ealth,
Welfare
ublig
ervice

All diseases in Port | must be causally related.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District NOL e

FILED MAR 10 1G58Gweror swict e

29007167

STATE FILE NUMBER

— Registruraﬁ-,..l

¥. PLACE OF DEATH - 2. USUAL RESIDENCE (Where deceosed lived. [f institution: Residengé before
a. COUNIY STATE  Misspurd b COUNTY odmfsion}
b. CIOTRY (if outside corporate limits, give TOWNSHIP only) inside Limits c. C|UTY Inside Limits
R
TOWN St.Louls Yes [} Mo [] TOWN St.Louis Yes[X] No[]
c. Egg.Fi’_rFlAlf_d\E OF (4 NOT in hospital, give locatien} | Length of stay in Th d. STREET {If outside, give location) Reside on Farm
A ADDRESS
3  lenrorkiroute City Hospitel| L yrs. SOLB So. 37th St. Yes [ No[X)
3. N{\ME OF DEEEASED First Middie Last 4. DATE Month Doy Year
{Type or print OF 5
Solomon Fe Haddad DEATH February 16, 1959

5. SEX 6. COLOR OR RACE| 7.

MARRIED[ | NEVER MARRIED[ ]

USE ONLY BLACK INK DR RIBBON TYPEWRITE IF POSSIBLE

Male Pl White wioowen %] 1 oivorceo[]

8. DATE OF BIRTH 9. AGE (In years JFUNDER 1 YEAR| [F UNDER 24 HRS.

ﬂ h?hduy}

Months l Days Hours ] Min,

About 1887

100, USUAL OCCUPATION (Giva kind of work done | 10b. KIND OF BUSINESS OR

11. BIRTHPLACE (City and state or country} g 12. CITIZEN OF WHAT COUNTRY?

during mgst of working life, gven if retired) INDUSTRY
Bhemployed Syria UeSe
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Fred Haddad Shane _lUnknown Hazie
15. WAS DECEASED EVER IN U. $. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
(Yos, no, orynkngwn}| (14 , g dat, f ice) l am ﬁ
s, no, &nq n yos, give wor or &3 OF service, U m J B_ie h*m. 50,48 &. 7th Sh‘

PART I. DEATH WAS CAUSED BY:

18. CAUSE OF DEATH (Enter only one cuuse@lne for {a), (b), and {c).)
IMMEDIATE CAUSE {o)

INTERVAL BETWEEN
ONSET AND DEATH

of Jceli L

Conditions, if any,

-

AL

which gave rise to
cbave ccuse (a),
stating the under-
lying cause lost.

DUE TO (c)

BUE T (Waﬂ .e,&(_ m

}53.9 /

PART Il. CTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATM not related to the terminal diseasze condition given in PART | (a)

19. WAS AUTOPSY
PERFORMED? o
YES[] NO

ACCIDENT SUICIDE HOMICIDE

t O |

20a.

20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART I or PART Il of item 18.)

2c. TIME OF Hour Month, Doy, Year

INJURY a.m.
p.m.

MEDICAL CERTIFICATION

20d. INJURY OCCURRED
WHILE AT NOT WHILE )

20e. PLACE OF INJURY {e.g., inor abouthome,
farm, foctory, street, affice bldg., ete.)

20f. CITY, TOWN, OR LOCATION COUNTY STATE

WORK AT WORK
| attended the deceased from

olive on

f)i; ,‘2

and last suwt

m on the date stated above; and to the best of my knowledge, from the couses siated.
P,

e of gz 2

22b. ADDRESS

nor-llar l

22¢. DATE SIGNED

/5.

. BURIAL, CREMATION,
REMOY AL (Spacify)

21
Deoth occurred at
b. DATE
-‘5

23c. NAME OF CEMETERY OR CREMATORY

23d. LOCATION {Ciry, town, or county) (S‘lch)

Sapulpe,Okla,

24. FUNERAL DIRECTOR ADDRESS

Albert H.Hoppe,l700 Washingbon Blvd,

25. DATE RECD. BY LOCAL REG.

26. REGIAT 'S SIGNATURE j

FEB 1659

{Licensed Embolmer’s Sictement on Reversa Sids)

1
%ﬁ Vil




k - PR
t
- * ". o -~
STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
BY M, O DY oottt e s e ssanaans ., Student Embalmer No. ...................

-----------------------------------------------------------------------

Signature of Student Embalmer

Licensed Embalmer No... . #=7.%, e

P. O. Address..,.add. .. A TaeAD:.

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.

» -

"




