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

THE DIVISION OF HEALTH OF MISSOURI

| ILED MAY 1- 195

STANDARD CERTIFICATE OF DEATH
REG.. Di3T. NO, :‘ |8 PRIMARY REG. DIST. ID.].QD.B_. Rtﬂl’:lrﬂr’:No_..gaga-;-.

State File No 1 4'304

' miRTH MO,
1. PLACE OF DEATH 2. USUAL RESIDENCE (Wbens d d tved. 1§
a. COUNTY & STATE My ggouri b. COUNTY S /‘- iy
b. CITY (I outcide oorpurste limit, write RURAL and give g:rAL‘fNG“EuE:‘ €. CITY (If outsids sorporate limits. write RURAL and cive townahip)
townabip) {in
Tom St. Louis » oW Flat River & ? ¢ﬁ-/
d. FH(I).SLPEJTAAN‘I-EOOF (1 not in bosplial itgtion, give street add: orl d.A%TgF% (It roral, give location) /
insTiTuTion  J ewish Hospital
3. NAME OF a. {First) b. (Middley ¢, (Last) 4. DATE (Memth) (Day) (Year)
DEC|
(Typeor i) Annie Goodman pEATH ADT. 24, 1952
5. SEX } 6. COLOR OR RACE | 7. MARJR'EB NIE‘\;'ER MSRRIED 8, DATE OF BIRTH 5. hA.t‘iE Lo yesa] ¥ oex | o 7 oo .
(Bpeilly) ours
Fenale White PLEE T 7 (Apr. 7, 1891 el " |"8™ """
102. USUAL OCCUPATION (Givekind ofwesk | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (8tata or torelgn sountry) 12 CITIZEN OF WHAT
Wmd working lils, sven if retired) DUSTRY RY1
A ome Russia

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN

Hyman Harris

Esther Ginsber

14. NAME OF HUSBAND OR WIFE
Jacob Goodman

NAME

15. WAS DECEASED EVER IN U.S$. ARMED FORCES?

16. SOCIAL SECURITY
(Yes.no. ﬁuaknown.‘ I (If yoe, xive war or dates of sarvios) NO.

17. INFORMANT'S SIGNATURE OR NAME ADDRESS

# BURIAL. CREMA-

SVaT}1

B'Nai Amoona Cen.

no Jacob Goodman-Flat River, Mo.
18. CAUSE OF DEATH ) MEDICAL CERTIFICATION mvhgm
1. DISEASE OR CONDITION
'ﬁ;‘::r"“(‘:iﬁ;mmd‘(’; DIRECTLY LEADING TO DEATH® (5, CR/CC/NOMA O/~ LA T 85
*This does not mean | ANTECEDENT CAUSES
the mode of dying, such | Adforbid conditicns, if any. giring DUE TO (b)
ar Keart fallure, asthenda, | Tie fo the gbote cause (o) sating
ete. It means the du- | the underlying cause last. - .
cane, infury, or complics- DUE TO {¢)
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death byt nof
related Lo the disease or condition cousing death
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION -~ 20. AUTORPSYT
TION -
_ res [ wo B
21a. ACCIDENT (Bpacity) 21b. PLACEOF INJURY (e, lnorabous | 2tc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm, fastory, strest, cBos bids..et0)
HOMICIDE
21d. TIME (Momth) (Day) (Year) (Hount | 2le. INIURY OCCURRED | 2if, HOW DID INJURY OCCUR? é 3
INSURY mm.:.u n:;:;«ur:z
zz.lherebycer!qf Mfaumdcgbedemud}rom Scrm7” 19&9/ to ALR2y 19izlha-t Ilaumwlhcdcuascd
alive on and that death occurred al m., from the causes and on the dale stated above.
2. SIGNATU {Degree or title) 4 23b. ADDRESS 2. DATE SIGNED
%‘f D63 77 %ﬂ// Aoy/sz
24c. NAME OF CEMETERY OR CREMATORY | 246/ LOCATION (Oity, town, or county) (State)

St. Louis County, Mo.

v,

4/25/52
DATE REC'D BY LOCAL
APR 2 5 18%2

W 2 'S SIGNATURE
#

-2 T (Diceased Enbelae®

%, FUNERAL D CTOR'S SIGHNATURL ADDRESS

SR ’,IA‘,




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 —— .. e

_________ . Student Embalmer Mo.

Sign AL/ :W

Sligned....... Abessammaasanmu e cabbtesananssmuas Licenised FEtnbalmer Né‘é f/ "

working under my persona! supervision.

Student Embaimer

P. O. Address

Note: The azbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND TING. (Failure to
the above constitutes grounds for revocation of license.)

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

Ry -,



