THE DIVISION OF HEALTH OF MISSOUR)

_SST%'EFI CEgDMSE@ 64

Heaolth, e aeE AR REATLY
. Welfare STANDARD CERTIFICATE OF DEATH
Publie ; 7
Service 'ILLU J 9 1959::gistmtion District No, ___.._.» 3 AZ ________ Primory Rag'istra_ﬁ_an District No. ___, JT_.%/ _______ Reglsimr 3 No. No. . Jf 2 ________
¥
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
. 300 a. COUNTY St’.Louis o. STATE MO b. COUNTY St Loﬂws"'“}‘//
1-57 b. cgv (If outside corparate limiss, give TOWNSHIP only) | tnside Limits <. CBTRY L/[!b ¢ Innd%ns
R
TOWN Glayton Yos bl NI 108 Clayton YesK7No [
c. FULL NAIP:\%OF ”ﬁT in hosp al glve lecation) | Length of stay in 1b d, 6 1 g %fﬁufil{de, gdl\.re lacation) Reside on Farm
HOSPITAL OR ADDRES
/ INSTITUTION 3 °' 3 cu co Yes [] NoX)
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeor
T i . g
(Typo or prin) BERAH TANNENBAUM oo June 2,1959
5. SEX 6. COLOR OR RACE| 7. B. DATE OF BIRTH 9. AGE (In ymars {|F UNDER § YEAR| tF UNDER 24 HRS.
Female White uarriEDLINEveR warnieol] o L Do [ Boye- | Foes T i
I b WIDOWED@' DIVDRCEDD Unk. ab.lfr‘ |
10a. USUAL OCCUPATION [Giva kind of work done | 10b. KIND OF BUSINESS OR 11, BIRTHPLACE (City ond state or country} 12. CITIZEN OF WHAT COUNTRY?
dyting most of wopking life, even if retired) INDUSTRY
Heagewite Home Poland Y | USA
13a. FATHER'S NAME 13k. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Nathan Cohen Leah (unk) Abraham
15. WAS DECEASED EVER IN U. . ARMED FORCES? 16, SOCIAL SECURITY NO.| 17. INFORMANT Address

WALV, WUTHIGH, Y. JIME] W38 ONly STanaarg nomenciarure in 1tem (4. No symptoms will be listed.

All diseases in Part | must ba causally related,

{(Yes, nuNbunkmwnll(H yes, give war or dates of service)

None

Babbi Kellner 6311 Southwood

18. CAUSE OF DEATH {Enter only one cause per line for (a), (b}, and {c}.)
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE {a)

PART I

Cortonwpny

THRON Rosis

INTERVAL BETWEEN
ONSET AND DEATH

IS Mitr v FES

A RTER(0SCLEROSS

lononar v

.Sew.ul .3_“,

REMQYAL {Specify)
:

6/3/59

Chesed Shel Emeth
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w Conditians, if any, DUE TO (b)
D whicth gave rise ro
[ above couss (o), }
z staring the under.
8 z lying couse last. DUE TO (e)
o g= PART If, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nor related ro the 1ermina] disease conditlon given in PART | (a} 19. WAS AUTOPSY Z
ol b Py PERFORMED?
- H H2act YES[] NO
x 21 20e. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or PART il of item 18.)
= w
Y et O 3 &1
) ¥ .
ZHS| 0c. TIMEOF Hour  Month, Day, Year
o ga INJURY  am,
: x p.m.
é 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
w WHILE AT NOT WHILE | farm, factory, sireet, office bldg., etc.)
3 WORK 0 AT WORK .
7 7
21. | attended the deceased from - N ¥ i - f’9 . IOJ_%ﬂ_iund last suwh alive on 2 Jouh /(,
Death eccurred ot _f @ 9 F [ m on tie date stated above; ond to the best of my knowlsdge, from the causes stated.
22a. SIGNATURE {Degree or title) o | 22 ADDRESS m Q 22c. QATE SIGNED
‘\ Q = ’1\1 D ' o 3 n,-.a.
Z3a. BURIAL, CREMATION, 239 DATE 23e. NAME OF CEMETERY OR CREMATORY 23d. LOCATION [City, town, or county) gm-)

University City,Mo.

24.

FUNERAL DIRECTOR

ADDRESS

Berger ‘emorial 471k McPherson

25. DATE RECD. 8Y LDCAL RE

{Licensed Embolmer’s Stotemant on R"ou. Sld-)

G. EGISTRAR'S SIGNATURE ;




STATEMENT BY LICENSED EMBAW
by Me, 0 DY .oereniiceniniiiiiiee e e W )

....................................................

Signature of Student Em

Licensed Embalmer No. §7 gg

P, O, Address..........coveevinvnnveennosneres

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.




