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THE CIVISION,OF HEALTH OF MI5S0URI

STANDARD CERTIFICATE OF DEATH

58—-042323

STATE FILE NUMBER

3 18 Primary Reglsnchon District No.._ 100.3 eeroems s Ruglstrur s No. No

9569

(Y-mr unknqwn)l {If yes, ﬁo‘qwix dates of service)
W=

490033184

- 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
a. COUNTY o. STATE MTSSQURL b. COUNTY udm--?n
CITY {If outside comporate limirs, give TOWNSHIP only) Inside Limits . CIOTRY Inside Limits
TomQ15 N.GRAMD ST.LOUIS, MQ, [rfg®OI rowm ST. LOUIS Yes ] No (]
FULL MAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET {If outside, give location) Reside on Form
DRE .
A O} T  ADL: HOS PITAL 50 Days 2 0¥ 25204 ELLIOTT AVE Yes [ No [
3. FrAME OF DECEASED First Middle Last 4. DATE Month Day Year
ype or print . - oF
) FRANK ) STUBITS 5O 10~ 4- 58 ?
]
5. SEX 6. COLOROR RACE| 7. . corenP never maRrtED ] 8. DATE OF BIRTH 9. AGE {In yaors JF UNDER | YEAR} IF UNDER 74 HRS.
IPEAIJE O l!n_IITE WIDOWED ; DIVORCEDD 10—2-l3 ll.B" birthday) | Months | Days Haurs [ Min.
100, USUAL OCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
during most of workin ||Fl avan if retired) Y, .
MAT NTENANCE UNRRCEHY ST. LOUIS, MISSOURI & |U.S.A.
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
FRANK J, STUBITS SR MARY SCHWARTZ _ RUBY M. STUBITS
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Addreas

VAH RECORDS 915 N.GRAND ST.LOUIS,MO.

MEDICAL CERTIFICATION

18. CAUSE OF DEATH (Enter only one cause per line for {a), (k}, and {¢).} INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: gN E]’ AN DEATH
IMMEDIATE CAUSE (a) CARDIAC FAILURE LTI
Conditions, if any, DUE TO (b) SEVERE DEBILITATION 3 MOI'lthS
which gave rise to
nhov'- caovse (&), }
bving Scovee- s, _DUE T0 (o)  METASTATIC CARCINGHA COF THE BIADDER 6 Months
PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING T DEATH but not related to the terminal disease condition glvan in PART 1 {0} 19. WAS AUTOPSY
A PERFORM%] i
YES[] NO
200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART I or PART Il of item 18.)
O O =
20c. TIME QF .Hour Maonth, Day, Yeor
INJURY a.m.
p.m.
20d. INJURY OCCURRED e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, street, office bldg., e1c.)
WaRK AT WORK .
L/
21/?0”:!!634 the deceased from 8/15/58 . to 10—!4.— 58 and last saw %v- on lO—L—58
Death occurred at 11 20 PM' m on the dats stoted above; and 1o the best of my knowledge, from the couses siated.
22a. SI egres or title) 22b, ADDRESS NED
M MW}UW  J7 0. | WSS w.cran sT.1o0uIs Mo 615K

23a. BURIAL, CREMATIO?‘-—;‘JI; DATE

“ﬁ"”“" (si-c-m

10-8-58

23e. NAME OF CEMETERY OR CREMATORY

Calvary (‘emetery

234, LOCATION (Ciry, town, or county)

{State)

H

24. FUNERAL DIRECTOR

srrigan-Sheahgn 1700 Washington Blwd.

ADDRESS

0CT b

25. DATE RECD. BY LOCAL REG.

28
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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

o BY ME, OF DY o rea s et bt et s e rrnan e s e tra s n e reat .» Student Embalmer No. ...............ve..

working under-my personal supervision.

Student ..ocoviiiiiii e e N

v

- = . ‘; [ . . - . )

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.

TRy




