JRI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH . ! __g-ﬂ_qrigjzﬂ
LI 869 . STATE FILE NUMBER

ﬂl‘ EBne‘!z. ra1§nE[§?n!h%o.1_g_ﬁq.--_-__g_l_g.}rimury Registration District No, _1_9__0_-_3_____Reqimar‘: Ne. e m—a

13a. FATHER'S NAME

13b. MOTHER'S MAIDEN NAME

NDED
— 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. If institution; Residence before
| a. COUNTY a. STATE Mo. b. COUNTY St . Lo u isadmnllon)
b. CITY {If outside corporste limits, give TOWNSHIP only) Length of stay in 1b [ COITY Inside Limits
R '
ToWN - St Louis oWN  Jennings Yos 5 No O
¢. FULL NAME OF (If NOT in hospital, give {ocation) Inside Limits d. STREET (If cuside, give location) Reside on Farm
HOSPITAL OR v N ADDRESS
INSTITUTION MO. Bapt ist Hosp. es[k e 1200 Ensl ey Dr. Yes [] No%
3. NAME OF DECEASED First Middie Last 4, DATE Moanth Day Year
| (Type or print) OF
| JOSEPH S. ZAKRZEWSKI DEATH Sept. 4 1960
| 5 SEX 4. COLOR OR RACE 7. Married Y1 Never Married [ 8. DATE OF BIRTH | - AGE {lan? birthday} mNhDER ‘D*EA“ ::UNDER ?:_Hﬂ
Widowed [ Divorced O ths ays ours in.
| Male Fhite 2/24/191 50
| 104, 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
| during most of working life, aven if retired)
| Mc Donnell Air Orf, St, Loyls UJ‘SYA‘
‘ 14. NAME OF HUSBAND OR WIFE ©
|
|
|
]
|

Stanislaus Zaohrzewshki Rose Zielinshka Hyra Zakrzewski
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
{Yes, no, nown) [ {if yes, giw ar or gotes of service}
R YRR HX ™ 1489-03=9133 | Cosimira Zakrzewski 1200 Znsley D7
- 18, CAUSE OF DEATH (Enter only one cause per line for (alf (b), pand (ch INTERVAL BETWEEN
E PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
= IMMEDIATE CAUSE (a)
S x
' 8]
0 Conditions, if any, DUE TO (b}
wbhoi:h gave riu( l)n
above Ccauvse a8},
stating the under- ) g/’d
I lying cause last. DUE TO (<)
z PART 1. OTHER SIGNIFICANT CONDITIONS COMTRIBUTING TO DEATH but not related to the terminal PART [1I, if decested was famale was
g disease condition given in PART | (a) there a pregnancy in last 90 days.
' ;; - [ Yes 0 Ne Unknewn
E 19. WAS AUTOPSY 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART 1 of item 18.)
= PERFORME W] [ o .
v YES [0 NO ———
| 0c. TIME OF  HouF  Month, Day, Yeur | -
S INJU s — —c—
g p.m,
20d. INJURY OCCURRED I 20e. PLACE OF INJURY (e.g., in or about hame, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHIL farm, factory, strees, office bldg., etc.) S——
NOT WHILE AT wORK [ .- — ~— ’
- ti‘ — ZJ her . 3 : 3 ~ 7
21. 1 sttended the deceessad fro # A and last saw hi‘r; alive on. Lt")
Desth occurred at. A _L m on the date stated above, and to thaﬂ of my knowl from the causes stated.
a4 g e/ Pa A
w 2. J5IGNATURE U/ V (Degree or title) 2%. 22c. DATG SIGHED
2 ML 7-
2 73a. fURIAL, CRE: 23b. DATE 2%, € OF CEMETERY OR CREMATORY ¥ 23d. LOCATION (City, town, or county) (Srate)
(=) VAL {Spefify)
T riad 9/7/1960 Calvary Cemetery St Mo,
o 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. .
s JOHN STYGAR vp. | SEP 6 1960 D
@ & SON — 5541 RIVERVIEW BLVD,




. " STATEMENT BY LICENSED EMBALMER

! 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 /‘W
— S

Signature of Student Embaimer

- N oo Lk ) o Licen;ed Embalmer No.\-;é /0
L . . R ‘- P. O. Addreswb?z’i‘”d)

Al
- Note: The above MUST BE SIGNED BYtTHE LICENSED EMBALMER in his OWN HANDWRITING (Failure to co
with the above constitutes grounds for revocation of license).
tf embalmed by a STUDENT, he also shall sign in his OWN handwnhng
lf this body is not embalmed, ‘fact should be so stated above.




