MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
FILED SEp 10 196

Registration D$srn:? No. _______.__%_]:8-._Primnrv Registration District No. 10.03----&0;&;".!"

o 62—-032994

. 8508

STATE FILE NUMBER

DO NOT WRITE % NS e
ON THIS STUB AMENDED
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whaere decessed lived. If instisution: Residence bofore
VS 300 9‘ a. COUNTY St I g ». STATE MO b. COUNTY admission}
»
Rev. 4/59 % b. CITY (If cutside corporate limits, give TOWRNSHIP only} Length of stay In Ib ¢ CITY Inside Limits
2 ngm Tr:o}?vN St. Louis Y gr Ne [OJ
1 z St. Louis o & No
i <. ;%gp“ﬂEOgF (If ROT in hospital, give location} Inside Limits d. :I':I;%EEE‘I'SS (If cutside, give location) Reside on Farm
2 2 25}0,: INSTIUTION 14t Hospital #1 Yes @ No O 520 Chestnut St. Y O No B
3 F 3. (':AME OF DE]CEASED First Middle Last 4. DOA;TE Month Day Yaar
ype or print
7 Joseph Vlagic . DEATH 7 23 62
o 5. SEX 6. COLOR OR RACE 7. Marriod (1 Never Marriod3] 8. DATE OF BIRTH | 9- AGE (last birthday) [ IF UNDER 1 YEAR IF UNDER 24 HR
5 male white Widowed [J Divorcad O 6 N é _/yff Months | Days Hours Min.
L2 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
6 [} duri st of working life, even if retired)
2 CTEL stirrir FHNE fiResco A t&qe CzEcmp St oREIR e/ S. 4
7 (?/ 9 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
- - »
0 Adprris Femrssc AMRAPG /e LhmSs< AoweE
8 3 o 15. WAS DECEASED EVER IN IJ.S. ARMED FORCES? 16. SOCIAL SFCURITY NO. | 17. INFORMANT Address
G [Yes, no, pr unknown)| (If yes, give war or dates of service y '-# f£229 vaen L1
9 » Ao e . e /o Mecaon i
g - 18. CAUSE OF DEATH (Entor only one couse per line fd INTERVAL BETWEEN *
10 E PARY |. DEATH WAS CAUSED BY: ONSET AND DEATH
— e o S MMEDIATE caust () L, Fracture of the skull with subdural apd extra
Newo [8la 3 dural hemorrhage; 2.Coronary artery disease; 3. Multiple
12075 3 x é o c%nd'i\nnm, irl any, DUE TO (b) ] at h 12
- which gave rise to
—7—3 2 sbove couse {a), Washing7on July 22, 1962,
13 == stating the under-
~ lying cause last. DUE TO (¢}
'—""“'—7% z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART ill. If deceased was female was
é .C__’ diseass condition given in PART I (8} 4 there a pregnancy in last 90 days. _
g § ?0%’5-"— ‘r I|:|Yes |DN-' |DUnknown'T
g :L: 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in PART | or PART Il of item 18.)
5 & PER D7 = a [w]
S 8 vesd NO [ (see above)
= = D Yoar !
Z u 20c, '&T&RQF :h:: Month, Day, -
« 8 5| S 7/22/62 2
Z o 20d. INJURY OCCURRED e PLACE OF INJURY o5 n o about I;orne, 201, CITY, TOWN, OR LOCATION COUNTY STATE
o WHILE WORK arm, fectory, street, office g., atc.
x = “ NOTWANLE AT WORK O STreet St, Louis, Missouri
o
5 o E g ) 21, ) sttended the decessed frcm#le :05 A. to. and last sew ::Tr:l alive on.
: . ; 9 - Death occurred o m on the date stated above, and to the best of my knowledge, from the causes stated.
2 w 3 & 238, SIGRATU roe or fifle) 776, ADDRESS M 2%<. DATE SIGNED
p - -
2L ELLLE| L f Taclr Carovar) /300 Lo . |G-F-C3
4 23a. BUNIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county} {State)
Y Q REMOVAL (Specify)
g 2 sepne. | I-6-/%6 ORKk GRodE \ S lowrs
= < 24. FUNERAL DIRECTOR - ADDRESS 25. DATE RECD. BY LOCAL REG.
wi >
i 5| Liprow Cowmpac Jpic, 7233 Décsrm| SEP 4 1962




STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision.

Student Signed W W

Signature of Student Embalmer

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

. . -




