MISSOURI DIVISION OF HEALT STANDARD CERTIFICATE OF DEATH —_ 20—
DEPARTMENT OF PUSLIC MEALTH AND NELFH 62 045128 -

Reglstration District No. ______ 318 ..... -.Primary Registration District loos._---____ﬂegmrar ‘s No. 19??9

STATE FILE NUMBER

DO NOT WRITE !
ON THIS STUB AMENDED
. PLA fd:hw NGV 1 g 1962 * 2, USUAL RES]DENCE (Whers deceased lived. If institution: Residente befere
VS 300 8 a. COUNTY s STATE 1104 b, COUNTY admission)
Rev. 4/ 5% % b. COI'I:!Y {If a\j:ide carpo‘ra!n limits, give TOWNSHIP only) Length of stay i{l ib c. CITY K Inside Limita
= TOWN St.louis 3 mths. omn Stelouis Yes T No O
1 < ¢. FULL NAME OF (If NOT in hospital, give location} Inside Limit: d. STREET i
. A . . Resid F
w AT TPt { in o:pl}ai Qivi - nside Limits S 108 NO. ﬂ_ ?ihw Ell: on Farm
2 2 / 973.( wsttotion Jewish fosp. YeX] No[d . Ambassador Yes I No B
] T . -
3 - 3. NAME OF _DECEASE.D First Middle Last 4, DATE Month Day Year
(Type or print) OF
4 ALBERT ZWIBELMAN DEATH Nove6,1962
{ 2 | 5.n5E 6. COLOR OR RACE 7. Married [ Never Married 8. DATE OF 8IRTH | % AGE (last birthday) | IF UNDER ) YEAR IF UNDER 24 HR
5 3 h“fa Ie c Ce Widowed [] Divorced 9/18/1915 h7 Months | Days Hours Min.
——— 10a. USUAL QCCUPATION (Give kind of wark dona | 10b. KIND COF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City end state of country) | 12. CITIZEN OF WHAT COUNTRY
w duri L re s
6 g rSETEY “StpdPvivdre? fhsle, Liguor St.Louis,Mo. USA
7 o g |30.1{ATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
o arry Zwibelman Beckie Berger -
8 / v 15. WAS DECEASED EVER IN U.S. ARMED FORCES? 14 SACiAlL CECHDITY hig), 17. INFORMANT Address -
< {Yes, no, g unknown)| [If i ar or dates of servi .
9 w Fe5™"" " RAFE Chas.Zwibelman 7024 Amherst .
g [ 18. CAUSE OF DEATH (Enter only one cause per [ine S— - - INTERVAL BETWEEN
10 r_'Z_‘ PART I. DEATH WAS CAUSED BY: ( i . ONSET AND DEAJH
Q lw = IMMEDIATE CAUSE (1) WM . Af
N Sl g N| 7 1
W Q h 3 -
e |5 o Conditians, if any, DUE TO (b} W . . W -
IQé ¢, (4] w5 which gave rise to . T v
= |z above cause (a), + Ao :
13 E = stating the under- . W
lying cause last, DUE TO {c} .
N g -
(ZJ z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not retated to the terminal PART 111, If deceased was female was
=] disease condition given in PART | (a) . there a pregnancy in last 90 days.
P = ) y:
E ; QO ’D Yes I I No [ O Unknewn
'S
E E 19. WAS AUTOPSY 200, ACCBENT SUI%DE HOMD|CIDE 20k, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of itam 18.)
4] g YR @Noo
Zz o .
4 %J 3 20c. TIME OF Houw Month, Day, Year
= INJURY a.m.
s 8 F
Z [-~] 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
o WHILE AT WORK [ farm, factory, street, office bidg., etc.)
5 a NOT WHILE AT WORK [] ) , .
[ - 1 - ] -
[70]
s o .: é 21. | sttendsd the deceased ffOn\__LE%LL[—&L _LLLG_LA__and {ast saw lurn’l'" on__LM r A4
: ; 9 Death occurred at. ""7 At M__EI__M on the date stated above, and to the best of my knowledge, from the causes siated.
g E 8 8 225. SIGNATURE (D.egree or title} B 22k, ADDRESS ATELIGNED
> | 15 = /IWA /"Wg . o7 U -t . :1
2 73a. BURIAL, CREMATfIV?N' Z3b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Cily, fown, ar county) (swfe)
) o REMOVAL i
g 2 Reie " [11/8/62 - Chesed Shel Emeth University City,Mo.
= < | 22 FonERAL DiRECTOR PDDRESS 25. DATE RECD. BY LOCAL REG. | 26. REGISTRRR'S SIGNATUR
] .
= %| Berger Memorial L4715 Mc*herson NOV § 1962 ' D




STATEMENT BY LICENSED EMBALMER

. am

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

or by Student Embalmer No.

working under my personal supervision,

Student Signed

Signature of Student Embalmer

/ e
Licensed Embalmer No. %)’A7?

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 handwriting. . '

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




