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All diseases in Fart | must be causally related.

|BIED JUN 4 19580 roin v e

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTI

59—-01915’?

FICATE OF DEATH

Primary Registration District No. __ . Registror'
ph ——— i

STATE FILE NUMBER

2.5

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence bofore
a. COUNTY o. STATE Mygg ourt b. COUNTY admigsi
57 k. CITY (If outside corporate limits, give TOWNSHIP onty) | Inside Limits c CITY Inside Limits
OR Yes &l No[] ar 5 \“uﬂ No [
oM St, Lomis ¥ Tom _ St. Louis
¢. FULL NAM%OF (1 NOT in hospital, give location) | Length of stay in 1b d. SE%EREEES {If cutside, give location} Reside on Farm
HOSPITAL OR Al
Q  INSTITUTION 3 6340 Fyler Yes[] No [y}
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
(Type or print} OP
Barbara (N.M.T.) Foucek DEATH May 27, 19599
5. S5EX 6. COLOR OR RACE| 7. MARRIED[INEVER MARRIEDL] 8. DATE OF BIRTH 9, AIGE Ei,:':;:; ::.TﬁERg::AR l:ol::':DER 2;:'!25.
|Caucasian |/ “oovee[]  owvorceo[]] Dec. 2, 1871 87 i |

10e USUAL OCCUPATION (Give kind of work done
during most of working life, aven if retired)

10b,

KIND OF BUSINESS OR
INDUSTRY

13a. FATHER'S NAME

{Yes, ro, or unknawn)| (If yas, give war or dates of ser

15. WAS DECEASED EVER IR U. 5. ARMED FORCES?

vice)

PART |. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

which gove rise to
above couss (g},
stating the under-

Candltiens, if any, } DUE TO (b)

13b. MOTHER'S MAIDEN NAME

16- SOCIAL SECURITY NO.

11. BIRTHPLACE (City and state or country)

Czechosalvakia 6

12. CITIZEN OF WHAT COUNTRY?

4y A

17. INFORMART Address

'y

18. CAUSE OF DEATH {Enter only one cause per line for (a), {b), and (c}.}

14, NAME OF HlusBAND OR WIFE

Ave, St, louis

INTERVAL BETWEEN
ONSET AND DEATH

HoxnT

1
: -
DUE T0 (¢) W KL’MM

L

7

z lying cowse last.
,9: PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTIRG TO DEATH but net related 1o the terminal disease condition given in PART [ {a) 19. WAS AUTOPSY 1
X 4 2 PERFORMED?
g " ¢ o, | Madhntime;  HAEX|  ves(] nopg
£] 200, ACCIDENT SUICIDE HQMICIDE | 206{/DESCRIBE HOW INJURY OCCURRED (Entef nature of injury in PART | or PART Il of item 18.)
§ O O O
&1 2c. TIMEOF _Hour Month, Day, Yeor
o INJURY  am.
3 p.m.
20d. INJURY OCCURRED 200. PLACE OF INJURY (e.g., inor obout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, factory, straet, office bldy., etc.)
WORK AT WORK

21. | attended the deceased from

Death occurred at

qu{-b , to

Z ya
5:3&‘ /5_4 ond last sow hnr’h" on 5/"6 /Sv

4 m on the dath stated above; and to the bast of my knowledge, from the céuses stated.

MEé/Z : (Dmee or mle)

O | 22b. ADDRESS
¥ 2p ) ool

22¢. DATE SIGNED

.5_/.2’7

Z30. BURIAL, CREMATION, | 23b. DATE

REMOVAL (Specify) Lmy 29 . 1959

Lakewood Pa

24. FUNERAL DIRECTOR ADDRESS

HOFFMEISTER COLONIAL MORTUARY

23¢. NAME OF CEMETERY OR CREMATORY

23" LOCATION (City, town, or eounty)

rk Cemetery St. Louis

w8 | Lad.

(.'um)

6464 CHIPPEWA ST., ST. LOUIS (icweed Enbdl

7 'l. ) on Reverse Sida) i W‘//{ &




STATEMENT BY LICENSED EMBALMER

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

Y ME, OF DY ittt e e e e e s e e s st v e e ra et ., Student Embalmer No. ...................

working under my personal supervision.

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 STUBENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.




