LIV WWTREE, Wi AT Waw T

Ith, THE DiI¥ISION OF HEALTH OF MISSOURI R 58:011_28-&) ______

W AILED MAR 19 1958 STANDARD CERTIFICATE OF DEATH SE FLE N
bii
rvi:c I Registration District NcL-____,,N..“..M,~3_18P7ri_mury Registration District N°-."1 P —ererm. Registrar’s No 4@_-_-__
| |
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
a. COUNTY STATE Mo b. COUNTY ud;u!mon)
57 o b, CIOTRY {If outside corporate limits, give TOWNSHIP only) Inside Limits [ CgRY thside Limits
o St. Louis Yes [] No[] o St. Louls Yor[] MNe []
c- }F-:'lgLF%I NAME OF (1f NOT in hospital, give location) | Length of stay in Tb STR%ET (If outside, give location) Reside on Farm
// |N5§r|TLerlio%R Desloge HOSPital &l 7¢DD E554519 Flora Ave, Yes [] Ne[]
| |
3. NAME OF DECEASED First Middle " Last 4. DATE Month Doy Year
(Typa or print) OF
FLORA ANASTASOFF DEATH Mar. 1 1958
5. SEX /| 6 COLORORRACEf 7., araflen 50 NEVER MARRIED[] 8. DATE OF BIRTH 9. AEI-E (In i ::Jn':ﬁﬂt‘;:’:“ '::::DER 2:‘ ::.“
Female White wooweo[ ] owvorcen(J| Aug. 15,1882 Vi |
108, USUAL OCCUPATION (Giva kind of work done | 105. KIND OF BUSINESS GR 11. BIRTHPLACE {City ond state or eountry) B[ 12 cImizEN OF WHAT COUNTRY?
working life, wven if retired) IN TR . .
HEOBEWSTK X¥"Home Macedonia Macedonia
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Don Doneff Unknown James Anastasoff
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO.[ 17. INFORMANT Address
(Yes, or unk. If you, give or dates of service) - -
Ry & kel vor aive s deres None Louis Anastasoff 4519 Flora Ave,
18. CAUSE OF DEATHAE!‘"H only one caouse per line for (o}, (b), and (:) ) INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: . ONSET AND DEATH
IMMEDIATE CAUSE (q) Mom,e, . A2 o
. 74
lear? SHagee — %
which gave rise to 7 hd

abova cause {(a),
stating the under-

Conditions, if any, } DUE TO .([,)

DUE TO (¢) ¥20.0

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

z lylng ceouse last.
g PART Il. OTHER SIGNIFICANT COMDITIGNS CONTRIBUTING TO DEATH but not related to the terminel disease conditlon given in PART I (a) 19. weg;ug&ggﬁ'
| ?
[*]
g _ (;W _sovntiglus and Nlor Ta Il &g wol)
1 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.) - ;
'Y
: 0 & O
U| 2¢. TIME OF ,Hour .Month, Day, Year
o INJURY  am.
Ed p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, foctory, street, office bidg., etc.)
WORK AT WORK

21. | attended the deceased from . %F dg .o 3 ~{- 5 2 and last Saw P aliveen __ 2.~ Z2y-s58
Duwath occurred ot H m on the dote stated above; ond to the best of my knowledge, from the causes stated.
22c. QATE SIGNED

22a. SIGNATURE {Degree or ?nl.) O | 22b. ADDRESS .
&MK ot ) WD TS 00 Dewsnshie 33 -8

T3e. BURIAL, CREMATION, | 23b. DATE 23¢. NAME OF CEHETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State)

REMOVAT™ |Mar.4,1958 |Memorial Fark Cemeterly ,St. Louis Lo. Mo,

24. FUNERAL DIRECTOR ADDRESS 28, DATE RECD. BY LOCAL REG. REG|SIRAR'S JGNATU

Krisgshauser 4228 S Kingshighway 4#R3 "8 oy

IL§ 4 Embalmer’s S ont Revetss Side} %ﬂ

All diseoses in Port | must be cousally related.




- o . . . ™

STATEMENT BY LICENSED EMBALMER

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

»
DY M, OF BY ittt irrr e s crsercneererer e rre e e s e s e s s st e e s ae s ., Student Embalmer No. ......cc.cvvnvmenns |

wotking under my personal supervision.

STUAENE «ovveerrerrereereersrsasseesesssssesessesessreensonas Signed fmd %é ...............

Signature of Student Embalmer
Licensed Embalmer No}fm ......

P. O. Address s# 2@ bkl At

) Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).
. If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above,

1 -




