S. No.300

¥,

10.48

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

TES. DIST. NO. il&_?ﬂluﬂ“’ REG. DIST. NO!OO3

FILED OCT 18 1950

BIRTH NO,

»

1. PLACE OF DEATH 2. USUAL, RESlDENCF&:Wh:n ?-nd lived. I ioetitution: residence befors
a. COUNTY - a. STATE . . b COUNTY adinkmton.
Missouri
b. CITY (If outnide corpurats imite, write RURAL and give ¢. LENGTH OF c. CITY (If outalde corporate licite, write RURAL and ghve township)
TDR St. L is M wownstip)| STAY iln this place) OR . ‘ 7/?
GWN ouis Mo. . TOWN St. Louis 2/
. FULL NAME OF (if ot In hospital or institution, iva streat nddrem or locatlon) d. STREET (If rura!, give location) . ’
HOSPITAL OR DRESS -
INSTITUTION 5370 Pershing Ave 5370 Pershing Ave
3. NAME OF a. (First) b. (Mladle) c. (Last) 4 DATE (Month)  (Day)  (Yea)
(Twpe or Print) JACOB _ WOLF, CEATH _ 9/29/50
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9, AGE (In years| I OER 1 TEAR | ¥ Dioer u mas,
) WIDOWED, DIVORCED (Bpecity) t birthday) unam, Days | Hours | Min,
Male #hite i dowed Jan. 20,186%4 |/ g6 |
10a. YUSUAL OCCUPATION (Give kind of work | 10b, KIND OF BUSINESS OR IN- | 1. BIRTHPLACE (State or foreign oountry) 12. CITIZEN OF WHAT
done during most of working Life, svex if retired} © DUSTRY c COUNTRY? .
Retired Salesman Arkansas
H13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Samuel Wolf Vo ___ g .
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 167 SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
(Yes. na, or unknown) | (I yes, pive war or dutes of servies) NO.
— g Posl Wale 5370 Pershing Ave
18. CAUSE OF DEATH ; - MEDICAL CERTI TION* . |g'r£am. BETWEEN
_Enter only onecanseper | 1. DISEASE OR CONDITION NSET AND DEATH
Tine for (8}, (b}, and (¢} DIRECTLY LEADING TO DFATH‘“) .
*This doet not megn ANTECEDENT CAUSES £ £ ’ z m ; /,
the mode of dying, such | Morbid condltions, if any, giving DUE TO (b) e — !
o2 Aeart fallure, asthenia, | rise fo the above cause (o} stathng | - - LR TR IR T LR Db
de. It meeni the dis- | the underlping cauar lont.
¢ase, infury, or complica- DUE TQ (c) -
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS-
: Conditions contributing to the death but not
related Lo the disease or condition cauting death. L TP SU G Ve PRy PReppoe |
19a. DATE OF-OP_F%JL-' 15b. MAJOR FINDINGS OF OPERATION N o - 20, AUTOPSY?
. . —
. ' e —f-ves L wo [
21a. ACCIDENT (Boecity) 21b. PLACE OF INJURY (e.g..lnorabout | 2]¢. (CITY, TOWN, OR TOWNSHIP) - rao; (COUNTY)@,J Tedy,m(STATEY ¢ -
+ SUICIDE -* M ’ bome, farm, fagtory, streat, office bldg., ats.) ey s
HOMICIDE )
21d. TIME tMonth} (Day} (Yesr) ' (Houn 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? (’"!‘P'/
WHILEAT NHOTWHILE
TNJURY = | “work AT WORK

2.1 h;rcbyA certify that ' attended the deceased from Oed” | 19_‘0/, to _

Ja - IQ.&"IGI I last saw lhe dcceased
_P20Gm,, from'the causes and on the date stated above.

alive on.

2. SIGNAWE‘;% M ;

5

19 54, and that death occurred al
- U {Degres or title)

.
- -

23¢c. DATE SIGNED

‘23b. ADDRESS

7Y

A

WRITE- RLAINLY;USING UNFADING B‘LACK INE—MAKE A PERMANENT RECORD

| sep 301950 REG

Z4a, BURIAL, CREMA. | 24b. DATE
TION, REMOVAL (Speeits)

Burial & OK‘LJ , 1350 Mt Qlive (
DATE REC'D BY LOCAL | REGIST TURE

245, NAME OF CEMETERY OR CREMATORY

24d. TION"(City, town, eonnt.y) T

3

(Bhlo)

4,356 Lindell Blwl

2. FUuN DIRECTOR'S 8l GNA

(Licensed Embalmer’s

Statement on Reverse Side)




e e e gty
STATEMENT BY LICENSED EMBALMER

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

e ———

. - ' Student Embalmer NOssaseasasersassansasnananan
working under my personal supervision, ) g
Signed € o2 ar Rt A Genndaiio
S1gnedeccasacacessnacne seesresnerinsansnse . . 4283
Student Embaimer - Licensed Embalmer No

v
P. O. Address St L_ouis s Mo

Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Faifure to comply with
the above constitutes grounds for revocstion of license.)

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




