URI DIVISION OF HEAL QH — STANDARD CERTIFICATE OF DEATH _
_________________ Registrar's 2 __.Sm__

HLEDVS 0CT 519

59-0341.09

STATE FILE NUMBER

ENDED Registration Distriet No. o uoccmen—a__Primary Registration District No
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Repidence before
a. COUNTY ST LOUIS MO ». STATE MO b. COUNTY /, admission)
F
b. CO”RY (I outside corparate limifs, give TOWNSHIF only) Length of stay in 1b [ Col';\" ¥ Inside Limits
TowN ST LOUIS MO TOWN ST LOUIS Yer O No [
c. FULL NAME OF (If NOT in hospital, give location} inside Limits d. STREET (If cutside, give location} Reside on Farm
HOSPITAL © ADDRESS
INSTIUTON 1447 Chamber Str, |™0 %O 1447 Chamber Str, |0 %O
3. ';AME OF DECEASED First Middle Lasy 4. DggE M_'enth Day Year
(Fype or priat) MARY ANN MINKEY DEATH 9 21- 59
5. SEX 6. COLOR OR RACE 7. Married é Never Married ] TE OF BIRTH 9. AGE {last birthday) [ IF UNDER 1 YEAR IF UNDER 24 HR
Femal e Wh i t e Widowed [J Divorced [J 8f 68 Months Days Hours Min.
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPI.ACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY
dori : . ife, , i
i TERRYRY™ “OF Fite s St Louis Mo Yes
13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WiFE

DOCUMENT

BY AFFIDAVIT OF

12a. FATHER’S NAME
Andrew Szalkowski

Pauline Margelska

George Minkey

15. WAS DECEASED EVER IN U.S. ARMED FORCES?
{Yes, W or unltnown)l {If yes, give wor or dates of service)
(o)

16. SOCIAL SECURITY NO.

INFORMANT Address

George Minkeuy 1447 Cham

PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (2)

18. CAUSE OF DEATH (Enter only one cavie per line for (a),

}. nd (c)

({fﬁ ~dchtrosre

— hewr Vs cese

er St

INTERVAL BETWEEN

SE] AND DEATH
Y

Conditions, if sny, DUE TO (b)
which gave rise to
above cayse (a),
stating the under-
lying cause flast. DUE TO (¢}

fR 00O

PART Il

OTHER SIGNIFICAN'I CONDITIONS CONTRIBUT!NG
disy con; y givi .7&1 | (n)
/? \f g4/ s

DEATH bur not related to the terminal

/re/

PART IIl. H decsased was
there a pregnancy in last 90 days.

fernale  was

[Ove |

O Ne | O Unknown
h'd

MEDICAL CERTIFICATION

19. WAS AUTOPSY | 20a. ACCIDENT su;cuoe HOMICIDE rzob DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PARFY of item 18.)
Psasomeg? A
YES(Q N 0 i , .
20c. TIME OF " Hou onth, Day, Year
INJURY a.m.
pm. % ”

20d. INJURY QCCURRED
WHILE AT WORK [J
NOT WHILE AT WORK [J

farm, factary,

20e. PLACE OF INJURY [e.g.,

in or shout home,
streat, office bldg., etc.}

20f. CITY, TOWN, OR LOCATION

COUNTY

STATE

A

| attended the deceased frol

21,

23T dei”

N

Y /4

and last saw hulwa on Ur//f /¢ /j‘ff

on the date stated above, and to Ihe best of my kmw/ edge, from the uuses stated.

et 2 i

[R1]

N

T Gund [l

w

. BURTAL, 23b. DATE 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, of county} (Stare) /
REMOVAL {5 )
uriod 9/24/59 Calvary Cemetery St Louis Mo
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

JOHN STYGAR & SON 5541 Riverview

Blud

59

{Licensed Embalrser’s Statement.on Reverse Side}

2&%(2::\? SIGNURE
) Pl 1.0,
T~ ‘ )‘.‘/‘(,FD




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by n

"
-

or by Student Embalmer No.

working under my personal supervision.
Student Signed_m.
Signature of Student Embaimer
Licensed Embalmer Nokj’ya Z

. _ ) N
P. O. Address ' 7/

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

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

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




