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N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very imporiant.

DEPARTMENT OF COM
BuREAU OF THE CENAU \é)

8D NOV 2.3 ‘[Qﬂ%uz @@

MISSOURI STATE BOARD CF HEALTH

STANDARD CERTIFICATE OF DEATH

34076

State Fils No

St. Louis

{1 ounsida city or town limits, write “RURAL" and name of towoship)
(¢) Namae of hospital or institution:

Jewiaeh Hosp.,
(If not in hoapitsl or itititution, write strest nember or location)

(d) Length of stay: In hospitalor {nstitution
28 yre

(d) City or town

{Specify whather
In this community.
yenrs, motihs or dayw)

Registration District No..._3. L) Primary Reglstentlon Distrlet Noo Regplsirar'a Na.__..__,8614
1. _PL:&CE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: /
(a) County. /

(@ State__IiiSaonri () County___..

St . Louis l t

{If sutelds city ar Lown llmirs, write "RURAL™)

13268 Clerse

(If roral. glve loontion}

() II forefgn born, bow long in U. 8. A.? 2 8

(¢} City or town

{d) Street No.

years.,

3. (d) PRINT

FULL NAM&_MMMQI_._@_ZPM

8, (&) If veternn, 8. {¢) Soclal Security

name war. no No. no
6. Coler or & {s) Single, widowed, married,
4Sax_melm | rcewhitel divercednarried

6. (3) Nameof hushandorwife._.... ... ... .
Chena Shsesnkep

6. (¢) Age of husbsnd or wile if

aliva(_.l,)..ﬁlﬁ.)myem

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month /0 day. g
year. hour. 6 minute_ <, s 7 M.
21. I hereby certily that I attended the d d from ‘0 - 3
1932 to_ (O~ & 19_3_2

that T inst saw hiA?__ aliveon to - X
and that death oceurred on the date and hour atated above.

137

Duralion
Immediate cause of death

(<) Flace: burial or crematio

18. (o) Signature of funeral director. 471 5 I i h
- i icPherson
(5 Address 7

{D ived local rogistrar) W

7. Birth date of deceased {unk) -
(Moath} {Duy) (Year)
- ¥
8. AGE: Years Months | Days If Yess than one day Duo to._... CAREANALAD R gt
E,b " 66 hr. min N ) ‘ T
. Due to. /
9. Birthplace. Yolhynis _U.8.5.B. Y]
(City, town, or county) (S1ate or foreixn vonatry) A
potien 1 B Other conditions.
10. Usual occupati ) I O‘he] ? {laclude pregnancy within 3 months of death) —‘
11. Industry or business W { PHYSICIAN
-1 M fodil
g 12. Name Sithecha bh ﬁnlrp r ﬁ “Iofr n?\a ngi‘nn- l
7 Uoderline
[:; ~ . the cause to
o \ 13. Blrthplace .- il ) which death
(Clr. uwT(a.leonnu) {States or forcign country) Of aut should be
o { 14. Malden name un ur G g;amij sta-
) [y ) L. Y.
§ 15. Birthplace T (City, town, or county) “(State or lordgn conntry) || 22+ 1f death was due to external causes, £ll in the followlng:
16. (@) Tnformant's ;“ sigosture__Julins. Horwita (s) Accident, sulcide, or bomicida (specify)
() Addresa 6637 San Bonita () Date of occurrence.
17, (a) b'LlI‘i el (&) Date thereol . (e) Whera did jnjury occur? {City or tawn) aty) Ginte)
(Burial, cremation, or remaval) (Mouth) (Day) (Year) || (4} DId injury cectr in or about home, on farm, in lndmtﬂal plnce, in putiic place?
i -~y
[=] "

(Specify te!!po ‘;f plice) .

While at wnrk?...@.______ { eans of {njury.

(M.D.or oLber)’

Datea l!gned_/‘_'?.:..é 7

23, Signator
Addr 2 /4 S.

[4

(Licensed Embnlmer's Statement on Reverse Side)



+

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of tb{s'certiﬁ te almed by me, or by

, Registered Apprentice No

|
Signed M’VW\ |
Licensed Embalmer/ i )

P, O. Address,

working under my personzal supervision.

|
|
;
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wiq
the above constitutes grounds for revoeation of license.) * . ‘

If this body is not embalmed, above space should be left bl&i_nk. -, .




