THE DIVISION OF HEALTH OF MISSOUR! '3139 4

. No.300 i
1048 FILED SEp 29 1951 STANDARD CERTIFICATE OF DEATH State File No..
BIRTHNO._ .. REG. DIST. NO. _.B_l.a_rnmmv REG. DIST. no.].Q_Q3. Registrar's No. 884‘-0
1. PLACE OF DEATH ’ 2. USUAL RESIDENCE (Whers d d lived. [f fnsti id before
5 & COUNTY a, STATE By b. COUNTY ad.alsaton).
[
b. CITY (1t outsida corpurate timita, write RURAL and give c. LENGTH OF ¢. CITY (I outside corporata limits, write RURAL and give township} :
OR rownshizs| STAY dn this slace OR 24 3?
TOWN at . Louis 2 days TOWN St .Louis
d- FHéJS-Pv'I"RAPf_EOORF (If not in hoapital or institution. give strect address or location} STDRRE% {If rural. give ivcation) u
INSTTUTION Jewish Hosp. S 5928 Pershing
3. I:')“E%%Es%% a. (First) b. (Middle) | T ¢ (Last) l 1, Dgrl-'-E (Month)  (Day) (Year)
{ Type or Print) ESTHELR ) CORMAN DEATH Sept.7,1951
5. SEX 6. COLOR OR RACE | 7. MIAD%FHED rsil;ngthgSRmng 8. DATE OF BIRTH ':.?5.%%?" K uﬁm;, -D‘g ¥ oo .
. (Spacify) ' on ours | Min.
Fema le fi White arrie / Unk ab. |
10a. USUAL OCCUPATION (Givekind of work | 10b, KIND OF BUSINESS OR IN. | 11. BIRTHPLACE (Biate ar forelgn sountry) _ 12, CITIZEN OF WHAT
done during most of working life, sven if retired) DUSTRY NTRY?
Hougewife USER
!IS:. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Sam Recker Bella Iink ﬂone
E{. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECUREI’J 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
‘o8, B0, OT own) | (I yee, s or dates of servioe) . Y
R | e o st et None Morris Corman 808 Zastgate

18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL HETWEEN

I DISEASE OR CONDITION ONSET AND DEATH
- Enter only cnecauseper | [ PRAKING TO DEATH ) _ ~ | Avarerraad odraloame Lo s ,

line for (a), {b), and (¢

oThis dots mot mean | ANTECEDENT CAUSES oL I - 3 o
Al

the mode of dying, such | Morbid conditions, if any, givlng DUE TO (b}

ot heart failure, asthenia, | 7i#e to the abooe cause (a) stati
etc. I!fmccm the dig. | he underiying cause laat.

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

caze, injury, or complica- _ DUE TO (c)
tion which caused death, | 11, OTHER SIGNIFICANT CONDITIONS .
Conditions contributing lo the deaih bul nof i
related to the dizease or condition causing death.
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF CPERATION - - 20. AUTOPSY?
\"-ru:lo” D M
. YES
21a. ACCIDENT (Bpecify) 21b, PLACEOF INJURY (e.g..inorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE homa, farm, trotory, street, offioes bldg..et0.) .
HOMICIDE ' '
2id. TIME (Month) (Day) (Year} (Houn 2le. INJURY OCCURRED | 2H. HOW DID INJURY OCCUR? ’
aF - - - WHILEAT [~ NOT WHILE 5?%
INJURY . m. WORK, AT WORK N a . . .
—
2. I hereby certify that I atiended the deceased Jrom Oaasty ¥ ¥ 19 S o AFL’ 1951 that I last saw the deceased
alive on 19__L and that death occurred at _ﬂ__L m., from tHe causes and on the date staled above.
23a. SIBNA ' o (Degree or title) | Z3b. ADDRESS 590 N Slaankan, 23c. DATE SIGNED
- - .U 54 - Lnasia , PP . 7/8/-5!
24a. BURIAL, CREMA- | 24b, DATE 24c. NAME OF CEMETERY OR CREMATORY 244, LOCATION (Olty. town, 01' colmty) (Btate)
TION, REMO\M.L (Bpwelty) ' .
Burial t/ 9/9/51 Che 1 Univers:Ltv City__ Ma/.
/ DATE REC'D BY LOCAL R'S SIGNATYRE FHh‘E#H} DIRECTOR 8 SIGNATURE - = ADDRESS )
SEP 1 1 1855 ﬂGW p . Berge; Memorial 4715 McPherson

/ hﬁ {Licensed Embalmer’s Sutem:m on Reverse Side)




| 3 P —_———— a— ~* _‘ .‘ ll...__ - ene b - n— - -
STATEMENT BY LICENSED EMBALMER
i t
|' R
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or bymcmrrrvcminne

________ s Studsnt Emabalmer No.

working under my personal supervision.

StUABNL suuaverrassannossansacnnas Signed......., T L, .- = o A A
Student Embalmer

: - ) * Licenzed E almer ‘5/ dj ................................
> > _P. O, Address,=" et . ..

i Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER. in h:s OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)

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




