JR1 DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

INDED

Ell Q §ahonm{m|:r No.

7 1960

e Primary Registration District No. ________________Registrar's No.

~60—-0CR1 67

22100

STATE FILE NUMBER

1. PLACE OF DEATH

2. USUAL RESIDENCE {Where decensed lived.

If institution: Residence before

DOCUMENT

BY AFFIDAVIT OF

a. COUNTY a, STATE Mo. b. COUNTY admission)
b. CI'I;’ (If cutside corporafa. limits, give TOWNSHIP only) Length of stay in 1b €. COI'LY Insida Limits
own  wtelouis 79 yrs . owN  St,Louis Yes fg No [
€. T{%EP’:‘T‘:TEO%F (If I\{T in hospital, give location) inside Limits d. :":I;%EEE'I'SS {If cutside, give location} Reside on Farm
INsTTOTIoN. Ot e AN thorys Hosp. Yes (X No 3 14227 Osceola Yes 0 No I
3. NAME OF DECEASED First Middle Last 4. DATE Maonth Day Year
{Type or print) OF
ABE (AKA ABRAHAM) ENGEL DEATIR el o 22 , 1960
5. SEX 4. COLOR OR RACE 7. MarrisdX} Never Married [ [8. DATE OF BIRTH | 9 AGE (last birthday} | IF UNhDER 1 YEAR IF UNDER 24 HR
. : M H in.
}1313 White Widowed [] Diverced [T 6/10/ 1880 ?9 onths | Days ours Min,
10a. USUAL OCCUPATION (Give kind of work dona { 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
o3t orki ife, even if retired}
BEFVTdS Motion Pictures St.Louis,Mo, UsA

13a. FATHER'S NAME

Iarael Engel

13b. MOTHER'S MAIDEN NAME

Jennie F

tterman_ \\

14. NAME OF F

USBAND OR WIFE

Ranniee

15. WAS DECEASED EVER IN U.S. ARMED FORCES?

(Yes, no, or unknown} (If yes, give war or dates of service)

o)

16. SCCIAL SECURITY NO.

Unk.

INFORMANT

\

Address

Fannie Engel 14227 Osceola

PART L.

which g

Conditions, if any,

DEATH WAS CAUSED BY.
IMMEDIATE CAUSE [a}

DUE TO (b

ave rise to

sbove cavse ({a),
stating the under-

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

Hos ¥ Aoroper

INTERVAL BETWEEM
ONSET AND DEATH

YT |

Y a0

WHILE AT WORK ]

NOT WHILE AT WORK O

farm, foctory, streat, office bldg., etc.)

lying cause last. DUE 10 (¢

z PART |, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted to the terminal PART 111, If dectoased was femasle was
o disease condition given in PART | (a) there a pregnancy in tast 90 days.
=
§ I [ Yes ’ 1 Ne 3 Unknown
E 19. WAS AUTOPSY 90. ACCIDENT SUICIDE HOMICIDE 205, DESCRIBE HOW INJURY CCCURRED. (Enter nature of injury in PART | or PART H of item 18.)
= PERFORMED? ] a (W] -
) YES[J] NO
= .
5 20c. TIME OF Hou Month, Day, Year
= INJURY a.m, ..
ui; . - “p.am.

20d. INJURY OCCURRED 20e, PLACE OF INJURY {e.g., in or about hame, | 204. CITY, TOWN, OR LOCATION COUNTY STATE

3

2.

Death occurred

I attended the dec

eased fro
1, m

and last

2 0274

Fram
8w i alive on

n the dale stated above, and to the best of my knowle/e, fro{he causes stated.

{Deg

res oF mlu)

22b;5ABDjRESS; / /

;zc/oney:«m

Mt,Sinai

23e. NAME OF CEMETERY OR CREMATORY
Cemetery

23d. LOCATION (Ciry,

SWn,

ar <ounty)

/ ‘(St

24. FUNERAL DIRECTOR

Berger Memorial 4715 Mc® herson

ADDRESS

25, DATE RECD. BY LOCAL REG.

FEB 23 1360

o H0e 5 SENATEET
Lol Fenld . 0.

{Licensed Embalmer’s Statement on Reverse Side)

%0




a1y A

STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision. g g: F
Student Signe: L“"

Signature of Student Embalmer
Licensed Embalmer No M

' . P. O. Address

" Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to cor
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 dbove. . *

. . - - -
-




