JRI DIVISION OF HEALTH — STANDARD CERTIFICATE Of DEATH -60-032364
F”—ED Vfégmr afion I]in?n136_6_______.3.18___anary Registration District No. lma_____ﬁegmrar s No, 4 _____ 38 STATE FILE NUMBER

NDED
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. If institution: Residente before
a. COUNTY a. STATE MO b, COUNTY admission)
b. C<IJTY {If outside corporate limits, give TOWNSHIP only} Length of stay in 1b c. Cé];r Inside Limits
v o v W
TOWN St, Touis K RO . TOWN St., Louls Yesd§ No O
c. fiULépN;AMEOOF (1f NOT in hospital, give location)} V| tnside Limits d. .SIEEEEETSS {If cutside, give location) Reside on Farm
QSPITAL OR
wstution - Lutheran Hospital Yos (¢ No [ 5343 Gilson Yes O No K
kR (I;AME OF DE)CEASID First Middle Last 4, DOA;E Month Day Year
ype or prin?
Hedwlg Hubacek peath  Aug, 4, 1960
5. SEX 6. COLOR OR RACE 7. Married {3z Never Married [] 8. DATE OF BIRTH | 9. AGE (last birthday) | iF UNDER | YEAR IF UNDER 24 HR
Female White Widowed [J Divarced (J 10/ 20/95 64 Months | Days | Hours I Min,
10a. USUAL OCCUPATION (Give kind of wark done { 10b. KIND QOF BUSINESS OR INDUSTRY|[ 11. BIRTHPLACE (Cily and state or country) | 12. CITIZEN OF WHAT COUNTRY
during i j{m,_aven if ratired} P P
TrE 43R i Home Coaehoslavakia U, 3.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Bernard Slezak _ Antonia Slezak Ry_dolnh Hubacek
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NOG. 17. INFORMANT dress
{Yes, no, or unknown)| (If yes, give war or dates of service) (________...-'
no Rudoliph Huhacek 5343 Gilson
[ 18. CAUSE OF DEATH (Enter only one cause per line for [(a}, {b), end (2. INTERVAL BETWEEN
E PART |. DEATH WAS CAUSED BY: ONSET AyD DEATH
z IMMEDIATE CAUSE (a) cd M Aoy,
[
8 ions, i Cor Q c// P.LG/ ﬂ
fat Conditions, if any, DUE TO (b) ohnhevy ¢ Lr3ro ¥4
which gave rise 10 ,
above cr::use d(e},
stating the under-
Iying cause last. DUE TO (1) 1%2&'/
=z PARY If. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1& the terminal PART IH, 1f  deceased was female was
g disease condition given in PART | (a} there a pregnancy in last 90 days.
g [Dve | @-no | O voknown
‘ru:; 19. WAS AUTOPSY 20a, ACCIDENT SUKEIDE HOM&C_IDE 20b. DESCRIBE HOW INJURY OCCURRED. [Enter nature of injury in PART I or PART 11 of item 18.)
" PERF 0 R : )
o Yes P NO [
-—r .
& | "20c. TIME OF  Hou Month, Day, Year
a INJURY a.m.
g p.m. .
20d. INJURY OCCURRED 20e. PLACE OF INJURY le.g., in o about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WCRK 0] farm, factory, street, office bidg., etc.)
NOT WHILE AT WORK [] y. / / /
21. | attended the d d from / ?ffy ru_&#%nd last saw E:Palive o F ‘{
Death occurred at. E -:Lé AM- m on the date stated above, and to the best of my knowledge, from the causes stated.
I
o) . TURE {Degree or title] 22b. éx?;s 22¢. DATE PGNED
e - ' {7 <§ reovoerS &4
2 23a, BURIAL, CREATION, | 23b. DATE 23c. NAME OF CEME ERY OR CREMATORY 23d. LOCATION (City, town, or county) {Stdte)
a REMQVAL (Sbecify)
£| siriay 8/6/60 SS Peter & Paul Cem
<( §- 24. FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LQCAL REG. ,
N ; . /7.
%] Moydell Funeral Home 1926 Allen AUG 5 4950 <57 A D




r

STATEMENT BY LICENSED EMBALMER

i hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
, Student Embalmer No.

or by i
working under my personal supervision. )
Student : L Signeds= it
Signature of Student Embalmer / g
‘ 7
Licelns Embalmer No.
-

P. O. Address
/

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to

with the above constitutes grounds for revocation of license).
If ernbalmed by a STUDENT, he also shall sign in his OWN handwriting.

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