Mo . 300
10.48

WRITE PLAINLY—USING UNFADING BLACK INK--MAEKE A PERMANENT RECORD

FILED FEB 2 - 1355

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. 3 18 PRIMARY REG. DIST. NO. 1003

State File No

. BIRTH NO. Registrar's Na,
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where descased lived. If iastitytion: remidence before
a. COUNTY a. STATE b. COUNTY adinkwion).
MISSOURT e
b. CITY (it outcide corpurnte limits, write RURAL and give e. LENGTH OF || c. CITY 4. 10 Residence within Limita of
OR township}] STAY (in this place} QR » eily or_incorporated town?
rown ST, LOUI3 ToaN ST, LOUIS i e D

HOSPITAL OR

d. FULL NAME OF (If not in hospital or inatitution, give street address or locatlon)

3 STREET

(I rural, give location)

alive on

dyﬁgf f

A 25 and that death oceurred at

Rertohon 1,558 CLAYTON AVE, / [97¥'9 4558 CLAYTON AVE.
3. NAME OF a. (Finy) b. (Middle) o (Lost) LOAE  (Maw) (Dep)  (Yea
(Typeor Printy  SELMA HOLLANDER oEATH JAN. 4,1955:
5. SEX 6. COLOR QR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| IF UNDER | nu F UKDER H MRS
/ . RCED (epuaitsy “Iaat birthday) Moau-l Hours | Min.
Female White oct, 2 2 _10
10a. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR IN- [ 11. BIRTHPLACE . N . 12. CI
dope during mogt of wor n‘lﬂu..:tn‘:.f rﬂ;—rrd) DUSTRY {City and State cr Foreign Countrv} CSU‘H%E’:’?FWAT
ome Germany- U.S5.A.
13a. FATHER'S NAME 13b. MOTHER™S MAIDEN NAME 14. NAME OF HUSBAND OR ¥IFE
Mathias Loewe Emma Eriic :
I5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SCCIAL SECURITY | 17. INFORMANT'™S SIGNATURE OR NAME ADDRESS
{Yes. 0o, orﬁkno-n) I {If yea, give war ar dates of service} NO.
. Unknown runc Hollander §558 Clayton Ave,
18. CAUSE OF DEATH MEDICAL CERTIFICATION : INTERVAI BETWEEN
| Enter only onecauseper | |- DISEASE OR CONDITION z * ONSET AND DEATH
line for (8), (b), and (¢} DIRECTLY LEADING TO DEATH (a) 7 P —Bm—
*This doey mot mean ANTECEDENT CAUSES No”&
the mode of dying, such | Mortid conditions, if any, giving DUE TO (b
as heast failure, asthenia, | rite to the above cause (a ) stating
ele. It means the dis- the underlying cause last. \
ease, infury, or complica- DUE TO ()
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS / ﬁ / 3
- Conditiont contributing o the death but wtof H / s /
relaied to the dizease or condition causing death < 35 47 f.s /V(.’ -~ //”? ol o]
19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION ) ¥
, / S 3X ves L wo [
21a. ACCIDENT {Specily} 215. PLACEOF tNJURY (s.2..inorsbent | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
. SUICIDE homs, farm, factory, street, offioe bldg..et0.)
- HOMICIDE :
21d. TIME (Month) (Day) (Ysar) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
OF WHILEAT[~] NOT WHILE
INJURY = | “WoRK AT WORK o,
2. I kereby tlended Q\e deceased from __IQL_JIO _’Li 19é§ that I last saw the deceated

m., from the causes and on the dale slaled abore.

23a. SIGNAW é

23b. ADDRESS

(Degrae or titla

453547V’6€k54449

?A; IGNED

24a. BURITAL, CREF!A
TIOY, REMOVAL

enova.

Z4b DAT]

1/7/55

ﬂ |

24c. NAME OF CEMETERY OR CREMATORY
Mt.Sinai Cemeterv

St.

Louis Co,

. LOCATION (City, town, ¢r county)

(Smte)

Missguri

DATE REC'D BY LOCAL
REG

AN g 1955

RES :ST

_.‘ e o d,

R'S SIGNATURE/

i/ ,‘, A

22 NS

{Licensed Embalmet's Statement on Reverse Side)

25. FUNERAL DIRECTOR'S SIGMATURE

'HERMAN RINDSKOPF INC.5216 DE

"ADDRESS



STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embs
by me, OF By L e e , Student Embalmer No,...........

working under my personal supervision..

£ AT s =0 | A S Signed...... .

Signature of Student Embalmer

Licensed Embalmer No._ ,;Xj'

P. O. Address .......................
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fa
to comply with the above constitutes grounds for revocation of license}.
If embalmed by a STUDENT, he also shall sign in his QWN handwntmg Co - |
I¥ this body is not embalnied, fact should be so stated above. . i




