THE DIVISSON OF HEALTH OF MISSOURI 15841

Mo. 300
 o.q8 FILED JUN 1 1955  STANDARD CERTIFICATE OF DEATH State File No..
IM BIRTH NO. EE DIST. W(Q z PRIMARY REG. CIST. NO. _,_ﬂ. Registrar's No, .’.gz....‘........»......
! ’ 1. PLACE DFj 2 USUAL RESIDENCE (Where diconsed:livad. 1, ‘;mdludon residence bafore
{ a. COUNTY a. STATE b. COUNTY* adinimion).
. f:f: Missouri
| b. CITY (I outcide corpurats Hmita, writs RURAL aod give c. LENGTH OF || <. CITY T . d. 1s Residence within Lmits of
= [] v ip)| STAY (ig phis place OR Y 4 tgily op Incarporated town?
W8N Hillsboro R R # = TOWN 1411 sboro Mo R G = L =
f d. F#é%P?I_IgME %F (If not in hospital or institution, giva strect address or loeation) . ASDT[?FEESS (1 rural, give Jocation) o= U
- insTitution Home R R #2 Hillsboro Mg R R #2 Hillsboro Mo .
| 3. NAME OF a. (First) b. (Middle) R (Last) 4. DATE (Month)” (Day)  (Yasn)
(Typeor Priney  Baphara Novak DEATH 5. 25 5%
5. SEX / | & COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (In years| o UNDOR 1| YOIR | 7 UNORR u w3,
X WIDOWED, DI\!ORCED {Bpacily) nat birthday) Mnnthn’ Days | Houra | Min.
Female |White Married ] 73 |
10a. USUAL OCCUPATION' e of wor, 10b. KIND OF BLSINESS OR IN- | 11, BIRTHPLACE : . ..
:nmduring mmtofwuﬂun(:lc:':v:nlnl‘!’u'lh:dk) - DUSTRY (City and State or Foreiga Gountry) 12Cg|5“'lz'%¥n°FWHAT
Home Czechoslovakia lo UeSeA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME GF HUSBAND/OR WIFE
hla's : | Unknown ] an Novask Sr,
! I5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT" S SIGNATURE OR NAME ADDRESS
(Yes. no, or unknown) | (If yes, give war or dated of service) NO. )
- : Thomas Novak=1801 Michlgan Ave
18. CAUSE OF DEATH MEDICAL CERTIFICATI :g'?régu gETWE-ET
2 1. DISEASE OR CONDITION . . . DEATH
f - nter ofly onecalsPEr | 1 [RECTLY LEADING TO DEATH® O&qgé ( 2,,05 at M“Mﬂ A ' /
line for (s}, {b), and (c} (2} .
ANTECEDENT CAUSES a . . F ~

*This does not mean
the mode of dying, such | Morbid conditions, if any, gleing DVE TO (b} _Q_.._

o heart fallure, asthenia, | rise to the abose caude () stating
de. It means the dis- the underlying cauae loat. b m 2 6
DUE TO (¢)

ease, injury, or Feil

tion whieh caused deafh, | 11. OTHER SIGNIFICANT CONDITIONS C_ M.-‘ ‘JM;—M

Conditions contributing to the death but not
related to the disease o7 condition cauting death.

19a. DATE OF OPFJROAIN; 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
S T2 K| WO
21a. ACCIDENT {Bpecity} 21b. PLACE OF INJURY (e.g..ilnorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bhome, [arm, fastory, srest, office bldg.. e10.)
HOMICIDE
21d. TIME (Month) {(Day) (Year) (Hour) 21a, INJURY OCCURRED 21f. HOW DID INJURY OCCUR? -

WHILE AT NOT WHILE

INJURY w. | WoRK AT WORK
2. I hereby certify that I atlended the deceased from 1955 That I last 501 the deceased
alive on _ . Iand that death occurred at " from the Enuses and on the dale stated above.
23a. SIGNA' . éDew or title} | 23b, A.DDRESS 23c DATE SIGNED
3258 Kofagy el . 5 1455
24a. BURIAL., CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY ¢/ 24d7 LOCATION (QOity, town, or mty) (B te)

TION, REMOVAL (Spedty)
Burial
DATE REC'D BY LOCAL

R o S

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

May 27, 1955 SS PETER & PAUL CEM| St. Louls Mo

RAR'S SIGNATURE / 4 [ —C[% FUMERAL DIRECTOR™s siaNATURE ADORESS

1l Funeral Home=1926 Allen Ave
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is ‘recorded on the reverse side of this certificate was emba

DY INE, OF DY oottt b s

working under my personal supervision..

Student .oocooveceeii it cttas s asiaraasseanan
Signature of Student Exbalmer

P. O. Address M
/

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 hiss OWN handwriting.

¢ this body is not embalmed, fact should be so stated above. A
.y ~ .




