Rl DIVISION OF HEALTH —
EILED VS JuN 6 198!

Registration District No. __

_8_ __________ Primary Registration Dis ﬂ _________________ Registrar’s No, _=___ 70 "~~~ __.

STANDARD CERTIFICA§E OF DEATH i -60-020937

5416 STATE FILE NUMBER

1. PLACE OF DEATH

5. COUNTY ——e”

2. USUAL RESIDENCE (Whern deceased lived. If institution; Residence befare

a. STATE N/SSO”RI”' COUNTY A admission)

S ST, LOU IS

b. CITY {If cutside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits

55YRS. v ST LOU/S Yor N0 O

c, FULL NAME OF (If NOT in hospital, give location) Inside Limiss d. STREET {If cutside, give locatian) Reside on Farm

INSTITUTioN ENROUTE CITY-HOSPITRI# |vai' v | [0S 7 - MULLAMPHY - ST. |0 vew”

DOCUMENT

BY AFFIDAVIT OF

3. NAME OF DECEASED First

{Type or print) ANrHONY

Middle Last 4. DATE Month Day Year

—~—— FRONCKIEW/C Z OFATH MAY - 23~ /960

5. SEX 6. COLOR OR RACE

MALE WH/TE

7. Mariisd E/ Never Married (3 Ia. DATE OF BIRTH | 9 AGE [last birthday) | IF UNDER 1 YEAR _IF UNDER 24 HR

Widowed [] Diverced |':-‘.I ?‘ 28',{8?0 6 ? y{? S. . Months Days Hours ’ Min.

10a. USUAL OCCUPATION (lee kind of work done

10b. KIND OF BUSINESS OR (NDUSTRY| 17. BIRTHPLACE (Cify 2fic 3iate or country) [ 12, CiTIZEN OF WHAT COUNTRY

RETSEEESHOE S SHUEE" |samoELs -5H0E-CO.|  PpLAND J.S. A.

13a. FATHER 5 NAME

STANLEY -PRONCKIEWICZ

13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

ALEXANDRIA-CZW! K.{,OWSK/ ANNA-~FRONCKIE WICZ

15, WAS DECEASED EVER IN U.S. ARMED FORCES?

16, SOCIAL SECURITY NO. 17. INFORMA, Address

es, no, or unknowi es, give war or dates of service| W
1 '/‘i’(a kno n)](lfy:ﬁ{eamégt f ) 497-47—4#2?:4:. ANNKA- FQOJVCJ\‘{E I1CZ=

(#4852 ~MULLAMPHY - ST.

PART I. DEATH WAS CAUSED
IMMEDIATE CAUSE (a)

which gave rise o
above cause {a),
stating the wnder-

Conditions, if sny, DUE TO (b}
lying caute last, }

DUE TO (d)

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

ONSET AND CEAJH

é M/W“Uul_ T st b0 o (e
B occ adyal a/a??ﬁmm /S YRS
Coclesiio Belowsat o  HYop 1l /S YRS

disease condition given in

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TC DEATH but not related m the terminal PART IIl. If deceased was female was

PART | {a) there o pregnancy in last 90 days.

H\/PE/QZENS,/éA/ 'DVGJDND'DUnknOWn

19, WAS AUTOPSY | 20a. ACCIDENT  SUICIDE
PERFORMED? g 3
YES (O NO

HO%CIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)

20c. T"ME OF  Houf  Month, Day, Year |
INJURY a.m.
p.m.

MEDICAL CERTIFICATION

NOT WHILE AT WORK []

20d. INJURY OCCURRED 20e, PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [] tarm, factory, street, office bldg,, efc.}

Death occurred at

er -
21, I attended the deceased meJLJ'—m-Q ‘; i ’/, te. =51 3aw i alive °“ML¢—%L—
S48 A

am on the ddie stated above, and to the best >f my knowledge from the causes stated.

22a. 51G uisa'l/ i ﬂ egree L:'Q":e@,4 (/ /’7,’7 22b. ADDRESS }7/ ,%(/M [i 2‘;:;‘0.:;5 ;‘Gg

73a. glEJ:\lt.)QVLAETEMA_IFLC))N 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION [City, town, or county) (s:m)
BURIAL |MAY-22-19¢0| CALVARY - CEMETERY S7T.LOU!S

24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 256, STRA SIG
Brocdtord U, O 1827- HoGcAN-5T.| MAY 24 1950 WM /70. wn
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STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by
or by Student Embalmer No.

working under my personal supervision.

Student Signed
Signature of Student Embalmer

| 3%

Licensed Embal No.

P. O. Address

Note: The above MUST BE SIGNED BY THE BLICENSED EMBALMER in his OWN HANDWRITING. (Failure to corf
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he alsc shall sign in his OWN handwriting.

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

e " : ) . P TR 4 [ 123




