FEDERAL SECURITY AGENCY

HIEDAPR 7 S’ié’?@]a

Registration District No._.—.

MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration Distriet No...

9961
2970

State File No,

Q03

Registrar's No.

1. PLACE OF DEATH: - '

(a) Cotnty
(b) City or town

St. Louis

{1t outsi ty or towa limits; write “RURAL” and name of townabip)

{¢) Name of hospital or tution: .
C " 9m7 Leffingwell Ave 7

(Ifnot in aor Ingtitotion, writs street number o locatian)
(d) Length of stay: In hospital or institution

In this mmmmty___"mmw,“_ynﬂf_m__m&—l

years, inonths or days)

fy whether

2. USUAL RESIDENCE OF DECEASED:

State MOQ (5 County. A 0 O
Gityor town...._Stia. Lonls, [7

(H cataide city or town limits, write “RURAL™)

st o 2717 N Lefingwell Ava, .5

(a)
(e}

(d)

(&)

If yes, name country

Suld "“'“_.._._aelen_samaki. ______________ _

3. (&) If wveteran, I 3. (¢) Socxal Security No.

4| 20.

MEDICAL CERTIFICATION

: f rural, giv
Citizen of foreign country? {Yes or N(:?
DATE OF DEATH: Mouth S8 day 25

Mr_lgﬁw««__.hour.____...__g_:_ ...... m.Innte»..mr.........M-

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

name war. no .
/ 21, 1 zby certify that [ attended the d from B
§. Calor or 6. (a) Single, widowed,/married, } . lD.i'.ﬁ to _‘zj" lofé?
i ed ] 1] ——e
s sex FEmale | ne. Whibe aivarcea MATT1Ed ¢ that Tlast saw b &% alive o R 19
6. (b) Name of busband or wife. . .. 6. () Age of husband or wifeif || 2nd that death occurred on the date and hour stated above, Duration
_doseph Barylski . auve__-_sa S8 Imnediate cayge.of death
7. Birth date of decsased ] i8 B A&m
(Month) (Dny) {Year)
3. AGE: Yearn l\aths Days If lesa than one day e,
e Sg 1 hr. min, || 7 S
U Due to =
9. Birthptace - Sthe Lonia, i TUmor _unqus fi f 1 ad -
(City. tpwn, or county) (Btats or forcign country) N /
10. Usual occupation_.._.__—_Hous.em.ﬂ'—-—-___—___-__ cz:}:[r mm withjn of death) A —
11. Industry or business Nsjor i l PHYSICIAN
v or findings: —_
g { 12, Name....Stanlalus - Marchlewski __,/._! Of operations........ >/\ { 7 Usdertine
= .
%15 Bithptace_1DKBOWA........ GO the cause to
{CiLy, town, or county) {State or forcign couniry) _ Of autopsy \ should be
g { 14, Maiden name. ... wi 7 char ;ﬁ ata.
. y.
B
15, Birthpaee_ UNKDOWA . _Ggmanji ;
g p. (City, town, o7 covaty) Btate o furcign tomior) 22, If death ue to external causes, fillin the following:
6. (@ toformant____ B.AW a]ld__B&I'lnyki N B (a) Accldent, suici r homicide {speciiy)
®) addres 2717 N Leffingwell Ave. () Date of cocurrence
17. (a) Burial (®) Date thereof._ BmP20mdf _|[ () Where didinjury oocur?
(Burisl, cremation, or removal) (Manth) (Day) (Year) 1y

Place: burial or mmﬁoL_c_mm_c.ﬁme.tﬂxyM_
Signature of fuzeral director_3OOAHAYE & Goodhart

{c)
18, (a}
[ ()]
19. (o)

Admﬂ.&ﬁtﬁiﬂ _Aves

\girens, ¥ 2O/

(City or town) (County tate)
Did injury occtir in or ut home ag farm, in mdust.nnl r,\la.oe. in pu.bhc pl.a.ee?

- (Specit t
. !lynno DM -&-—-

- While at work?/

23, S:gnatnre-é

{Liccnsed Embalmer’s Sta

t on Reverse Sido)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by ﬁw, or by

, Registered Apprentice No

working under my personal supervision. m N

’ . Licensed Embalmer No, (5/ /%‘9 y o

-

P. 0. 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 this body is not embalmed, fact should be so stated above.




