MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC MEALTH AMD WELF

Registration District No. .

—
‘b

STATE FILE NUMBER

DO NOT WRITE
ON THIS STUB AMENOED 19'\"
). PLACE OF DEATH - T 2, USUAL RESIDENCE (Where deceased lived. If insfitution: Residence before
=) a. COUNTY a. STATE b. COUNTY admission)
VS 300 ) Missonri
Rev. 4/59 % b. CITY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b €. CCI)'II'!Y Inside Limits
OR 2 .
< ow ST, LOUIS, MISSOURT TOWN St. Louis ves M No [l
! < c. FULL NAME OF {If NOT i Inside Lim} 0 - n -
gi naide Limits d. STREET {If cutside, give location) Reside an Farm
EE— /Jg/ HOSPITAT'L OR rﬁﬁﬁs VHUST’ITAL y N ADDRESS - R v N
9 2 0 5_ &’ . INSTITUTION s Gy Mo [ 586ll- Enright Ave. es (] No DGy
3 . v 3. NAME OF DECEASED First Middle Last 4, DATE Month Day Yeor
{Type or print} D?:TH
2 ABE LER R 29 1962
0 5. SEX 4. COLOR OR RACE 7. Married {1 Never Married [] |8. DATE OF BIRTH | 9. AGE {last birthday) { IF UNhDER IDYE’AR IHFUN ER 1;:_“*
Wid Di d Maonths ays ours in,
5 2 Male White dowedy oD | 8/25/87 75
10s. USUAL OCCUPATION (Give kind of work done { 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state o country) | 12. CITIZEN OF WHAT COUNTRY
& (7] ring mn of workiqg life, even if retired) .n A
£ Ret 1Y WY, Millinery Poland U,S.A.
7 z_ 9 13a. FATHER S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
—t
Q Unknown Unknown Rose Forman Miller
8 0 15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address nd.
< (Yes, no, or unknown)] {If yes, give war or dstes of service) . .
p - e ( Unk. Mrs.B.8gruss-640 E.91lst,Indianapoli
—_— = 18. CAUSE OF DEATH {Enter only one cause pnr line for {a), (k), and [c). INTERVAL BETWEEN
10 < uZJ PART |. DEATH WAS CAUSED BY, ONSET AND DEATH
2 o = IMMEDIATE CAUSE (a) cerebral hemorrhage 8 days
11 Q o
[ yal O
i<t - .
]2\5‘;2 [« o Conditions, if any, DUE TQ {b)
- e bt wbhoi‘:h gave risn( ti: 3
I|= rating the under-
= g the wnder-
13 - lying cause [ast. DUE TO (c) 3 / y\
% z PART L. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted to the terminal PART 1. If deceased was female was
é L__/’ g disease condition given in PART | (a) there a pregnancy in jast 90 days,
% S J I[:] Yes O Ne [ O Unknown
HEJ E 19. WAS AYTOPSY 20s. ACCBENT SUICC|]DE HOMEI}CIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
PERFREMEDT
2 8 YEs 1 NoO)
- 3
z UE" & (T20c. TIME OF  Howl  Month, Day, Vear
v o < E INJURY ;:
m =
Z <] 20d, INJURY CCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
E WHILE AT WORX [J farm, factory, street, office bldg., etc.}
x NOT WHILE AT WORK [
(W) o E 2 her
S o ': E 21. | attended the deceased fromlg_éa__, rmw.nd last saw i, alive onﬂw&—.
L ; o Death occurred st 9' 30 AM, m ¢n the date stated above, and to tha beast ef my knowledge, from the causes stated.
[FT] —
g w 8 & 273 SIGNAT {Dagree or fitle) 726. ADDRESS 22c. DATE SIGNED
> b b Z‘ /2 : M F. R. BRADLEY, M. D, BARNES HOSPIT A | 9/29/62
- g 23a. Bun%AVLAEREMAIfI?N 2pb. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, 18WhiBf county) {State)
o) g " Y
2 £ a 10/1/62_ | Chesed Shel Emeth CemlSt
[V
= < 24. FuNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.
(V]
= 2 /I-[~b

Herman Rindskopf,Inc.5216 Delmar




o e

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
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 comply
with the above ‘Consfitutes gfounds for revocation of license).

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

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




