11
S, No. 2 DEPARTMENT OF COM MERCF9 STATE BOARD OF HEALTH OF MISSOURI - ° -
Bueay 0 As
s ey S ROV 27 9% STANDARD CERTIFICATE C{QlﬁgTH St e N ADD DD
I x3ses7 egiltra!ion Diatrict No._.__...a.]...a........._ Primary Registration District No..._. “Registrar's No.:'.-_.ggﬁ.a_.."._.
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: W
-9 {s) County. . Missouri
' &= (1) City or town.... St Jouls () State @ Cn.u.nty
[} . nuuide t.'uy or tn-'nluniu wrlu ‘RUNAL" and nams of township) 0 S t LO'Lll s \/7
g {¢) Name of hospital or institution: a (e) Clty or tow {1f outsida city or town limita, write “RURAL"}
i Jewish Hospital @ Street No 1602 S, Comnton
o (If not in hospital or institution, write street number or loeation) (Ir rural, give location}
5 {d) Length of stay: In hospital or institution C @ Chi { forei 2 no o
pocily whethar fs itizen of foreign country es o No}
5 In this community 55 yesrs (j
- yours, montha or days) I yes, name country.
=
=4 . . . MEDICAL CERTIFICATION
B Full KAME. Benjamin Tobias . .
20. DATE OF DEATH: Momh..,-hu:aé._' - ~.day, /é
- 3. () If veteran, 3. (c) Social Security /5L
= n&Me war. no No no year. o 75 bour. L A mﬁ“m 4
E 21, I hereby cestify that I attended the deceased from.
= 5. Color or | 6. (a) Single, widowed, married. / 19.957 to. "_M ’ ;;f L 19, g"
[ I . smale G| .white divorced2@TT 104 / - A
v B e e B L e e’ that I last saw h.id»=_ alive on e 23 i 19_‘4,3_‘,'
E 6. (b) Name of husband or wife.....o..__.. 6. (¢} Age of husband or wife if and that death occurred on the date and hotr stated above, Duration
v m"__L_ll_l_j.-.g-p_-_T_Q_b_i_g_s_mn_m alive....._.years|| fmunediate mmﬁ‘"‘
) 7. Birth date of deceased unknown Broerntn 8o . Lk
j o (Month) {Day) (Your)
-
o 8. AGE: Years Months Days If lesa than one day Due to.... MM« A
Z avout 65 T . Tomgace 2 P ) -
. D N
= 9. Birthplace Poland L/ 6 W—" LMWM
% {City. town, or coonty) . (Stats or foreign country) f T P
19. Usual occupation dealer ' Other conditions — 1
= - .(Inctude pregnancy whkin 3 Wul’duth) t;;
& 11. Industry or bust shoe repair supplies 2 1‘4 PHYSICIAN
' ; 12, Name .unknowxl Magfr:‘;‘ed:ff;':“ _’j ! ;‘. =
= - v - - B . . ; 7 Underli
<Ml hplace Polend Z£ FI=" K the catee to
= o [ 13. Bint = ” ;’f fwhich death
2 (12 s vt e CBREBWR | (reme | orssonm..A8_aRATE... el
“BIE 5 tistically,
@ g{ 15. Birthplace T p——_e gu“%riﬂ"?mn% 22. If death was due to external causes, fill in the following: :
B 16. (0} Info Jlm. TObl as - (a) Accident, guldide, or bomicide (specify)
; ® Add:ess'?sl Interdrive *U.- Clty o (%) Date of occurrence
17. @ ourial & Date thereot_ 11/ 18/45 || @ Where did injury occus?
(City or town) {County) {State)
(Borial, cremation, 'W“’Bnal Oon(;mh) (Bay) (You) || () Did injury occur Ln or about home. on Tarm. in industrial place, in public piace?
(¢) Place: burial or cremation Am
18. {g) Signature of funeral director. Berger Memorial While at work? _ (Spocily type ‘ﬁmof injary_
() Address___% 4'7?95 I‘CPheI‘ sol ave., i . ~
23. Signaturpy: L y F .D.oro
19. (@) 1) . . .
{Date recetvad local reristrar) y existrar's signsture] "address%zd.ed_—‘_ A . Date signed. .[ 4
(v (Liccnsed Embalmer's Statement (()‘:l Reverse Side) i




‘-_...j:‘- 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, or by

: : ‘ : . - . Registered Apprentice No

working under my personal supervision.

' . ] o ‘ Licensed Embalmer No /W7

P 0. Address

* Note: The above IHUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revoeation of license. }e - .

If I.hls l)ody is mot embalmed, fact should be S0 statcd above.

- . &

*



