MISSOURI DIVISION OF HEALTH — STANDARD cenrlFf66§ OF DEATH —62~-044838

DEPARTMENT OF PUBLIC HEALTH AND ﬂa'_|_—3-1 1 Y o
. STATE FILE NUMBER
_____ —Primary Rethralion Dristric gistrar's No. 1006

Vi

?ﬁ,"}ﬁ,‘;‘,"}ﬁ? AMENDED r Registsation District No. ____ :
1. PLACE OF DEATH - 2, iJSUAl RESIDENCE (Whera de.cea“d lived. If institution: Residence before
. . STATE 4 . b, is3i
V5 300 8 a. COUNTY ) 2 Missouri b, COUNTY St, Louis admission}
Rev. 4/59 % b. chY If outsidde corporate limits, givea TOWNSHIP only) Length of stay in 1b €. CCI)‘LY Inside Limits
g town  St,. Louis 2. weeks TOWN niversity City Yol No D3
] : <. FULL NAMEOOF {If NOT in hospital, give location) Inside Limits d. ASE‘%EREE].‘ES {If cutside, give location) Reside on Farm
—_— HOSPITAL OR . .
/,f{g[,-é_ 2{ b INSTITUTION Jewish Hospital Yald NoO) 6327 Cates Ave. Yes [] No [X
,,3 a
5 3. HAME CF DE)CEASED First Middle Last 4. Dé\}':lE Month Day Yeer
ype or print
— HARRY SUFFIAN DEATH November 15, 1962
G 5. SEX 6. COLOR OR RACE 7. Married X' Never Married (] 8. DATE OF BIRTH | % AGE (last birthday} ':\UNhDER 'DYEAR l: UNDER 1”; HR
] 1 H ;. ont a ours in.
5 / Male White Widowed [J Divorced [] 1/1&/1892 70 s ¥s vl
‘ T0a. USUAL OCCUPATION (Give kind of work done | 106, KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE {Cify and stato or country) | 12. CITIZEN OF WHAT COUNTRY
duri : ing life, if retired) .
& g urrfergafh\%w;; ife, aven if retire — RU.SSla USA
7 2 Q 132, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
-—
—= 15 Shomel Suffian Yetta Suffian Yetta .
8 ] “ 15. WAS DECEASED EVER IN U.S, ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address
< {Yes, no, k 11 (If yes, g} 2 ar dates of service)
9 N D L s D () ) Y, None Yetta Suffian 6327 Cates Avenue
o = 18. CAUSE OF DEATH {Enter only one cause”per line for (a), (b), and [(¢). INTERVAL BETWEEN
10 < z _DEATH WAS ED BY: Q’Q’ . ONSET AND DEATH
2 % g E CAUSE (a) __ .
11 Q O
[uNfal : i
- & Q ‘i !
}244__ o « é a E 10 (b} (},&_L“—Lo ot
- w5
) - i S Rbd A
= 1y / ~bidado (¢
g 1./ OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to ths terminal PART I1l, If deceased wes female was
Q g diseasa condition given in PART | (a) there a pregnancy in last 90 days.
% g v . I O Yes I 0 Ne O Unknown
A ‘-‘.é-' R~ | 55 was AUTOPSY | 200, ACCIDENT  SUICIDE ~ HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART 11 of item 18.)
§' 8 & PERFORMED? g O a
s =] YES[J NORR
N = = | TR TIME OF  Houl  Month, Day, Year |
Q Z = Y
o < 5 INJURY a.m.
w % & ) g p.m. .
1 = o ~. 20d. INJURY OCCURRED Z0e. PLACE OF INJURY (e.g.. in or about home, | 201, CITY, TOWN, OR LOCATION COUNTY STATE
o WHILE AT WORK [J farm, factory, sireet, office bidg., etc.)
3 5 NOT WHILE AT WORK [J , .
o o a e - r—— I
% 5 o E é s 21. 1 anended the deceased from a%_\‘\%‘ \‘\\ q to. ! L L’nd last saw ;o alive on ! /)y/(ﬂ L’
é | ; o e Death oc‘“"ﬂ at “'3 ll p M - m oh the date stated sbove, and to the best of my knowledge, lro£ the causes stated.
w = .
Q g w 8 3 72 NA\TU [Degres or title) 22b. ADDESS % 22¢. DATE SIGHED
T )
N - ol Lgevu AW 2N o O 0@4@d /3/74/62
;t 2 23a. BURIAL, CREMATION, | 23b. DATE T3, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (czy, town, ar county) )Smc)’
5 [a R WVl {Specify) , . N o . N .
\V g 2| RemeVdY 11/16/1962: Chevra Kadisha University City, Missouri
Q- 3 < | T24. FUNERAL DIRECTOR ADDRESS ?_Nw RTB BYIgB‘i REG. REGI W /7 p
w
Q = % | Berger Memorial L4715 McPherson Avenue D4 MV




9

STATEMENT BY LICENSED EMBALMER

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

or by _ . ' , Student Embalmer No.

working under my personal supervision.

Student Signed
Signature of Stvdent Embalmer

Licensed Embalmer No. #éa? 7

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.




