 4 ]
10a. USUAL OCCUPATION (Give kind of work dona | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
duri i king 1iF il reti USTRY .
urﬁgymeai!lo working life, aven il retired) Milffgnery Manf‘ Rouma,n]_a ((‘ USA
13a. FATHER"S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Samuel Joseph Roge (unk) Myra
15. WAS DECEASED EVER [N U. 5. ARMED FORCES? 16, SOCIAL SECURITY NO.| 17, INFORMANT Address
(Yes, no, or Nlmown)liyu, give war or dates of service) Unk . Mrs .Myra -Toseph 7828 Tulane

PART |I. DEATH WaAS CAUSED BY:

18. CAUSE OF DEATH (Enter only one cause per line for (o) {b), o
4

IMMEDIATE CAUSE () ____ L

INTERVAL BEAWEEN
ONSET ANLYDEATH

Cenditions, if any, DUE TO (b)

which gave rise to }

above couse (o),

ing the under-

i) 0w 420.0
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal disease condition glven in PART I {a) 19. WAS AUTOPSY
] PERFORMED}
i YES[] NO
% | 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART I of itam 18.)
i
v a Cl 0
Gl 2c. TIMEOF Hour Month, Doy, Yeur
3 INJURY  am.
‘X p-m.

20d. INJURY OCCURRED
WHILE ATD NOT WHILE
WORK AT WORK

O

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

20e. PLACE OF INJURY (e.g., inor about hame,
farm, factory, street, office bldg., etc.)

20f. CITY, TOWN, OR LOCATION

COUNTY STATE

| sttended the deceosed from
Death occurred ot

.

'4/

W]; %nd last saw . ulwu on Z/ / 7/5‘9

m on chda!o ua(ed qu![o, and to the best of my knowledge, fom the eéuuu sllred

Doctor, coraner, etc. must use only stondard nomencloture in item 18. Mo symptoms will be bisted.

All disoasas in Part | myust be causally ralated.

T, 1Ok D

" b5 Y ek

22#TE SIG,

23a. BURIAL, CREMA ON,
REMOVAL (Specify)

. 2/22/59

23b. DATE

23c.

NAME OF CEMETERY OR CREMATORY

Chesed “hel Emeth

23d. LOCATION (City, town, or county}

University City,Mo,

{Statef

24. FUNERAL DIRECTOR

er

ADDRESS
Memorial 4715 ¢ herson

{Licensad Embolmes’s Statemant on Reverss Side)

25. DATE RECD. BY LOCAL REG.

B s

GISTRAR'S SIQNATURE




STATEMENT BY LICENSED EMBALMER

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

working under my personal supervision,

Student oo e
Signature of Student Embalmer

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 siga in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.

.-
- .




