RI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

FILED VS_NOV 23

egtitration District No, oo __

=60~-044237

196L’3_],_8_I‘rimarv Registration District Ne. -l.Q.Q“3_---Ruglshnr'l No,ll._o__ﬁz-‘

STATE FILE NUMBER

\DED
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased livedy If inatitution: Residence before
2. COUNTY ». STATE Mi s S0 §OUNTY . fl * ] sdmission)
b. CoH;f (If outside corparate limits, give TOWNSHIP only) Length of stey in 1b €. COHRY Inside Limits
TOWN St. Louis 1 week YOWN - Clayton Yes O Ne D
c. FULL NAME OF (If NOT in hosplital, give location) Inside Limits d, STREET {If cutside, give location} Reside on Farm
HOSPITAL OR . . ADDRESS
insntution Jewish Hospital YesX1 No O 6310 North Wood Yes [0 Mo O
3. gms OF iDE,CEASED First Middle Last 4. DS;I'E Month Day Yeor
or print
ype of p JOE (aka Joseph) SPIEGLEGLASS peatH  November 16, 1960
5. SEX 6. COLOR OR RACE 7. Mareied [  Never Married [J [8. DATE OF BIRTH | ¥ AGE (last birthday) | IF UNDER | YEAR IF UNDER 24 HR
Male White Widowed 1] Divorced [ ? 15 1880 80 Months | Days Hours Min,
10a. USUAL OCCUPATION [Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and stats or country} | 12. CITIZEN OF WHAT COUNTRY
duri king life, if retired M s
luring E,O“no %36 Olf even if retired) Buildlng Ru851a USA
3a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Sol Spiegleglass Unknown Mollie
15, WAS DECEASED EVER IN 1.5, ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address
{Yes, or unknown) j (If yes, gi r dates of service) .
No [ HSKE None Harold Spiegleglass 500 Eazst Drive
[ 18. CAUSE OF DEATH (Enter only cne cause per line for {a), (b), and (c}. INTERVAL BETWEEN
% PART I. DEATH WAS CAUSED BY: ] ONSET AND DEATH
g IMMEDIATE CAUSE (a) '—‘&’( :
Ly f
(o] -~
o Conditions, if any, DUE TO (b}

BY AFFIDAVIT OF

which gave rise to
above cause (a),
stating the under-

YRo O

20d. INJURY QCCURRED

WHILE AT WORK [
NOT WHILE AT WORK (J

Dea cutred &

20e. PLACE OF INJURY (e_g., in or about homa,
farm, factary, streey, office bidg., etc.)

204. CITY, TOWN, OR LOCATION

Fi

COUNTY

lying cause last. DUE TO (¢} )
= PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not releted to the terminsl PART 1Il. If deceased was female was |
g disease condition given in PART 1 (a) there & pregnancy in last 90 days.- |
a I[:]Yn IDN-' ||:]Unlmown:
E 19. WAS AUTOPRSY ﬁa ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED, {Enter nature of injury in PART | or PART 11 of item 18.)
o PERFORMED? a (m} O
=) YES [ NO [/
& | TmME OF  Houl  Month, Day, Vear |
a INJURY a.m,
w pm.
=

STATE

on the date stated above, and to the best of my knowledge, from the cavses stated,

2 / Vi
21. 1 attended the deceased from_m, rn_LL/L%éa—.nd fast saw miw on , { / ,‘f/ é [

HWE /

e or title)

b. ADDRESS

20 M

*

P

22c. DATE SIGNE|

/”

23a. BURIAL JCREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, county) ($tate)
r¥ERRVAL™™  |11/17/1960 i i i
rR¥mova 7/19 Chesed Shel Emeth University City, Missouri

24, FUNERAL DIRECTOR ADDRESS 26. REG, RS NATURE

Berger Memorial 4715 McPherson Avenue

ROV 17050

)

LMD,



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

Signature of Student Embalmer

Licensed Embalmer NO.M

P. O. Address

Note: The -above MUST BE SIGNED BY THE-LICENSED EMBALMER in his OWN HANDWRITING. (Failure to c
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 should be so stated above.




