300

PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD,

WRITLE

E DIVIHION OF AEALIR U MISSUURI
STANDARD CERTIFICATE OF DEATH

_3_-1_8__anmv REG. DIST. NO. 1003

FILED APR 6- 1956

11665

State File Novwii s

3107

: Jan Zoochowski

15. WAS DECEASED EVER IN U.S, ARMED FORCES?

{Yes.no.orunknown} | (If yes, give war or dates of service)

'BIRTH NO. REG. DiST. NO. Hegistrar's No
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived, I Institution: residence before
a. COUNTY a. STATE b. COUNTY sdinizslon?.
Mo .
b. CITY (If outride corpurats Umits, writa RURAL sod cive ¢. LENGTH OF e. CITY 4. In Residence within lmits of
OR township)| STAY (io this place OR eity or | ted *
TOWN 5t Louis Mo ™ " ~ TOWN 3t Louis e g 13'"“5
d. FH!._SLP?J_I._AAL]I_EO%F {If pot ia hospdeal o7 inathution, give streat address o7 location) ASI' Ré'ZEESI;; (1! rucal, give location) g ; 7 I-O
INSTITUTION 1604 N 17th Str. 1604 N 17th Str.
3. NAME OF . (First b. (Middle} c. {Last)
DECEASED o (First) ¢ 4. DATE {Month)  (Day) (Year)
(Typeor Print) FTank Francigzek Zochowski veatH = 0=27-D6
5. SEX {4 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (Io yesrs] IF UNDER 1 YEAR | IF noer 4 Wms.
WIDOWED, DIVORCED (8pecify, last birthday) Monlhi' Days | Houms | Min,
Male Whi te Married 6-20-85 5 I
10a. USUAL OCCUPATION {(Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . . . 1 12, CITIZEN
done during moat of working U.!n.n:'lnll :etl‘r:;) o {City and State c; Foreign Countrv) lf’l UNTR ?OFWHAT
Penalon Railroad Poland \E=E ) (A
138, FATHER™S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Maryann Zochowwski

No No

Sophie Zochowski

18. CAUSE OF DEATH
1. DISEASE OR CONDITION

. Enter only onemuseper
line for (a), (b}, and (¢} DIRECTLY LEADING TO DEA“-!‘(,}]

16 Socl BRI | Yirs Sophie Zochowski teoa N AR
MEDICAL CERTIFICATION ' Ig;gginﬁgitggriu
CALDIAC DILATATUIN ‘ S

ANTECEDENT CAUSES
Morbid conditions, if any, gising DUE TO (b)

*This does not mean
the mode of dying, such

CHRoNIC  MYOCARDITIS 3 YEABS

rise to.the above cause (a) stating

o8 heart failure, iz,
eart failtire, asthenia , the underlying cause last.

ete. ft means the, dis-

A RTERIVSCLERDSIS 34 /THg

case, injury, or complica- DUE TO (¢}
tion which cauzed death, | 11. OTHER SIGNIFICANT CONDITIONS

.. Conditions contributing to the death but not
related to the dizeate or condition causing death.

19a. DATE OF OP‘IE':FO’N 15, MAJOR FINDINGS OF OPERATION ) ' 20. AUTOPSY?
. )
422 ves 1 wo [
21a. ACCIDENT {Bpecify) 21b, PLACE QOF INJURY {e.g.. lnerabeut | 2Ic. {CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE : bome, tarm, tastory, street, office bldg.,et0.}
. HOMICIDE -
2td. TIME (Meonth) (Day) {(Year) (Hour) 2le. INJURY QCCURRED | 21f, HOW DID INJURY OCCUR?
WHILE AT} NOT WHILE
|NJURY . ' . WORK AT WORK

2.1 hereby cerlify that I attended !he deceased from ﬂi:?ia
alive on’ - ?[19 , and that death occurred al iel)

o _ﬁ.ﬂm, 19_.£b, that I last saw the deceased

., from the causes and on the dale staled above.

23b. ADDRESS 2 a 23c. DATE SIGNED

m.smagnsf ;;, 2 @ 2 fnega%ﬂe)e

24a, BURIAL, CREMA- | 24b, DATE l 242.
urisl

NAME OF CEMETERY OR CREMATORY -
A~ Calvary Cemetery

152 8 o 3-2 §-86
24d. LOCATION (Oity, town, or county) (State)
3t Louis Mo

TIQN, REMOVAL (8pecity) 5/30 /56

DATE REC'D BY LOCAL | R
REG

25. )
A%@ALﬂentral Und Co 1841 Cass ave )

FUNERAL DIRECTOR'S SIGNATURE ADDRESS

_MAR 281956 |

(Licersed Embalmer’s Staternent on Reverse Side}




STATEMENT BY LICENSED EMBALMER

|
?

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

working under my personal supervision..

Student ...z .
Signature of Student Enmbalmer .

Licensed Embalmer No...ga.
P. O. AddressMéﬂ:’,.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
to comply with the abave constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

1¥ this body is not embalmed, fact should be so stated above.




