. N§.300

10.48

WRITE PLAINLY—USING UNFADING BLACK INK—MAEKE A PERMANENT RECORD R}b

FILED NOV 10 1955

IBIRTH NO.

REG. DIST. NO. ;Sl k

THE DIVIMOUN OF FBEALIN U MiaUUJURI ~ "

STANDARD CERTIFICATE OF DEATH

St File No.uooimriminssoississsssin

f
PRIMARY REG. DIST. nosé;‘_. Registrar's Hcholu

1. PLACE OF DEATH
a. COUNTY
St.Lo

2. USUAL RESIDENCE (Where decassed lved. If lostitution: residance befors

RAL and give
township)

¢. LENGTH OF

b. CITY (1 outalde
OR place

TOWN

)]

a. STATE b. COUNTY f L a adiiiglon).
. 013_
D EHTR'D

| ted fown?
% Injversity City

d. FULL NAME OF ) . STREET (11 rural. mive location)
HOSPITAL WM * ADDRESS T Ee e
INSTITUTION 24 Kingsland
3. NAME OF -+ a. (First) b. (Middle) ¢. (Last)
DECEASED 4. DATE (Month)  (Day)  (Year)
{ Type or Print) SAM CARAFTOI, DEATH QOpt ,27.1955
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, £} | 8. DATE OF BIRTH 9. AGE (In years| IF ONDER § TEAR | O GobER & WAF,
. . WIDOWED, DIVORCED (Bpec; I-Bt blg:gr) Monthe | Days | Hours | Min,
Wid. (unk) a 7 |

10a. USUAL OCCUPATION (Give kind of work
dona during most of workiog life, sven if retired)

10b. KIND OF BUSINESS OR_IN- | 11, BIRTHPLACE
N DUSTRY

(City aad State or Forsign Cnunny)ﬂ b ‘2-C8|TIZEN?FWHAT

Bur, -110/30/55 B'na i Amo

Cutter Womems Garm.Manf. USSR
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME - 14. NAME OF HUSBAND’OR WIFE
Jose c i Edith Buch Sadie
15, WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SQCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
(Yos, 80, or unknown} | (If yes, #ive war or dates of service) NO,
No L98-07- ! C McFPherson
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL EETWEEN
 Enter only oneceuseper | |, DISEASE OR CONDITION _ ONSET AND DEATH
Tine for (s}, (b), and (c) DIRECTLY LEADING TO DEATH*(5y _TInknovwn natural causes AAA é A
*This does not mean ANTECEDENT CAUSES
the mode of dying, such | Morbid conditions, if ang, giring DUE TC (0)
a# bearl fallure, asthenio, | Tise fo the above couse (a) stating
ee. It meana the dis- the underlying cauae last.
ease, injury, or complica- DUE TO (¢)
tion which caused death, | 1). OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death but not h
related to the disease or condition causzing death. T
1%a. DATE OF OPFI%FK 19, MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
29427 ves ] &
21a. ACCIDENT {Bpucity) 21b, PLACE OF INJURY te.g. inorabost | 21¢. (CITY, TOWN, OR TOWNSHIF) (COUNTY) (STATE)
SUICIDE homa, farm, factory, street, offios bldy., eta.)
HOMICIDE
2id. TIME (Mouth) (Day) (Yer) (Hour 2le, INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
WHILE AT[—] NOT WHILE
INJURY m | "Work L) 'ATwomK
22, ] hereby certify that I attended the deceased from ., 18 lo , 18, that I lasl saw the deceased
aliveon - 19____, and tha! death occurred al _LI_‘ﬂm., from the causes and on the dale slaled above.
23, SIGNATU or litl% 23p, ADDRESS 23c. DATE SIGNED
Herbert H.Domke, if.D.,Local Registrar 651 S.Brentwood Blvd. l//- ﬁ- ﬁ
24a. BURIAL. CREMA- | 24b, DATE 24c. NAME OF CEMETERY OR CREMATORY 24d, LOCATION (City, town, or county) (5iate)
TION, REMOVAL (Bpedity) :

DAT ‘D BY LOCAL leﬁﬂ:s SlGNATy
A x

0 z .{ EG.
censed Embal

~ -

na Undversity ity Mo
25. FUNERAL DIRECTOR'S SIGNATURE A ’
). Berger Memorial 4715 McFherson

tatement on Reverse Side)
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sSTATEMENT BY LICENSED EMBALMER

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

DY MIE, OF BY Lottt ittt ciieraiatcsnsne s ataseanaatasassanananaas teaanann » Student Embalmer No.

working under my personal supervision..

Student......cocveeimcinrnociei e iiaaiaan.
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fail

to comply with the above constitutes grounds for revocation of license).
A If embalmed by a STUDENT, he also shall sign in his OWN handwntmg. -
¥ this body is not embalmed, fact should be so stated above,

H

~




