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7 eTC, MUST USY DNy STONIOTT NOMBICIarore 111 iTem (8. Mo symploms will be lisfad,
USE ONLY BLACK INK OR RIBBON TYPEWRITE {F POSSIBLEc,

All diseases in Part | must be cousally related.
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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.

_________ 23

STATE Fi

010356
2“ 2%

Reglstr

!HED APR 6 1959gis!ren‘un District Mo,

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived.

I If institution: Rcsldenc before
a. COUNTY a. STATE b. COUNTY mi ssi
- st .LO g. ;f
b. CE)TY (If ouglde li_ rporate limits, give TOWNSHIP anly} Inside Limits c. C(IDTY Inside Limits
ouls R
TOWN bt Yoo Bl no TOWN__ {Iniversity City Yo 1 N
c. FULL NAME OF (Jf NO hospital, give locatien) ¢ thof stay in 1b d. STREET 14 gwa location) Resid F
fosPiTaL or ' Jewhsh HOS S°Po L7' ek Appress©322 Ca atfile ‘ Y“' Rl
0 _INSTITUTION es[] Ne [
3. HAME OF DECEASED Fire* Middle Last 4. DATE Month Day Year
(Type or print} OF
MEYER: GOODMAN DEATH a16,1958
5. SEX 6. COLOR OR RACE| 7. MARRIED@N‘VER marRIED] 8. DATE OF BIRTH 9. AGE {in yuars IF UNDER | YEAR| IF UNDER 24 HRS.
o] M birthday) | Months | Days Hours Min.
Male White woowen(]  oivorcen[ ]| June 15,1882 7
10a. USUAL OCCUPATloN {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
c[unng mo lwn king life, avan if retired) INDUSTRY . . d
Mere! Russia USA
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
c Jacob Goodman Basha (unk) Fdith
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address

(Yex, pg, or unknown)| (I yes, give wor or dates of sarvice)
)t Unk, EBith Goodman 6322 Cabanne
18. CAUSE OF DEATH (Enter only one cause per line for (a), (b}, and {(c).) INTERVAL BETWEEN
PART |. DEATH WaAS CAUSED BY: 0§5i|' AND DEATH
IMMEDIATE CAUSE (a) Sh ocC t oURS
Conditions, i any, . DUE TQ (b) B IZOC“\OG:Q & s Cﬂ RCradpg A G MDAH‘I‘
which gave rise to L hd -
gbove couse {a),
stating the under- } /é(z, /
z lying ¢awse last. DUE TO (<)
= PART Il. OTHER SEGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related ta the terminal diseste condition givan in PART | (a) 19. WAS AUTOPSY
b PERFORMED?
2 YES[] NO IZf 2
w1 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |) of item 18.)
w
© Q d g
§ 2c. TIME QF Hour  Month, Day, Year
‘2 INJURY a.m.
E p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abourhame,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, factory, street, office bidg., etc.)
AT WORK .
21. | attended the deceased from ,a N r . 1o " and last sow him alive on / / f\q
Death occurred at 3 g/ P m on the date steted above; and to the best of my knowledge, from t‘b cavses ltnred
220. SIGNATURE {Degree or titla) 22b. ADDRESS 22¢. QATE SIGNED
¢ . /
e (A , NP, <O Enoacy P, S/¢2,

23a. BURIAL,, CREMATION,
REMOVAL {Specify}
Rem,

I3b. DATE

/17/59

23c.

B

NAME OF CEMETERY OR CREMATORY

'nai Amoo

na

23d. LOCATION {Ciry, fown, or caunty}

University City,M

»
{Srere

24, FUNERAL DIRECTOR

ADDRESS

Berpger Nemorial L 715 McPhersam

25. DATE RECD. BY LOCAL REG.
B ]

z%msmf s SIGHRATYR

{Licensed Embaimer’'s Statament on Reverse Side)

12,
7o




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse sidejof g q%ate was embalmed

by me, or BY .o e e e e e e e eans

working under my personal supervision.

LY 41T 1 1| QR

Signature of Student Embalmer
Licensed Embdalmer No...7. :j ..............

P.O. Address......ccoovnciiiiiiicieencaee,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocatioa of license).

1f embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.

-




