MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

Ragistration District No. _____-.,,__3_1_8_Pr|mary Registration Qistrict No.

________________ eegirare o, L OB

~62-008766

STATE FILE NUMBER

DO NOT WRITE Oiy
ON THIS STUB AMENDED e
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dbeseased lived. If institytion: Residence before
VS§ 300 B s COUNTY .- » STATETIY9Ynois b COU_UTY admission)
Rev. 4/59 % b. CITY (if outside corporate limits, give TOWNSHIP only) Length of stey in 1b €. COlTY " Inside Limits
< TOWN St. Louis (UNK-) TOWN Chicago--- - _ Youf9 No
1 : c. f{%épN'rAMEoOF {If NOT in hospital, give location) Inside Limits djl‘;%iEETss {if curiside, give location) Resida on Farm
—— | ITAL
2 9;91;,7 TE instution  DOAY City Hospital Yos X No [J 1235 Greenleaf Yes O No XX
a]
[ 3. NAME OF DECEASED First iddle Last 4. DATE Menth Day Yoar
3 k ’
{Type or print) Smﬁﬁﬁ&. . OF s
MEYER: ( ) SNIDER: DEATH 21962
4 2 5. SEX &. COLOR OR RACE 7. Married él Mever Married [ 8, DATE OF BIRTH | 9 AGE (last birthday) | IF UNhDER IDYEAR ;:UNDER i;:.HR
5 male white Widowed [ Divorced O3 h"2—5-1908 - Menths ) ours in.
/ 10a. USUAL OCCUPATION [Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
w) N i H i i ired .
& g Sairéngwf working life, even if retired) Sh0333 St. LOUiS', MO. USAL
7 9 13a, FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
© 13 Dave Schneider Mary Tenenbaum Bertha:
L,
8 ‘2 v 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 15, SOCIAL SECURITY NO. 17. INFORMANT Address
< Yes, nknown){ (If yes, giva wa dates of service . | odt
o - (ves. g vnknown | (T ves, aive wangpy Mrs. Bertha Snider 1235 Greenleaf
ac b= 18. CAUSE OF DEATH {Enter anly one cause per line f INTERVAL BETWEEN
10 < E PART |. DEATH WAS CAUSED 8Y: ONSET AND DEATH
.
o s g IMMEDIATE CAUSE (s}
i Ila 2 . ®
e 1] o]
12 o | =] Conditions, if any, DUE TO (b) QDXO\LD %QDJ))\ DbAR
2‘2 - = w I which gave rize 1 / -
212 sbove cause [a), 2‘ I
13 E = stating the under-
~ | lying cause last. DUE TO ()
% z PART 1. OTHER SIGNIFICANT COND"IONS CONTRIBUTING TO DEATH bur net refated to the terminal PART NI, If deceased was fernale was
7/ g disease condition given in PART | {a) there & pregnency in last 90 days.
“E'J § ID Yes ] O N [ O Unknown
w E 19. WAS AUTOPSY 208. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QOCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
g &|* PERFORMED? A [} 0 (m] .
g Ul . YES[J NO -
s 2| T TIME OF Houf  Month, Day, Year'|
z g d INJIURY 2.
» g o pm.’ .
Z -] 20d. INJURY QCCURRED 20¢. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
o - WHILE AT WORK [J tarm, factory, street, office bidg., etc.)
v .~ NOT WHILE AT WORK [}
¥ E 2 her
s o = g 21. | attended the deceased from, 01/ to. and last saw pio, alive on
@ ; o Death occurred at '9 e '14‘ m on the date stated above, and to the best of my knowladge, from the tauses stated.
[T7] =
g w 8 5 335 SIGNATURE {Degree or _title) 275, ADDRESS 22, DATE SIGNED
I i -
=P s W@u /300 M&Qa( . R-8 42
< | “23=. BURIAL, CREMATION, [ 23b. DAIE 71 Z3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, of county) (State)
) [=} L (Specify) . .
e =|re 2-9=19062 Chesed Shel Emeth Cem. University City Mo..
= E 24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 26. REGISIRAR'S HGNATUYRE
= % i FEB 8 1962 ‘
= o | Berger Memorial L7ES McPherson




4
V3

STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.______ |

working under my personal supervision.
L«.;___

Student
Sq g%

Signature of Student Embalmer

Licensed Embalmer No.

P. O. Address

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. )

]



