IRI DIVISION OF I-IEAI.fI'i-l—STANDARD CERTIFICATE OF DEATH

“EiLEE vaqiojtukn $i5ic|1 asg:-_______-;g_}&rimaw Registration District No. _-lbo3_-ﬂeginrar': MNo. ---6.4.97

~6{-024 684

N |

STATE FILE NUMBER

1. PLACE OF DEATH

2. USUAL RESIDENCE {Where deceased lived.

i institution: Residence before

a. COUNTY a. STATE Mi ssour 1b. COUNTY admission}
b. CITY {if outside corporate limits, give TOWNSHIP only) Length of stay in 1b . Ccl>'l'Y Inside Limits
- R
1owv 5t Louls, Mo. own  3t, Louls Yo O No O
c. Fng.é.PI?IAME OF (If NOT in hospital, give location) Inside Limita d. Sl';REE‘I (If outside, give location) Reside on Farm
ADDRESS
iNsTUTion. Incarnate Wd. Hosp. Yes O No [J 4993 Blow Yes O No O
3. ‘!NIIAME OF DE)CEASED First Middle Last 4. Dé\FTE Month Day Year
Ypa or print
| Anna Kulifay DEATH June 23, 1960
; 5. SEX 6. COLOR OR RACE 7. MarriedX]  Never Married {1 8. DATE OF BIRTH | ¥ AGE (last birthday) | IF UNDER 1 YEAR _IF UNDER 24' HR
| T i Months Days Hours Min.
- female white Widowed 0] bvereed O | Peb 27,1885 75
: 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) [ 12. CITIZEN OF WHAT COUNTRY
. ur st of working life, even if retired
| at’ WO o " | housewife Czechoslovakia USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Michael Ingell Mary Maails Steve Kulifay
i5. WAS DECEASED EVER IN L.S. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address
(Yes, no, or unknown) {If yes, giye war or dates of service)
S A < unk Steve Kulifay 4993 Blow
= 18. CAUSE OF DEATH (Enter only one cause per line for [a), (b},gand {c}. INTERVAL BETWEEN
Z PART . DEATH WAS CAUSED BY: . ﬂ_ ONSET AND DEATH
z IMMEDIATE CAUSE (8] ANl @“M—MA
8 Nl —
Q Conditions, if any, DUE TO {b) W M
which gave rize 1o
above cause (a), - ,
stating the under. m/
lying cause last. DUE TOQ fe) A rJ o
z PART |l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nof relafed fo the terminal PART 111, If deceased was fomale was
= disesse condition given in PART | (a) there a preglancy in last 90 days.
2 {75
J ! '0 ID Yes ?’N , O Unknown
E 19. WAS AUTOPSY 20a. ACCIDENT SUICDIDE HOMDlCIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART I of item 18.)
PER D?
o YES pb, NO [ o
-t .
& | 20c.TIME OF Hout  Month, Day, Year
a INJURY a.m. e ——
g p.m, T
20d. INJURY OQCCURRED 20e. PLACE OF INJURY {e.g.. in or abour hame, | 20f. CITY, TOWN, OR LOCATION COLNTY STATE
WHILE AT WORK farm, factory, sireet, office bidg,, ec.} —
NOT WHILE AT WORK e, n F;
" PPN o i -~ P R
’ % h "
21. 1 attended the deceased fro ! ‘1 9 o. !n#,' last saw h?r:l alive OW
Doath occurred at. P aaiin. i on the date steted sbove, and to the best of my kno ge, from the causes stated.
Pl A . Faa WY
8 221, SIGNATURE U/ (u {Degree or title) &RESS 22c. DATE SIGN
< Ao M Gpp lo -2
< 23a{BURIAL, cnsmnon, 6. DATE 23c. NSI:E OF CEMETERY OR CREMATORY 23d. LOCATION [City, town, or county) {State)
=] EMOVAL (Shpcify) .
=] burial 6-27-60 Coticrodia Cem. St. Louis, HMHo.
<< 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY tOCAL REG. | 25. REGISTRAR'S SIGNATURE
> Southern Funeral Home & .
@ Ty 134 y E‘Tr\ JUN 27 1‘950 d”“
M.—C—-&i,—St—.—LGu—LS, o - - RO o -
(Licenied Embalmer's Statement on Reverse Side) %}6 '/




- It ot e 2T |
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" N « . STATEMENT BY LICENSED EMBALMER
. A . .

™

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

or by. o . Student Embalmer No.

A
r

waorking under my personal supervision.

- —— e

T $ e J Z/ (_/Jr_

Student Signed 2N Ciatiall Zamans
Signature of Student Embalmer

2L
Licensed Embalmer No.___~ A J
LY
P. O. Addresss T gz“""—/‘ }ﬂ

Iy . W VL .

Note: The aboverMUST. BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. ({Failure to cos
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 embaimed, fact should be so stated above.

. - -




