Health, THE DIVISION OF HEALTH QF MiSSOURI 59_022655

(Y--,Nbur unknown)

{If yes, give war or datss of service) U nk . Ben Baib 6655 Washington

L Welfare STAN DARD CERTIHCATE OF DEATH STATE FILE NUMBER
Public .
Service pl.ED JUL 3 @ggig"uﬁun Distriet No. Primary Registration District Noo R"Q"Sta N05571__,,.....;
o1 ° a gistratien = d i, ":
/; 1. PLACE OF DEATH " 2. USUAL RESI%SCE {Where deceased lived. |f institution: Ru:ida'nce;b‘lefore
. 300 a. COUNTY . a. STATE . ? COUNTRY Louis adm:?hn)
' 2 £
157 b. cg'v (If eutside corporate limits, give TOWNSHIP only) | insids Limits < cg‘r 53_»6 Indfde Limits
5 U TN St,Louis Yest] Mo [J rodiversity City Yes[® No[]
c. FULL NAMEODF ()i NOT in hospital, give lecation) | Length of stay in 1b d. STREET {H outside, give location) Reside on Farm
HOSPITAL OR . ADDRESS :
. o NSk Jewish Hosp, 10 wks, 6655 Washingtaem Yes [ No
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{(Type or print) or
) ANNTE BAIN DEATH Jyne 11,1959
5. SEX 6. COLOR OR RACE ?'MARRIEDE NEVER MARRIED[ ] 8. DATE OF BIRTH 9. Agg' E:':;:;; :‘L:.:‘P'J'r‘.)-EQEl):’:AR .:uEﬁDER 2:“!:RS.
. . -
- Femal e / White 4 wioowen[T] pivorcED[ ] May 15,118 9l 68 I
£ 1Da. USUAL OCCUPATION {Give kind of work dona | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (Ciry and state or cauntry) 12. CITIZEN OF WHAT COUNTRY?
= during gost of working Life, even if retired) INDUSTRY
A | Hodsewit's USSR 2 Usk
% 130 FATHER’S NAME 135, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
2 Sam 3Schwartz Mididred Gellman Ben
=]
é 15, WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.[ 17. INFORMANT Address
=
o
=z

18. CAUSE OF DEATH (Enter only one cause per line for (), {b), and {c}.} INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: gNSET AND DEATH
IMMEDIATE CAUSE (a) /w M"ﬁ( S [/ /& .
)

L4
LJ

Conditions, if any, DUE TO (b) CO\OL(,'MJ\’ W /d W

which gove rlze to . / / /

above c¢ouse (d),

stating the under- -~

Iying cowvse last. DUE TO (c)

FPART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not releted 1o the terminal diseaze it n in PART | {a) 19. WAS AUTOPSY

’ b PERFORMED?
x5 Z— YEs[] NO[oF |

0. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURYWACCURRED. {Enter naturs of injury in PART | or PART 1l of item 18.)

o O O 420l

We. TIME OF Heur  Month, Day, Year
INJURY  a.m.

y standard nomenclature in item 18.

All diseases in Part | must be cousally reloted.

Géfor, coroner, eic. must use on
MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

: p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
| WHILE ATD NOT WHILE [-:] farm, factory, street, office bldg,, etc.)
! WORK AT WORK

— Pl .
21. 1 attended the deceased from ’7 _’b K , o Mﬂd last saw 2:; aliveen & //0 /.\-9
Dacl’fh occurred at é Z_E :=-_-_ g s TVAq . on the date stated above; and to the best of my knowled{e, lror(the causes stated.

22 GNATURE m%‘ug 22?;_\DDRESS 22c. DATE SIGNED
E s -V 260 M&M 3 (/A"‘?

BURIAL, CREMATION, | 23. DaTE 23c. NAME OF CEMETERY OR CREMATORY 23, LOCATION (City, town, or county} fisrard] L4

FEMRET Y 16/10/59 Chesed Shel Emeth | -University City Mo.

24. FUNERAL DIRECTOR RESS 25. DATE RECD. BY LOCAL REG.

rD
(Licenssd Embalmer’s Statement an FHaverss Side) '6; ?] P @ .

D

o




STATEMENT BY LICENSED EMBALMER

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

BY ME, OF BY 1iiviriiiiiiiieriiieiii e eeiee e e e re s e eensee s sre e s s st essassanranrabrssnssqnsenan .» Student Embalmer No. .........cooerenen

........................................................

Signature of Student Embalmer

Licensed Embalmer No.. ‘; .. ... j ..............

P.C. Address........ccoovevvieverrnincecnnens

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).

1f embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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

.




