No. 300
—10-47
5-17.39
o1 3906

FEDERAL SECURITY AGENCY

0 aUG

Registration District No....

MISSOURI DIVISION OF HEALTH

e St%w STANDARD CERTIFICATE OF DEATH st rie o 22697

. [ d
. B........ Primary Registration District No100.d Registrar's No. ___ 6%45—

1. PLACE OF DEATH:
(a) County

(b) City or town St

Lounis Mn

(1f outxids city or town limits; writs “RURAL" and nume of township)
{¢) Name of hoapital or institution: 0

Jewish Hos'n

(Il not in hospital or unut.utmﬁ, write strest number or location)
(d) Length of stay: In hospital or institution___2 .da,}:.s.._.._. —

In this community

{Specify whm.hu

years, months or days)

aht, 3 years

2. USUAL RESIDENCE OF DECEASED:

(o) State...Missouri . (5 County i -7

{c} City ar town St.. louls . 7
E (If catsids city or town limits, write “RURAL"™) 174

(&) Street No LA15 Lindell Blivd

/ {If rural, give location)
(e) Ciugf of foreign country?. —--(Yes or No)

If yes. name country.

Fusy, NAMe.__ ANNA HEARSH SCHWARTZ

3. (b) If veteran,

. {6} Sccial Security No,

FORER R N IR N ‘ ;5_6_0 .--3 E - 2_? f

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month__zﬂ._..ylﬁ_,.._....m.dny 7
J"" mr_.LZ_ZLhour _______ } _____ " m.{nutzz.z.dﬂ,_m. |

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

-9. Birthplace __ JEBSEY..|

. {

{City, town, or coznty) (State or forelgn country)

At home. .- .

name war.
21, I hereby certify that I attended the deceased from
l 5. Color or 6. {a) Single, widowed, married, Wenr— 193 _ S_H_H_mu_. wﬁ
4 se..Femalel|l race W, . dvorced Married it o hEA aliveon A‘?r L0k
6. (b) Name of husband or wife... ... —..__. 6. (¢} Age of husband or wife if || 2nd that death occurred on the date and hofir stated above. Duration
cme—David Schwartz alive__ 4 ]....._years Im““ﬁ cause °é“"‘“‘ FA'
7. Birth date of deceased.._.___ Novembher 24 1903 - 2R S 8____ Pa“’ y s /_ll# >
N (Month) .~ {Day) (Yoar)
8. AGE:  Yean Months Days If less than one day / 7 %
1 hé 8 B} hr. min

Other conditions [’Tm

10. Usuzal ocrcupation (Inctads Dregoancy within 3 months of death) Vf‘ f_,
11. Industry or business PHYSICIAN
5 ! Ceh . Major findinga: —— I
[ operations T : - : - A L AL \
Hf = Name. . Qisaac. W wartz ] Haderline
= { 13. Birthplace Fussia fe« 2&35’;‘3
((‘.u.y,l.mm.nr connty) (Stats or forcign country) . -Of auntopsy. L. - ..|lshould be
5 14. Maldes name 3111lie.Shapiro etarped st
& . / tistically,
g 15. Birthplace. vy Fem—— -ﬁiﬁm 22. If death was due to external canses, fill in the following:
16, (a) Informant.. ol S..c‘Q‘LrGAIb bt - (a) Accident, sulcide, or homicide (specify). ===
® Address.....— h615 lindell Blvd v || ®) Date of occurrence =
1. @ Burial ____ () Date théreof ; @ Where did Loy oo e e
(Burial, cremation, or removal) (Mo (Day) (Yewr) | (4) Did injury ocenr in or about home, on farm, in industrial plz.ce in public p!a.ee?
(¢) Place: bn;'ia] or cremation Mt.. Sinai —
18. (s} Slgnature of funeral director.. Y M L @pocily ype of Ploce) - Tnjury.. l e
® Addrmw...__jt deff _
1. @ AUG &4 (b) . ¢ e .
(Dats reoarmd Loca] regisirar! {Registrar's signatare)

(Licensed Embalmer's Statcment on Rovezse Side) & i/




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 )

salta_d;7 >/ % M/’\
{ Licensed EmbalmesNo. 307, %

' W
P.O. Addres\ij AR AR A e S L L

Note' The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F allure to comply with
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be so stated above,

working under my personal supervision.

e i~

T — L3



