Y ) THE DIVIION OF FEALTH OF MISSOURI
: STANDARD CERTIFICATE OF DEATH State File No... 22‘;9?

& PHED JUN 21 1958
( éﬂ. NO.__________ REG. DIST. NO. 317 PRIMARY REG. DIST. (O o Registrar's No. ..../ ___"__£ l..........
2 L,pmcg OF DEATH 2. USUAL RESIDENCE (Where 4 d lived. 1If inatiwstion: residence befors

. Mo.300

a. COUNTY W V& a. STATE . counw adzislon.
\Y Mo, e AR

b, CITY (If outeids corpurats timits, write RURAL and give c. LENGTH OF || c. CITY ‘45 3 ¢, I Residence withitn Lmits of

OR . 1 w STRY (o place) OR " a 3
Rq/{d &!ﬁﬂ ZMZ %?’ [V 45 ¥ 1ows Maplewood Lo Ry =

d. ?!‘SLPN'FALI‘.EO%F (If not in hoepital or lostitation, give t sddress or location) . ASDrDRFEEESI:S {If rural, give location)

INSTITUTION  Jewish Sanitaium 7228 Zephyr Pl,
3. NAME QF . (First) (Middle) ¢. (Last) (Moutt)  (Dey)  (Year)

oy MA ?as: A LELDYA N | oo Htie / /66B

5, SEX 6. COLOR OR RACE | 7. #FD%RIE% rle‘}ng IéISRRlED, 8. DATE OF BIRTH 5. :.GE (lnr)n A-; UNDER 1| YEAR | ¥ UNDER M KRS,
A (Bpecify’ 1 ¥, onths | Days | Hours | Min.
. _ Female | White Yarrfed Peb. 12 1891 | "85 | [
10a. USUAL OCCUPATION (Givekindofwork | 10b. KIND OF BUSINESS OR [N- | 11. BIRTHPLACE
dons during most vman;ll(!- 'mu“m) u DUSTRY L{oud State ot Foreiga Country} c 12, CL“%@OFWHAT
Bhoasworkex Shoes 3t. Louis 'S A
13a. FATHER'S NAME 13b.. MOTHER" S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
Pater Kennedy , Mary (unu) | Dr.Louis M.. Feldmam
15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECUR::B’ 17, INFORMANT'S SIGNATURE OR NAME ADDRESS
(Y- m or unknown) | (1f lye wi dat f foe) .
. “mo AT et | 500e16-4062 | Dr.Louis.M. Feldmam 7228 Zephyr Pl,

18. CAUSE OF DEATH MEDICAL CERTIFICATION : INTERVAL BETWEEN

'E,;mom,un,mmw 1. DISEASE OR CONDITION . ONSRY AND DEATH .

Jine for (o), (by. and (¢ | CIRECTLY LEADING TO DEATH" (5) . -
| oo Lrahodsa tecclli,: | 15 puony

the mode of dping, such | Adorbid conditions, if any, piving DUE TO (b) —r——.,‘,’ - VW

as heart faflure, asthenia, | ise o the above cause (o) stating
the underlying cause last.

ete. It meana the dis-

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

ease, injury, of complicg- ; DUE TO {¢)
tion whicth caused decth. | 11. OTHER SIGNIFICANT CONDITIONS
’ Conditions contributing to the death bul st *
reloted to the diseasr or condition causing dealh. / 5 % X
15a. DATE OF QPERA- | 19b. MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
TION ~
—nie o | ves[] wo [

21a. ACCIDENT (Bpecify) 21b. PLACEOF INJURY (e.g..norabot | 2lc. (CITY, TOWHN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE home, farm, fastory, strest, office bldy.,e%a.)

HOMICIDE . .
219. TIME (Month} (Day) (Year) (Hour} 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?T

WHILEAT[] NOT WHILE
INJURY - =™ | WORK AT WORK

2. [ hereby certy tha.t I attended the deceased from _\LL 1 , to _..éi.’_ﬁ........_, 19[%_, that I last saw the deceased

‘alive on ___L_, I.BA.SZ:, ond thatl death occurred al ~m., from the causes and on the dale stated above
23a. NATURE . (nm or title) T)zab ADDRESS . DATE SIGNED
nzudﬂshﬁ!la}.ﬁcama- 24b. DATE : 2e. NAME CF CEMETERY OR CREMATORY Zld LOCATION (Clty, town, or county) 4 (Stutu)

. (Bpecty) ;
Buriad .. 6/4/56 Memorial Park Cemstery St.Louias County Mo,
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE 25, FUNERAL DIRECTOR'S S1GNATURE ADDRESS

RES. });D '

(-2~4C Sullivan'sg 2849 No.Buclid Ave,

{xatement on Reverse Side)




ASTATEMENT BY LICENSED EMBALMER

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

by me, or by .............. M et eemeenecceeeeaterasssaceoeancasans , Student Embalmer No,.............

working under my personal supervision,.

Student..... e e eiaaesecerEesoieiansneesazesresanetsenar Signed...
Signature of Student Embalmer

Licensed Embal N&fO 7

P. O. Address

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),

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

T4 this body is not embalmed, fact should be sc stated above.

-




