MISSOURI DIVISION @F HEALTH - STANDARD CERTIFICATE OF DEATH

DERARTHERT OF PUBLIC HEALTH AND WEL PARE318 1 . '? . e Nums‘rgg»
DO NOT WRITE AMENDED Registration District No. Primary Registration District No. ()( l: ;___Regimu" Ne. —— 5 £ ) .

.ON THIS STUS - =
1. PLACE OF DEA . 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
VS 300 a COUNTY ’ ‘ . STATE M -0 B. COUNTY . sdmission)
. -~ - -
Rev. 4/59 b CITY GF elmide co m ts. Give TOWNSHIP only) Length of stay in 1b < o - _ T | Traide Limits
- il T
TOWN . TOWN St Louis . Yoo O Ne'2
¢. FULL NAME OF (lf NOT in hospital, gilen-caImn) Inside Limits d. STREET (If cutside, give location) -~ Reside on Farm .-

HOSPITAL OR ADDRESS

wstitotion. rark’ Lane Hosp. Yes (X No I 3407A Keokuk YO Mo D

3. NAME OF DECEASED \ First Middle_r o . Last 4. DATE Manth Yeur,

a

. h [o]
, Tvperor print) Anna G. Klos. DEATH 5/29/ 63 :
5 sex 6. COLOR OR RACE 7. MarrieHle‘ Married {T] (8. DATE OF BIRTH . AGE._(!II' birthday) | IF UNDER 1 YEAR | IF UNDER 24 HR

. ‘Female W'hite \ Widowed [ Divorced I:[\ :L/)q—'/l 895 68 Months | Days Hours Min.

t0a.-USUAL OCCUPATION (Give kind of work dOM 10b. KIND OF BUSINESS OR INDUSTRY| 11.. BIRTHPLACE (City and state or country}.| 12. CITIZEN OF WHAT COUNTRY
during moafﬁﬁvwﬁlbﬂ_rewm it rehred) \ ) St . Louis ’ Mo, . 0.8 . A .

-
13a. FATHER'S NAME hY 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

John Kalish N | ANot Known Leo Klos

" 15. WAS DECEASED EVER IN U.S. ARMED FORCE% . I NO. |[17. INFORMANT Address

(Yes, no,Nénknown) ,(h‘ yas, giva war or dates Leo Klos 3 L|,07A Ke Oku_k

18, CAUSE OF DEATH (Enter only one cause pqr tine for_fs), (&), and {c). INTERVAL BETWEEN
PART ). DEATH WAS CAUSED B m W /&d// L/Q ONSET AND DEATH
/ EDIATE CAUSE (a) = (Zfz..ﬁ
‘ w1 DUETO (b) J/Lé(,ém,t_) be,@ [ ‘{-"-;{3 .t tfﬂ%d/ ,
DUE 1O {¢) 7‘5& "';‘

PA| OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relund to ‘the termma| -PART HI. tf decossed was female wes'
isase :ondmon glven’in PARY | (a} there o pregnancy in last 90 days.

) - ] O3 Yes J)fuo I O Unknown

Pl .
JAS AUTOPSY 8. ACCBENT SUI%DE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 11 of item 18.)
PERFQRME!
YES[] NO Fell at home

20c. TIME OF Hour Month, Day, Year
: INJ%RY' am,

B, ?

M TE AMENDED

~
|

+

IA:D“\I o | |l WM

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

o {0

DOCUMENT

—
MEDICAL CERT!FICATIOH\\

- WHILE AT WORK farm, factory, mul offica bidg., etc.}

NOT WHILE AT WORK [] 314073. Keokuk St.Louis,Mo.
21, 1 attended: tha:déceared frnm f@ Y“W I 7(-:1'5 fo. [ nd last “WWMM sy \m_g{ GS

Death cccurred: st " m on the date stated sbove, and to rhe best of my knowledge, from_ the causes stated,

. rea of mle) . . 22b. 22c, DATE SIENED
725, SIGNATURE? U‘C/é \/L J jjww?—”—ﬂ )?LC y '7/’-/” 63
230, BURIAL, CREMAITON), | 235, DATE 23: NAME OF CEMETERY OR CREMATORY 733, LOCATIGNACY, Toin, of county] _ (Stoe)

BEATY |5/3 /1963  |Calyary b7

24. FUNERAL DIRECTCOR ADBRESS ) OJ-7 +25 DATE RECD. BY LOCAL REG.

Wingbermuehle Funeral Home So.Gr MAY 91 1963

20d. INJURY QCCURRED mLPLACE OF INJURY (a.g., in or about home, | 20f. CiTY, TOWN, OR LOCATION COUNTY

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

\1
T
/

BY AFFID_AVIT OF

ITEM NO.,




STATEMENT. BY LICENSED EMBALMER " . .

hereby certify that the body whose name is recorded on the reverse side of '1"'his',certifigé'te\yva_g__embalmed by me,

1
L)

or by - Z Stugent Embalper No.
L - " LI 4

working under my personal supervision, .

Studdent.

Signasture of Student Embalmer

Licensed Embalm

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.




