MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ‘
DEPARTMENT OF PUBLIC HEALTH AND WEL 3158"_“_)""1“ N D..,,.]-;O )3 toriars e QSM‘STME e TS

1
DO NOT WRITE AMENDED Registration District No. ____

ON THIS STUB — FHFD AT T o 196%
1. PLACE OF DEATH T 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befors
. COUNTY - . STAT > 2 b, COUNTY . i
VS 300 B a i a EMJ.SSOLII‘:L St . Louls admisslon)
Rev. 4/ 59 % , b. C‘IJTY {I¥ outside corporate limits, give TOWNSHIP only) Length of stay in 1b €. COFIIY Inside Limits
] - . M .
= TowN St. Louils . ) TOWN IIniversityv Citv Yes X No O
] u<.| . Z%épl;{erOOF {If NOT in hospital, give locstion) Inside Limits d:élé%EE‘lgs {If cutside, give location) Resids on Farm
%0 (’i%g insTiiutioN Jewish HOSpltal Yes & No[J 6919 Corbitt Ave. Yes [0 No J
< -
q.: 3. NAME OF DECEASED g‘r t Middle Last 4. DATE Month Day Year
(Type of print} L A L MSKY o
. 7 LENA: AKA Freurn oeaH  Qctober 16, 1962
- 5. SEX 6. COLOR OR RACE 7. Marriad [1  MNever Married [J {8, DATE OF BIRTH | 9 AGE (last birthday) | IF UN:ER 1 YEAR :: UNDER 24 HR
s Widowed Divorced Months Days aurs Min,
5 = Female White dowed B ered 16 / 12ﬂ[88 7L l |
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSIRY|[ 11. BIRTHPLACE {City and state or country} | 12. CITIZEN OF WHAT COUNTRY
6 g ~ during mast of working life, ven if retired) Y k
Sﬂlﬁﬂla!i* QQ?LS & nl:esses- New or H.S.A .
7 ,’ 9 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
—
e Sigmund Green : Unknown Louis Ladimsky
8 2_ 7 15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
o : {Yesr,lrg, or unknown) I(If yes, give war or dates of service) Unk . MI‘S . L R Lamberg-8109 BraddOCk
% = 18, CAUSE or q.EATH [Enter only one cause per line for'(a), (b), and (c). INTERVAL BETWEEN
10 E {_’ . TH,WAS CALUSED BY: _) . - ONiET AND DEATH
19 u z ) EDIATE CAUSE {a) /0 ovm O pie, Wtﬁ-z
1 @] by - LV .
Qo '
Q
& [ -3 WA e oueton Castolopdd Cirfiriws ef g Geasng
1 l%.. o |5 - ic \ ish to ,
I z u& 15 3o dm: 3
13 = I’yi Q caueseunlaes;. DUE TO {c) 3 ‘%*
% =z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 11, If deceased wi famale was
g disease condition given in PART 1 (a} thera s pregnangf in last 90 days.
Z ; ©w <
= O Yes [Mdn O Unknown
z g ] l I
= E 19. WAS AUTOPSY a. ACCIDENT  SUICIDE HOMICIDE 20k, DESCRIBE HOW INJURY OCCURRED. {Enter nature of snjury in PART | or PART It of itam 18.)
g {"‘j 55?8“;453? a Q a
z o
< | 20c.TIME OF  Hour  Manth, Day, Yeer
§ z 2 NJURY e,
14 ] p.m.
=
Z -] 20d. INJURY QCCURRED 20s. PLACE OF INJURY (G-G-.' in or abovt home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
E WHILE AT WORK (O farm, factory, stragt, office bidg., eic.)
4 NOT WHILE AT WORK [J
Uxe (= = o
S o g é 21. | attended the d d from h‘i’ 7”’ "‘ fb.—__gl’ —LA—éLL and last saw i alive un/a/(-y/ cL
@ e Death occurred st 9 m on the date stated above, and 10 the best of my knowledge, from the causes stated.
w = | 8
g E 8 B 2%s. SIGNATURE {Dagree or title) 22b. ADDRESS 22¢. DATE SIGNED
= | c S arnrda, buy it Dl ‘s
- n I / ¥y fn /6 2
- -:>c 33a. BURIAL, CREMATION, | 23b. DATE | 23c- NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, o county) (State}
o o OVAL (Specify] . "
g = emova 10/18/62 !Chesed Shel Emeth CemJSt. Lou
= < | TZ4. FUNERAL DIRECTQR ADDREz 25. DATE RECD. BY LOCAL REG. %w ;
[1v] p 3o~ .
= % |Herman Rindskopf,Inc.5216 Delmar OCT 1g¢ 1952 LD




l_.
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

Signature of Student Embalmer

Licensed Embalmer No %‘?

P, O, Address

Nofe: 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.

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

- -




