FSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
Registration District No. _________.31 8.__Pr|mnrv Registration District No. lma_____ﬂeg;mu sNo. ______._

.- -
—

STATE FILE NUMBER

——

INSTEAD OF

SHOULD READ

ITEM NO.

DOCUMENT

BY AFFIDAVIT OF

AMENDED
. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. If institution: Residence before
2. COUNTY . STATE " b, COUNTY dmiss)
a * Missouri sdmission)
% b. CITY [If outside corporate limits, give TOWNSHIP only) Length of stay in 1k c. CCI)‘{!Y Inside Limits
w
3 oW St. Louis 5 days oW St, Louis Yo g No O
< < FULL NAME OF {f NOT in hospital, give location) Inside Limits d. STREET (If cutside, give location) Reside on Ferm
E HOSPITAL O . ADDRESS
., wsution  Jewish Hospital Yeof No D 14,360 Westminister YO Mo
i 3. l:l_I!AME OF DE)CEASED First Middla Last 4. DOAgE mMonth Day Year
ype or print -
PAULINE JiRSeHFEL | oBm gune 2. 1961
5. SEX 6. COLOR OR RACE 7. Marcied [ Never Married [} [B. DATE OF BIRTH | 9- AGE (last birthday) | IF UNhDER 1 YEAR IF UNDER 24 HR
. . d Months Days Hours Min.
Female White Widowed % Divorced [ 12/26/18811 76

10a. USUAL OCCUPATION {Give kind of work done

during Méﬂréﬁa, even if retired)

10b, KIND QF BUSINESS OR INDUSTRY

At Home

Austria

11. BIRTHPLACE {City &nd state or couniry}

12, CITIZEN OF WHAT COUNTRY

USA

12a. FATHER'S NAME

Unknown Landesman

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

{Yes, na, Ndnknown}

{If yeswgﬁgar or dates of service)

13b. MOTHER'S MAIDEN NAME

Unknown

14,

NAME OF

Max

USBAND OR WIFE

17. INFORMANT

Acldress

Ben Hirschfeld ;360 Westmini

ter

A

MEDICAL CERTIFICATION

IMMEDIATE CAUSE {a)

18. CAUSE OF DEATH {Enter only one cause per line for (a), (b). and 38
ART I. DEATH WAS CAUSED B

- CAR D10 PESY/RATORY COLLAAE

INTERV AL BETWEEN
ONSET AND DEATH

$-25-6/

PUKLRARY EpMBOL]

21. | attended the deceased from

Desth occurred at.

Vi V4
.3/’2 a9 /e/

. to b

Conditions, if any, DUE TO (b)
whith gave rise 1o %
above :;u:e d(a), . ¢52 & C-
stating the under- . —
lying cause last. DUE TO {e} 2 6/
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal PART I1I. If deceased was female was
dileau condition given in PART | (a} there a pregnancy in last 90 days.
/oS CLEH NS - [Dver [ Xne [0 Unitnown
19. WAS AUTOPSY I.‘ACC[DENT SUICIDE HO 20b. DESCRIBE HOW iNJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
PERFORMED? L a ]
YES [0 NO gl
20c. TIME QF Houl Month, Day, Yaar
INJURY am.
p.ra,
20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK ] farm, fattory, street, office bidg., etc.)
NOT WHILE AT WORK [
— —

nd las? saw :f,:, alive on_é _/ - é/

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

)

225, SIGNATYRE

g {Degrea or :irl;)

-

22bf ADDRESS

CREMATION,

gMé\\IAl fpec-fv)

23b. DATE 7

6/11/1961

23c. NAME OF CEMETERY OR C

Chesed Shel Eme

REM

i

24. FUNERAL DIRECTOR

ADDRESS
Berger Memorial L4715 McPherson Avenue

JUN

25, DATE RECD. BY LOCAL REG.

3 198

73d. (O ATICy{Ciry, town, or county)

4 (‘!afu)




STATEMENT BY LICENSED EMBALMER -

|

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

)f'

or by Student Embalmer No.______

l
working under my personal supervision. qﬂ—%}% 5 i
Student % LU'"—"

Signature of Student Embalmer g g.
Licensed Embaimer No. :

P. O. Address

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

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng

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