. ealth, THE DIVISION OF HEALTH OF MISSOURI 59_023104

g &wacll-fuu - SIANDARD CER""“T! OF DEA‘H STATE FILE NUMBER
- wblhic
th Service wgistration District Ne, Primary R:qi:fmtion District No. R"i"'@&'"sgn
. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceassd lived. If institution: Residance bafore
5. 200 a. COUNIY a. STATE Mo b. COUNTY admissjén)
S
v-1-57 . C:}TRY (lé outside corporate limits, give TOWNSHIP only} inside Limits c. C:JTRY tnside Limits
£ TOWN ST, LOUTS, MISD URI Yee Ll v tow St Louis Yed %O
i ¥ < €. zgls_#'_l::{:‘-%OF {IF NOT in hospital, give locatien) 1 Length of stay in 1k d. ig%%%'gs (If outside, give lacation) Reside on Farm
o iNsTITUTIOND 4O, A.City Hospital 3213 Kossuth Ave, | Yes [ Ne[]]
: 3. NAME OF DECEASED First Middle Last 4. DATE Month Doy Year
] (Type or print} OF
| SPIRITHON PETER KRINAS DEA™H _June 20, 1959
5. SEX 6. COLOR OR RACE| 7-,y,umen@ never manmieo[ ]| 6 DATE OF BIRTH 9. AGE (inyeors BE UNDER i YEAT] 1 UNDER 24 M.
J birth } nths ays Hours Min.
Male o White / ¥iooweo[] pivorcen[ ) Jan.3 '189!} 8 | I

10a, USUAL CCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or cauntry) 12. CITIZEN OF WHAT COUNTRY?

during mast of working life, svan if ratired) INDUSTRY
rer ational lead Co. Zanta ,Creece =2 U.S A,
13e. FATHER'S NAME 13, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Unknawn Unknown y Anna

l.'Y». WAS DECEASED EVER IN L. $. ARMED FORCES$? 16, SOCIAL SECURITY NO.| 17. INFORMANT Address
{Yes, no, or unknawn)| (If yes, give war or dates of servica)

o Yo A R e 492-07-9895 | Anna Krings 3233 Kogsuth Ave,

18. CAgSA%?I: D EI":'PSE\:L?EHAB;E“B g{{uso per line for {a}, (b}, ond {c).} INLERVAL BEJEWEEHN

D DEAT
\MEOTE GauSe (o TRANSTTIONAL CELL CARCINOMA OF BLADDER P AR

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Caoctor, corener, atc. must use only standard nomanclature in item 18- No symptoms will ba listed.

z
Q
; e 19. WAS AUTOPSY
¥ b PERFORMEGZ -1,
5 g YES[ ] MNO
- E WACUDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART fl of item 18.)
E y O O O
2 -
a
] 8| 20c. TIMEQF  Hour Month, Day, Yoar
3 8 INJURY  a.m.
‘;‘. X p.m,
& 20d. INJURY DCCURRED 200, PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION " COUNTY STATE
- WHILE ATD NOT WHILE D farm,. .ctory, street, office bidg., etc.}
K WORK AT WORK
E 21, | attended the deceased from 0, 1 , to ﬂﬁm 28’ 19 ignd lost saw h * live 0nAPRTL, 28 1959
% Death occurred ot ./ ;; P m on the date stated above; and to the best of my knowledge, from the causes stated.
2 22e. sm:ﬂunE ] {Degrea or title) [} 22b. AD'_BMNES HOSPI']. AL 22c. QATE SIGNED
e L/ L2a M. D, 6/22/59
23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) {Srote}

REMOV AL {Specily)

buriai 6-23-59 St

Cemetery St,.Louig,Mo.
24. FUNERAL DIRECTOR ADDRESS

25. DATE RECD, BY LOCAL REG. | 26. aea%‘s SIG W
Albert H,Hoppe 2700 Washington Ju22 ‘59 Arf |2 /y 2.
5 ]2

{Licenssd Embaimer*s Stctement on Reverss Side)




STATEMENT BY LICENSED EMBALMER
| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
by ME, OF DY i s ey e e st as , Student Embalmer No. ..............c..0e

working under my personal supervision.

b3 T Te = 1| S
Signature of Student Embalmer

P. O. Address....A547 Ao 7 S

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*tembalméd by a STUDENT, he also shall sign in his OWNhandwriting,
If this body.is not embalmed, fact should be so stated above.

-




