HLED SEP 2 1954 THE DIVISION OF HEALTH OF MISSOURI

2. I hereby certify Vthat 1 altepded the deceased from _7_2?__ 19_515. lo —&SL_ 19, that I last saw the deceased
alive on , 19 s and that death occurred at ]D_.J.Qam., Jrom the causes and on the date stated above,

L. DATE SIGNED

8--6~51;

23a.

(Degreo or tﬁjqu. P BARNES HOSPITAL

o. 300
0 an--l. . - STANDARD FERTlFICATE OF DEATH U818 Fle Norrreenr s -
e I :
BIRTH NO. REG. DIST. NO. _|3J_8PIHIIARY REG. DIST. NO. _J_O_O_aqm.ma”,v.m _,':2,3;1.@
0 1. PLACE OF DEATH [ . 2. USUAL RESIDENCE (Woere deccased lived, If iowtitution: residence befors
a. COUNTY t i a. STATE KY b. COUNTY admisslon).
-
b. CITY {1 outaid limits, writs RURAL and . LENGTH OF || ¢ CITY . o
oateide corpurate limiu, write nt:‘w:;hlu}l f d:h nlnl.'o'i O\{iﬂ “.'3::7‘3,"' :nmpn“ “"'r’-“ua"mto?r:?
3 oM St, Louis, Missourd organford . )
d. FULL NAME OF (1f not in hospital ar institation §ize ptegot address o louunn) |:" STREET (i raral, give location) [‘,
HOSPITAL OR X
S shtonon BARNES HOSPITAL RS 43 W Main 25!
g = INAME OF 5.~ (First) b. (Middle) c. (Last) 4 DATE  (Mouth) (Dey) (Vean)
B | (Tweor Py Pauline NN Edelstein oEaTH August 6 1
é 5, SEX / 6. COLOR OR RACE | 7. MARRJEB. gi‘z\\{gﬁ J\E‘ISRRIED./‘ 8. DATE OF BIRTH 9. AGE"&&M IF ONDER 1 YEAR | @ ONDEM 14 mE3.
¥ Y ., (Bpacify] t day) |Monthe | Days | Hours Mig,
5 | ZFemale'l wnite WFTrred May 1,1899 e | |
2] 10a. USUAL OCCUPATION (Give ki dof work | 10b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE
= dons during most of working lite, oven‘i! :H.EZ) - DUSTRY (Cicy wnd State o F""'" Countrv) 2 c‘TIZJE:i'\quOFWHAT
& At home - v | New York, N,Y. !
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NmE OF HUSBAND OR WIFE
w [-Israel Goldstein Celia Okun | Harry
= I5. WAS DECEASED EVER IN U5, ARMED FORCES? | 16. SOCIAL “SECURITY 17. INFORMANT SIGNATURE OR NAME ADDRESS
< {Yea, ﬁorunknn-n) l (Ii yeu, xive war or dates of sorvics) 'NO.
= Unk., " | ®arry Edelstein Morganford, Ky,
| 18. CAUSE OF DEATH EASE OR CONDIT MEDICAL CERTIFICATION 'omn;'g:ﬁ gmﬂ
= || Enter only onecnusoper | 1. DIS OR CONDITION y
Z | \ine for (a), (b, and (¢ | PIRECTLY LEADING TO DEATH® ;3 Shoek 30 min,
= *This does mot mean | PNTECEDENT CAUSES - .
3 the mode of dying, such | Morbld eonditions, if any, giring DUE TO (1) Splenect omy
- 02 Reart fallure, asthenia, 3." todﬂ\f! r:g?;a muaf g;:) stating ol
m ete. It means the dis- e URJETiY! use ia; h
o) ease, infury, or complica- DUE TO (c) Myelo Sc].BI'OSiS 3 Jo&Ts
= tion which caused death, | 11, OTHER SIGNIFICANT CONDITIONS ;
= Conditions eontributing to the death but not
3 related to the direase or condition ceusing death.
\ o 19a, DATE OF Opﬁ%‘l“i 13b. MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
4
= 8—6—54 asg above ves [ no K1
| e 21a. ACCIDENT . {Bpacity) .t 21b. PLACE OF INJURY (o.g..inorabout | 21c. (CITY, TOWN. OR TOWNSHIP) (COUNTY) (STATE)
o SUICIDE - boma, farm, fuctory. street. ofies blds. . 1o . :
7z HOMICIDE
B [20TIME T eamr e en e | 210, INIURY OCCURRED | 211. HOW DID INJURY OCCUR?
e WHILEAT[ ) NOT WHILE 27 23
-
&
«
W
&

24a. AL. CREMA. /| 4. NAME OF CEMETERY OR CREMATORY |, 24d, LOCATION (City, town, or county) .. (5tate)
TION, REMOVAL, (Boedity) . . C .
Removal 8/6 /'-'le Hebrew Cem, Memphis Tenn
DATE REC'D 8Y LocaL JSTRAR'S SIGNATURE 4 75. FUNERAL nlaectan's S1enaTyhe ADDRE
AUG 19 . ’ J‘/ il A »é—.a - /J— e )




|

STATEMENT BY LICENSED EMBALMER

I hefeb'y certify that the body whose name is recorded on the reverse side of this certificate w.as ernbal

By mMe, OF DY cn ittt iiaicrieeietaterreccsrcrcacesaceesasasanscanasasarasraans teaeeres , Student Embalmer by (T

working under my personal supervision..

Student ..covoenrecrimrrio i ctiieiiiiasisicieineann
Signature of Student Enbalmer .

‘Licensed Emibalmer No.%. /.22 2,

P. O. Address ...._...................
Note: The above MUST BE SIGNED BY THE LICENSED-EMBALMER in his OWN HANDWRITING. (Fai
to comply with the above constitutes grounds for revocation of license). . t
If embalmed by a STUDENT, he also shall sign ‘in‘his OWN handwriting. )
¢ this body is not embalmed, fact should be so stated above.

t




