200 THE DIVISION OF HEALTH OF MISSOUR! 3‘?92
. ’ FLED JAN & 1903 STANDARD CERTIFICATE OF DEATT)OB State File No...
' BIRTH NO. REG. DIST. NO. 31 8 PREIMARY REG. DIST. NO. Registrar's No ... QZ&&

1. PLACE OF DEATH 2. USUAL. RESIDENCE (Where deceased Lived. If institutlon: residesce before
u. COUNTY a. STATE Mo b. COUNTY ndemisslon),

| e. LENGTH OF c. CITY (If outside sorporate limits, write RURAL acd give township)

b. CITY (M cutside corpurale limits, writs RURAL znd give
OR STAY (in shis place)

wownship)

TOWN St. Louis Mo. TOWN St. Louis 2
g d. FULL NAME OF {I! not in bospital or institution, give stroot nddress or Iouﬁon) d.ASJEl}?IEEESrS (1f rural, give location) j 4
0 NSTIUTION Jewish Hospital s 725 5, Skinker
= I NAMEOF — » (riny b. (Middie) o (Lost) LOAE  (Ma) (e G
= { Tpe or Print) IRVING L. SORGER DEATH 1 9 1953
é 5. SEX 6, COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| tr UNDER 1 YEAR | O° UNDER 0 mxs.
= al WIDOWED, DIVORCED (8pecify) hg{l)ﬂr!.hdnr) Monthy Hours I Min.
male W widowed i May 1,1832
g 10a. USUAL OCCUPATION (Giwekindof work | 10b. KIND OF BUSINESS OR IN- | 11, BIR‘I"I'I'IPLACE {Stats or foreign coyntry} 12. CITEZEN OF WHAT
= dont;l mﬁT uwarkingL%;. Br.\ﬂm . DUSTRY . COUNTRY?
& en irector Women SpecialtyBhopAustria . LY.y
< 138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME |14, NAME OF HUSBAND OR WIFE
@ Meyer Sorger dAnns Sehleinep— | Flsi TASE
[ i5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT S SIGNATURE OR NAME ADDRESS
< {Yes. no, or unknown) | (If yes, give war or dates of servies) 93-0 1-029?N0.
- no Mr, Dayid Sorgers Newark N.dJ.
I 18. CAUSE OF DEATH MEDICAL CERTIFICATION LNTERVAL BETWEEN
i || Enteronlyonecauseper | I. DISEASE OR CONDITION _ h"-y ONSET AND DEATH
Z || ine tor (a), (1), and (¢ | PVRECTLY LEADING TO DEATH" (5) Cﬂ’wj W Zz
<] *This does not mean ANTECEDENT CAUSES )‘ 9
o the mode of dying, such | Aorbid conditions, if any, giving DUE TO (B} :e APy (= @‘ Loty HAaald,
3 as heart fotlure, asthenis, | rise Lo the above cause (o) slating = . . . 7
%) ‘ete. It means the dia-" -~ the underlying cause last, R ~-. R . - PR : .
o ease, infury, or complica- ___ DUETO () — -
= tion tohich caused death, | 11. OTHER SIGNIFICANT CONDITIONS. ' ©~ . & s PR A
= ' C!Imrd:‘itim cotributing to the death but not é z !2 9 2 \ j:i 9 J 2
related fo the di or ¢on causing death. -
g. -|! 192..DATE OF 09%%.?: ‘19, MAJOR FINDINGS OF OPERATION , =< 1 .t -. L L O | 20. AUTOPSY?
£ | ves D wo [
o 21a. ACCIDENT (Bpecify) 21b. PLACEOF INJURY (e.g. inorebows”| 21c. (CITY. TOWN, OR TOWNSHIP) ~  (COUNTY) (STATE)
! b4 SUICIDE \A&_ ' boms, farm, factory, sireet, office bldy.,ot0.} S TS
| Z HOMICIDE
| g 21d. TégE {Month) (Day) (Year) (Hour) 2le, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
[ " WHILEAT NOT WHILE
' J‘ INJURY:- © - m | WORK AT WORK v - 76;1-0 l
= | 22 I hereby certify that ] attended the deceased from Ay # , I;%h‘i 19_5:5 that I last saw the deceased
E alive on 192 cmd that death occurred at 2m., ffom the causes and on the daie slated above.
. || 238 SIGN RE ' (7 (Degreoortitle) | 23b. ADDRESS . ] I /\ SIGNED
1
o £ STsidts ~ WD | S 29N, Grand /53
3 %NBE E d&m‘cnz ~34b. DATE 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (ony.-myn.orgoupty) 7 (sfate).",
g removal 1/12/82 . Warrensyille Cleveland Ohia. - -~ . -

DATE REC'D BY LOCAL | REGISTRAR'S SAGNATHRE - 5. ruuz;tAL DIRECTOR' S 81 GMATURE ADDRE 88
w0 108 | Cand it vrd |Nanongen . joch Lingers s

M(ﬁ.i_anud Embalwer's Statement on Reverst Side)




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——...._.. S

working under my persona! supervision.

Studant tsansmeetdssusssasancasasansanTant Sigﬂed. .......

Student Enbalmer > f
- . Licensed Embalmer oy S0
P. Q. Address L.t .

Note: The zbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fadure to comp( wi
the above constitutes grounds for revocation of license,)

If this body is not embalmed, fact should be s0 stated above.




