No. 2
-13-40
-17-39

I X2ns9

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE

AUTTEBE5 T q

Registration District No

MISSOUR! STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

871
871

State File No.

1003

Registrar's No

1. PLACE OF DEATH:
{a) County.

(5 City or town.... ....&t.... Lonls

If oulaids city or town Limits, writa® “RURAL” and name of township)
(¢} Name of hospital or institution:

—Jewisgh Hogpital

(1T not in hospital or idstitation, write street number cr locntion)

{d) Length of stay:

In this community. ... 3 dﬂ-_Yﬂ

years, months or days)

In hospital or iInstitution

{Specily whother

-.. . Primary, Régijtration District No.—.....

2. USUAL RESIDENCE OF DECEASED;
@ sae Missouri A0
(c) C:ty or town St . LO UI 8

[2'7
(11 autside city or town limits, write "RURAL "}

o
(d) sweetNo. 2201  Warne Ave, /7

(1 rural, give kication} O

(e) I foreign born, how longin U. 8. A2.. D] ¥PSe. . =7 _ years.

(5) County.

[~

. {e} PRINT

rorrame... dary Friedland

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month_. &I o day_ 87
3. () If veteran, 3. {¢} Social Security year;.-..l.g.&l............,..hour 4 . 5 AM
name wat. g No.
21. I hereby certify that I attended the deceased from .. &% SN IR Y-t #AS
5. Color or 6. (6) Single, %dowed. married, 19 to .
4 sxFemale mee il te divorced . W14 OW that I 1ast saw b€ AL4_alive o % 19_£ /.
6. (b) Name of husbandorwife 6. (c) Age of husband or wife if || and that death occurred on the ddté and hour stated above. Durati
' U
Jo EeDh FI‘ i ed 19.nd allve_. o —..years Immediate ca of death £ ration
7. Birth date of deceased_....... U..Et ,..l.Q«,........ ...... 1878 &&(“ L Zf‘-— =
onth) {Year}
8. AGE: Years Months | Days If leas than one day Due to.. Xpetl M W
62 | 5 | 17 N e
- j{ Due to. C W-’)——-’ 47 “‘-‘/(#0
9. Birthplace JPoland T || sewotred , £ er NY 7
{City, town, or county) (Stata or foreign country)
o . OthereonditionnM W E
10. Usual occupation__ AL _Home : (Include pe within 3 menths of doa "
11, .Industry or business . o o o PHYSICIAN
g { t2. Name MOYTiS ~=—=e . *5F onerntons {; | —
i : Underline .
E 13. Birthn!nn- .......,Po.l_ﬂndj N — %E" = thh?ccﬁgsem :
ty, . OF {State or foreign coustry) W en
E{ 14, Malden name_._é.e_r_'mﬂ_ﬂ)ker Of autopay. s A4 gf e should.bm?
. X tiatically,
i5. Birth .",..PQlEJldi__ =

= place. {City, town. or cowaty) (Btats or lorelgn coungry) 22. If death was due to external catses, fill in the following:

16. (a) Informant._ Alhert Frisdland
® Address___ 8215 _Glen Echo

17. @ ..Burial o () Date thereol. A1=28=1941

(Buria), cremation, or removal (Month) (Day) {Year)

{c) Place: burial or cremauon__B ! -
18. {a) Signature of funeral director. St .
) Addma.__SBlEL_

19. {(a}

, (O]

a2 i rrrere:
(Duta roceived local r-gi- a egistror’s signoture)

(a} Accident, suicde, or homicida {specify}
{d) Date of occurrence
(¢} Where did injury occur?

(Ci r{l] noty) (Suate)
(d) Didinjury occur in or about home, nn farm in industrial place, in public place?

(3pecity type of place) ,,’"\
While at work¥? (Y Means of injury. o
13. L Brothis)
Address _ Date_signead227-¥ /

(Licensed Embalmer’s Stotement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, orby........ SR

L - iy ,‘,Registered Apprentlce No

\ - L
_working under my personal supervision,

P. 0. Address.d ZZ é bl e

" Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in lns OWN I{ANDWBIT ING. (Failuré to tiotilply wit
the above constitutes grounds for revocation of license. ) . - - .- :

If this body is not embulmed, fact should be so stated nbove. : . -




