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Doctor, coroner, etc. must use only stondard nomenclature in item 18. No symptoms will be listed.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Port | must be cousslly related.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

.29-023248

STATE FILE NUMBER

5630

H_LED JUN 2 4 1959agislrulicq Districs Mo, Primary chistmﬁon Dimi:_iﬂa.. ................................. - Regillret"_-..,..-. AT A A
" 1.7 PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence péfore
o. COUNIY . STATE MiSSOUI'i b. COUNTY °d""ly¢5
b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY Ingifle Limits
om  St.Louis Yos I3 Mo (J om  St.louis Yuld %[
c. FULL NAME OF {[f NOT in haspital, give location) | Length of stay in 1b d. STREET ({lf cutside, give location) Reside on Farm
a Hoshtal RHomer Phillips Hosp. 3 mimuted ADDRESS 5529 Lisette ave, Yo ] Mo
3. NAME OF QECEASED First Middle Last 4. DATE Month Doy Year
(Trpe or peinn) Charles - Muschany pearn  June 11 1959
5 SEX 6. COLOR OR RACE| 7. maRRIEDI] NEVER MaRRIED[] 8. DATE OF BIRTH 9. AFE (._,:“u:;; ::.T;'.J.ER g::m t:ﬂl.‘::osa 2:‘:?5.
Male o | White ; wooveo[]  ovorceo[]| February 5,1864 15 I J
10a. USUAL OCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state ar country) 12. CITIZEM OF WHAT COUNTRY?
CHIYSpragtadr™ " Eel’ﬁ"—fmployed St ,Louis,Missouri o] USA
13a. FATHER"S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAKD OR WIFE
William Muschany Elizabeth Vogel | Mathilde
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 14. SOCIAL SECURITY NO,| 17. INFORMANT Address
(Yo g ko] wes, give weror dater of sevice) 500-42--0671 ¥rg,Mathilde Muschany 5229 Lisette ave,

PART |. DEAT

18. CAUSE QF DEATHI’iE\:‘.l'eslénlﬂSoE"D‘ Euuse
AS CA Y

IMMEDIATE CAUSE (a)

ine for {a), (b), and {c).}

S

Loagt

INTERVAL BETWEEN

ONSET AND DEAT

Conditions, if eny, DUE TO (b)
which gave rlse to }
above cause (a),
ing the und 174 g 2
z tying coues. last. 2 DUE TO (<) -/
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the tarminal disecss condition given in PART | (a} 19. WAS AUTOPSY
g PERFORMED?
i YES[] NOE/
e | 2a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1] of item 18.)
2]
8 o o O
S1 20c. TIME OF  Hour  Month, Day, Yeor
g NJURY  am.
X _E.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE [j farm, .ctory, street, office bldg., e1c.)
WORK AT WORK A ,
21. | attended the 4 d from ! (’{ Lf? Jto_| q q and last la-mlvl on /ﬂ/ /n 75'9'
Death ?c\curnd at » p.ﬂ on the dute llurod above; and to the best of my lmowloclge! from I‘t cau{u stated.

22e. slcNSPE M

Dagun or tithe)

q‘p(

- %ﬂ/\/ mjﬂk/

by

23e. BURTAL, l‘.’jEMATION

REHRAHT>""

3. DATE

June 15,1959

23c. NAME OF CEMETERY OR CREMATORY

Kount Hope Lausleum

234. LOCATION (City, town, or county}

‘(Sun’) !

1215 lemay Ferry Rd., lemay,lo,

i HETHE ey LlortuaridgoRes

Y

25. DATE RECD. BY LOCAL REG.

1259

T T, D

{Licenssd Embalmet's Statemant on Raverse Side)

-7 F L




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 DY it e e receen eeee e et an s e e hsaaas , Student Embalmer No. ..................

- . Licensed Embalmer No)%.7{/
P. 0. Addtess . S Koot 5. A0,

working under my personal supervision,

Student -.ooviiiii i e e s
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hxs OWN HANDWRITING. (Failure
to comply with the above constitutes 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 shouid be so stated above. ' S




