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Peter Dyagovich Anna Broats 0
15. WAS DECEASED EVER IN U, 5, ARMED FORCES? 16. SOCIAL SECURITY NO,| 17. INFORMANT Address
(Yes, no, o neywn)| (1 yes, give war or dates of servics) i
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18. CIGEE OF DEATH {Enter only one
DEATH WAS CAUSED

IMMEDIATE CAUSE (o

PART I

Conditiens, 1§ sny,
which gave rise 1o
chove causs ({a],
stating the under-

!

DUE TO (b

se per line for (o)

, {b), and (c).) !

INTERVAL BETWEEN
ONSET AND DEATH

{1y,

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

e

z lying couse last. DUE TO (¢}
= PART@. OTHER SIGHIFICANT OONDITIDNS CONTRIB EATH but not r.lmé‘t:a wrminal diseose condition given in PART 'S 1%. geg:ggﬁgg;
-
T Q\A&&Gu/\ 5 \2.0.4 '+", nlpe 0‘9{“’ YES[ ] NO
2| 20a. ACCIDENT SUICIDE HOMICIDE 20b DESCREBE HA¥ INJURY OCCURRED. (Entef naturs of injury fn PART | or PART 1l of item 18.}
w
o ] i O
&1 20c. TIME OF _Hour  Month, Day, Year
a INJURY o.m.
L3 p.m.
204. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
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7/8/58

24. FUNERAL DIRECTOR

oydell Funeral Home 1926 Allen
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23c. NAME QF CEMETERY OR 6REM&TORY 23d. LOCATION (City, town, or county)
Regurreot Cemote St Louls County lio
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STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
by me, or by .» Student Embalmer No.......... eerraeren |

working under my personal supervision.

Student .coovviiii s s e srereaas
Signature of Student Embalimer

mbalmer No.%g voefe
P. O. AddressZZﬁtmé...

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). ... i
If embalmed by a STUDENT;- he alsé shall sign’in his' OWN handwriting. .~ - ot
If this body is not embalmed, fact should be so stated above.
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