MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFARE

~62-044210

STATE FILE NUMBER

DO NOT WRITE Registration District No. rig fY R'Q'“"“fm District No. -1003---&9-;"” s No. __;!:.0.-_6.___c_1___b
AMENDED pl- 2
ON THIS STUB Wi
1. PLACE OF DEATH - - [ 2. USUAL RESIDENCE (where deceased lived. If institution: Residence before
VS 300 fa a. COUNTY a. STATE MO. b, COUNTY admission)
w
Rev. 4/59 2 b CITV (I outside corporats limits, give TOWNSHIP aniy} Length of stay in 1b <. CIY Tnside Limits
Lt or .
= TOWN 8%, Louls TOWN  St, Louis Yesgd Mo
i 1 < c. FULL NAME CF (I NOT in hospital, give location) Inside Limits d. STREET (1 cutside, give location) Resicde on farm
- | |w HOSPITAL "i ADDRESS
2 5 0/1&a] Nffiotutheran Hospltal o) MDD 4981 quincy v 0 NoD
1 3 CI:AME OF _ns)csnsm First Middle Last 4. Dé\FTE Month Doy Year
Ype Of print
. Anma Flajshaker DEATH Nov 4 1962
4 / 5. SEX 6. COLOR OR RACE 7. MarriedXs]  Never Morried [ (8. DATE OF BIRTH | 7 AGE {last birthday) | IF UNDER 1 YEAR IF UNDER 24 HR
5 ' Female %i te Widowed [J Divoreed (J 3/ 28/80 82 Months Days Hours Min.
102, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and sfats of country) | 12. CITIZEN OF WHAT COUNTRY
& 7] dhur of ing life, aven if retired) N
g HEURS WY Home Czechoslovakia USA
7 9 Q 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
—t
|0 Michael Toot Anna Pribulka John
8 2 o 15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO, INFORMANT Address
|<C A , of unknown)| [If yes, give war or dates of service
; < (Yo o orkeown)| U ves, sive we ) J'ohn Fla jshaker 4981 Quincy
né = 18, CAUSE OF DEAYH (Enter only one cause per line for {a), (b), and (c]. INTERVAL BETWEEN
10 Z PART |. DEATH WAS CAUSED BY W M F ~ 2 ONSET AND DEATH
Q 4 g IMMEDIATE CAUSE {a) ; 7 O
11 Q o
Ol b
= < Q g - 3
1 % S" &y Conditions, if any, DUE TQ {b)
-Q " B which gave rise to
2z above cause (a), 43 /
12 EE = stating the under-
é lying causa last. DUE TO (c) - )
__-_#O 4 PART 1i. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not related to the terminal PART 111, If deceased was female was
G S g disesse condition given in PART | (a) - there » pregnancy in last %0 days.
wy
o 3 Uherca. . [G ve [ jte | O nrowe
u = | T19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enfer nature B injury in PART | or PART I} of jtem 1B.)
= - PERFORMED? m] -d a
g 8] YES[] NO
- +
z |2 | T TIME OF  Hoof  Month, Day, Year
b \ -5 INJURY a.m.
x 9 ) g P
Z @ 20d. INJURY QCCURRED 30e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
oe WHILE AT WORK (J farm, factary, sireet, office bidg., etc.)
5 NOT WHILE AT WORK [ .
oe X o N i
5 o I_”|: é 21. | attended the deceased from. 4 - 7 o (ﬁ 2 to. //_4 1@ 2" and last saw r_-e,:,_a[ive on I/ lf‘_(I &
” ; o Death occurred at. ﬁ' o2 F‘m m on the date stated sbove, and to the best of my knowledge, from the causes stated.
(17} e
w w 2 w 22a su;muunz {Degrea or title} 72b. ADDRESS J3c. DATE SIGNED
ol 2 50065
=S £ L ka - O H~5 s
Z 23a. BURIAL, CREMATfIy?N 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCANON (City,Vtown, {:/loumy) (State}
) 0 REMQVAL,(Speci
g T BiTY AT 11/’7/62 Concorfiia Cemetery S5t, Louis
= <« | T24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD, BY LOCAL REG. ISTRER'S SIGRATUR
2 | Moydell Funeral Home 1926 Allen NOY 7 1982 JV 2.




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.

\ yevi /Q/
Student Signed \M/ UM
Signature of Student Embalmer = / /
) icensed E er No. 475—6

;‘ -
P.O. Addressﬁ% d‘ﬁca_c.f—

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.

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




