Rl DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DED

DOCUMENT

BY AFFIDAVIT OF

il

L

ED VS JUL 3 o 1958

egistration District No,

Primary Registration District No. __________._____Registrar’s 2--_.6.7_30_-

59-02'7000

STATE FILE NUMBER

-

I. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If insiimrion:yd;nce before
a. COUNTY a. STATE COUNTY admission)
Missourl
b. C(leRY {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b €. COITRY Inside Limits
oW St Louis w8 3% Louls Yer g No O
<. FULL NAME OF (If NOT in hospital, give location) inside Limits d. STREET (If cutside, give location) Reside on Farm
HOSPITAL OR , ADDRESS
INSTITUTION St Louis 01tv HOS_‘D#]. Yes q’* No O 3953 Hartford Street Yes [] Ne F
o
3. NAME OF DECEASED First Middie Last 4. DATE Manth Day Year
{Type or print) OF
Anton Musil Jr DEATH July 17 1959

5. SEX

Male

6. COLOR OR RACE

White

7. Marrie
Widowed (]

Never Married [J
Diverced ]

8. DATE OF BIRTH

n.2/5/15

9. AGE (last birthday)

43

IF UNDER 1 YEAR

iF UNDER 24 HR

Menths

Days

Hours Min,

10a. USUAL OCCUPATION {Give kind of werk done
during most of working life, even if retired)

Chouffer

10b. KIND OF BUSINESS OR INDUSTRY

0il Co

11." BIRTHPLACE [City and state or country)

St Louls

13a. FATHER'S NAME

Anton Musil

13b. MOTHER'S MAIDEN NAME

Helen Sukovsky

15, WAS DECEASED EVER IN LS. ARMED FORCES?

(Yes, no, or_unknown) l(lf yes, give war or dates of service)}

6. SOCIAL SECURITY NO.

12. CITHZEN OF WHAT COUNTRY

Us

14. NAME OF HUSBAND OR WIFE

17. INFORMANT

Address

Stanliey Musll 4225 A Neosho St

MEDICAL CERTIFICATION

18, CAUSE OF DEATH (Enter only one cause per line foj
P DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a

ART |,

Conditions, if any,

which gave rise to

above

cause (a),

stating the under-

lying cause last.

DUE TQ (b

DUE TO (¢}

, (b), and (e}

..‘-(Jw o
e,

INTERVAL BETWEEN
QMSET $ND DEATH

7/ A

PART 1.

QOTHER SIGNIFICANT CONDITIONS CONTRI
disease condition given in PART I (a}

19, WAS AUTOPSY,
PERFORMED?

20a. ACCIDENT  SUICIDE HOMEIFDE
o] a

20b. EEECRIBE LW | b

related 1o ie ‘em’n

Pt | L
& (Ent ;I” Bropxt,

7

PART IIl. If

deceased  was

female was

there a pregnancy in last 90 days.

O Yes

J Ne
ot PR AR S,

[0 Unknown

ALl

L4

* A 4

YES {J NO o 4 ’ = - -
20c. TIME OF Hour Month, Day, Year - . B 4 o

INJURY e et " / ,
Jao .M. / /7@ \50 e e - PN
20d. INJURY OCCURRED? 7 | 20edPLACE OF INJU 'g., in or about kome, f 20f. CITY, TN AR LCCALO AT /

WHILE AT WORK [J farm, factor / office bldg., efc.) _ {f

NOT WHILE AT WORK [ Ny A = - — / ’

STATE

21. | attended the deceased from.

Death occurred at.

.
’ .Y
ol

Nap#

and last saw 'I':Ie';‘ alive on

% on the date stated above, and to the best of my kmwledge;'frnm the causes stated.

23a, BUREAL, CREMATION

REMOVAL (Specify
Buris

24. FUNERAL DIRECTOR

Moydell Funeral Home 1926 Allen

=T P nend

22, ADDRESS

e/ /o0 CL

22c. DATE SIGNED

7RO

Picke

23c. NAME QF CEMETERY OR CREMATORY

r Cemetery

S.

23d. LOCATION ({City, town, ar county)

t Louls Mlissouri

¢ (State) r4

25. DATE njco. BY LGCJ;L REG.

"L i 0.

{Liconsed Embalmer’s Statement on Reverse Side)

S 2P rA



. -

STATEMENT BY LICENSED EMBALMER

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

. .
~ ta

. or by i _ Student Embalmer No.

working under my personal supervision. .-

.Stuéleﬁt : - ’ Slgned%QﬂWﬂ/

Signature of Student Embalmer

- Llcensed Eyﬁbalmer No. j@_

e 7 .
P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.” (Failure to cor
= 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 shou!ld be so stated above.

s




