| THE DIVISION OF HEALTH OF MISSOUR| —_ l?
S STANDARD CERTIFICATE OF DEATH 9 F(‘%:J?B?ss -

::::::e hLED MAY \ 1 19595gi51m1ion_ District Ne. Primary Ragis_irﬂ:_r: Dis:riCLliD_n ............................ Registr

~1."PLACEUF DEATH- —~-— 2. USUAL RESIDENCE (Where deceased lived. If institution: Residgn'cg before
. 300 a. COUNTY STATE b. COUNTY tylss-on)
1-57 b. CETRY (if autside corporate bimits, give TOWNSHIP only) | Inside Limits < C‘I:;TRY v Tnside Limits
—— .
> TOWN St.louis Yosfel No [ town St.Louis . Yesf] No[]
Q? 5{ ¢. FULL NAME OP{if NOT in hospital, give location) | Length of stay in 1b d. STREET (If cutside, give location} Reside on Farm
4] HOSPITAL OR ADDRESS
0 isTuTioN  Jewish Hosp. 32 yts. ocli7 Wabada Yes [ Nof3
3. NAME QF DECEASED First Middla Last 4. DATE Month Day Yeor
{Type or pring) QF
BESSIE SPEIGLE DEATH  Mar,20,1959
5. SEX 6. COLOR OR RACE| 7. MARRIED[ ] NEVER MARRIED] ] 8. DATE OF BIRTH 9. A(;Er (in ,;:;; :::}I?ER [l;::AR I::::DER z:lir:ns.
3 = .
Female | White woowenf] owonceol]| _Unk, ab. "?? I l
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond staie or cauntry) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, aven if retired) INDUSTRY
ife USSR USSR
130. FATHER"S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
L
INK Sam
15. WAS DECEASED EVER IN U. 3. ARMED FORCES? 16, SOCIAL SECURITY NO.} 17. |NFORMANT Address
(Yes, no, or unknqwn)| {If yes, give wor or dates of service}
No None Mrs- Mary Chazen 7619 Cornell

18. CAUSE OF DEATH (Enter only ane cavse por fins for 4g), (), ond (<)) I%LEEV% BETWEEN
PAR ATH WAS CAUSED
IMMEDIATE CAUSE (o) C@’( P L . e 2 &/

)7%%
-

which gave risa to
cbove caouse (a),
stating the under-

Iying cause Jost. DUE TO (<}

PART 1l OTHER SIGNIFIZANT CONDITIONS com BUTING TO DEATH but not related to the terminal diseass condltion givan in PART | {a) 19. WAS AUTOPSY a\
PERFORMED?
/L’(?& YES[] NO

. ACCIDENT SUICIDE HOMICIDE 205 DESCRIBE HOW #JURY OCCURRED. (Enter noture of injury in PART | or PART 11 of item 18.)

O O g ﬂg'!,,“‘gr;" . M G-.«Z‘IV .

2Me. TIME OF  Hewr  Manth, Doy, Year
i3 sm 37 -57
204 INJURY OCCURRED ©J_20e7 PLACE OF INJURY (e.g., inor abouthome,] 201, CITYs TOWN, DR LOCATION COUNTY STATE
xgg_'(g ATD zgwmé_g [3;7 ; farm, fE%, srgjan, cffl?f ng eigﬁ ﬁ

21. | attended the deceased from M/”" /75 .

Death occurred at m ar} the date stated above; and to the best of my knowledge, from the couses stated.

a. b. ADDRESS 22c. ATE SIGNED
22a. SIGNAT, M ’W% f & ; 2 & 2 W . 39’1‘0 ey

230, BURIAL, CREMATION, | 23b. DATE 23:. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {Srate)

M Rem " |3/02/59 Chesed Shel Emeth niversity City,Mo,

. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26.%’RAR' SIGN, RE
rger Memorial L715 HePherson MAR 20 59 LD,
' Py
L e

Conditions, if any, } DUE TO (b)

MEDICAL CERTIFICATION
2
a

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Gt ’ -

srund last sow h: alive M“ S-f

we or title

octor, coroner, alc. must ys# only stondard nomenciature i tkem |8, No symptoms will be listed.

All diseases in Part | must be causally related.

=]

{Licensed Embalmaer's Statement on Reverse Side)




) \'
STATEMENT BY LICENSED EMBALMER
1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
DY MO, OT BY 1uvvrvnieeen it ceeaieainiivrn s et se i arar e ssssreetnerannaes e esbsareiereeens , Student Embalmer No. ........... e

working under my petrsonal supervision.

SHEUACNL  creviiviaraeiraririr e a s a e aa s
: Signature of Student Embalmer

P. O, Address ......ccoevvrermiiiiiiiiiinnanns

' Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for tevocation 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.
o




