. Health,
& Welfare
. Public
h Service

5. 300
. 157

. USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Doctor, coronar, stc. must use only standard nomanclature in item 18. No symptoms will be listed.

All dissases in Port 1 must be cousally related.

-ALED OCT 25 957

Registration District No..

THE DIVISION OF HEALTH OF MISSOUR|

STANDARD ICATE OF DEATH

Primary Ruglsnahon Dlsm:t Ne.

37267

STATE FILE NUMBER

1003

Registrar's N

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where daceoud lived. Hf |nsﬁ!ution:-Reside_pc; beforo
a. COUNTY STATE M . COUNTY admizsion)
O %
b. C|OTY [bf outside corporate blimits, give TOWNSHIP only) . | Inside Limits €. CgRY . Inside Limits
R
TOWN Yos [] No (] TOWN St .Louig Yes[ ] No |:]
c. FgLFI..nNAtiEog OT in l:ospnul we location} | Length of stay in 1b d STDRD%ET (If cutsida, give location) Reside on Form .
HOSPITA A ESS
/ & WsTITUTION EWH’/\ S A /ff K 3949 Forest Park Blvd, Yes [ N[O
3. NAME OF DECEASED First ¥ —ﬂdl. Last 4. DATE Month Doy Yaar
{Type or print) - e OF
T ] feane DEATH  getober 2,1957
5. SEX . 6. COLOR OR RACE| 7. 8. DATE OF BIRT 9. AGE (1 s BF UNDER 1 YEAR| IF UNDER 24 HRS.
C MARRIEDD HEVER MARR!EDD last (blr:fl,;::y) Months | Days Howrs Min.
wioogeofd  pivorceo(]) Oet, 22,1894 62 I
100. USUAL OCCUPATION (Give kind of work dons | 10b. KD OF BUSINESS OR 11. BIRTHPLACE (City ond stute or country) / 12. CITIZEN OF WHAT COUNTRY?
during most of working lifa, aven if ratired INDUSTé -
Distributor- Salvation Army Center _Bew York U.S.A.
13o. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H_USBAND‘ OR WIFE
Unknown Unknown Unknown
15. WAS DECEASED EVER IN U. $. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
{Yes, no, or wn}| {If yes, give wor or dates of service} .
ﬂ'kﬁlowh ¢ Unknown Jewish Hospital Records

18. CAUSE OF DEATH (Enter only one cause per
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

line for {a), (b), und {c).)

l/l.d c/[C

INTERYAL BETWEEN
ONSET AND DEATH

Condltiens, If any,

DUE TO (b} VM:‘-M DBALWV\M 'A"’Wk I\U/VH '

which gave rise to
above cause {a},
stating the under-
DUE TO (<)

/43K

Death occurred ot

I attended the deceased from @-_15 L 2.3, (ﬁS‘? Yoty inth, s &t%m
) L fas

on the dafe stated cbo 2 and 1o the best of my knowledge, from the causes stat

=z lying cause lost,
_.9_ - PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the rerminal disscse condition glven in PART I (o) 19. WAS AUTOPSY
S ' PERFORMED? .9_
r 1 YES{] NO E
2| 2. ACCIDENT "SUICIDE - HQMICIDE 2b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART I of itam 18.)
w
8 o o O
‘:’ 200c. TIME OF .Hour Month, Day, Yeor
o JURY  a.m.
£ p.m. o
20d. INJURY OCCURRED 2e. PLACE OF INJURY (e.g., inor cbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D form, foctory, strest, office bldg., etc.)
WORK AT WORK .
2. |r.|st taw o ulwlon OC f , [ q l“-"'

1

22a. SIGNATURE s

OLoanon V-UJM

{Dagres or title)

¢ -0,

22b. ADDRESS

dﬁ.’l—;. Sg: E;‘:“.?

230, BURIAL, CREMATION, | 23b. DATE

REMOVAL (Sp.:ily) /0 ’_}/"J-7

23c. NAME OF CEMETERY OR CREMATORY

Anatomical Board

3d.

LOCATION (City, town, or county}

St. Louis, Mo.

(State)

ROwFANa=KT5r Mortuary SEP6Yce :

25 DATEﬁEf. T TCS.?EG

EGISTRAR'S SIGNATUR,

St. Louis 10, Mo,

{Licensed Embalmer’s Stotement o Reverse Side}

AT R XA
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© .7 STATEMENT BY LICENSED EMBALMER |

1
v

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

by me, ot BY e e aaan e S A AT Stud
B

working under my personal supervision.

. h N ) -
T Y . B B . ‘1,._ )

e ' A - * 4 Licensed Embalmer
: ' ' v - P.O. Address/&

' Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Fal/
to comply with the above constitutes grounds for revocation of license). - .. . :
R RN § 3 embalmed by ‘a STUDENT, he also Shall. s1gn in his OWN handwntmg St

.'If this body is not. embalmed,,fact should be so stated above it -0 i; R AP

* -

T b Tt L Lo, RN : o . oL L. LA e,




