MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 2’.63-..00

DEPARTMENT OF PUBLIC HEALTM AND WELEARS ﬂd / STATE FILE NUMBER
. . “ . . . PR .
N - ENDED rimary Registration District No. e Registrar’s No. __/. -_Z

ON THIS STUB

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceazed fived. If instifulion: Residence before

a: COUNTY .. STATE . NTY .
5t, Louis . - b co Ste. Louis
b. CITY (If outside ccrporste limits, give TOWNSHIP only) Length of stay in 1b c CITY . Inside Limits

©own  Florissamt 2% years oM Fordgsant Vel Ne O

<. ii%IS.P’IdYAATEOgF (1t NOT in hospltal, give location) Inside Limits d. STREET {If cumside, give locatian} Reside on Farm

mstmution 3355 Rockingham Dr, Yes ] No[] AD.DRESS 3355 Rockingham Dr, Yes O NoXD

3. NAME OF DECEASED: - First Middle 4. DATE Month Day Yoar

(Type-or print) OF
LEWIS MAUPTN ORN PEATH  Jamiary 13, 19

5. SEX 6. COLOR OR RACE 7. Married Never Married [] [8. DATE OF BIRTH | 9- AGE (last binthday) | IF UNDER 1 YEAR |F UNDER 24 H

Male White Widowed Diverced [ 8/5/82 80 Months | Days ] Hours Min.

105, USUAL OCCUPATION (Give kind of work dons | 105, KIND OF BUSINESS OR INDUSTRY| 11: BIRTHPLACE {City and wiate of country) | 12 CITIZEN GF WHAT COUNTRY

R&E‘.ﬁ‘@d of vaorking fife, aven if retired) Live StOCk Dealer Howa.rd GO\]IIt'V'
13a. FATHER'S NAME B 13b. MOTHER'S MAIDEN NAME =4. NAME OF HUSBAND OR WIFE
James D. Chorn Mattie M Iutie Chorn

-15. WAS DECEASED EVER-IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NOC. | 17.. INFORMANT Address
{Yes, no, or unknawn)|[ (If yas, give war or dates d FlOI‘issant MO.
salutle

(o]
18. CAUSE OF DEATH (Enter only one cause p INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BT:

ONSET AND DEATH
IMMEDIATE CAUSE (a} CC e é‘( > / "rA v on Yy L j WKy
Conditions, if any, DUE TO (b) { 3511 e x| zed [35 YTevip Se feves: & /ﬁ)/*c")

VS 300
Rev. 4/59

admission)

1¢/o/3
20/ 3,

DATE AMENDED

T DOCUMENT

which gave rise ta
sbove cavse [3).
stating the under-
lying  cause last, DUE TO (c) .,

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 10O DEATH but not roloted to the terminal FART 111 If deceased WaE famale way:
disease conditlon given in PART | (a) . : thare a pregnancy in last 90 days

VT¢Y| osclev e HC syt O Se 25~ [0 Ye I O Ne ru Unknown

19. -WAS AUTOPSY | 20s. ACCIDENT  SUICIDE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. [Enter nature of injury in PART | or PART |l of item 18.)
w] m}

PERFORMED?
YES[O NO

20c. TIME OF _ Houl  Month, Day, Year |
INJURY a.m.
! p.m.

Z0d. INJURY GCCURRED T0e. PLACE OF INJURY (a.9., in or about home, | 20f, CITY, TOWN, OR LOCATION T STATE
WHILE AT WORK [ farm, fectory, street, office bidg., ete.) )
- NOT WHII.E AT WORK (]

21. | sttended the deceased from_j_a_n_vlgx-}_j—ﬁ,—,—({—u Q_ZML}A_’_&’_?_LAN! last saw hlm alive owﬁu_

Death occurred af. m on the date stated sbove, and ta tha beat of ‘my knowledoe, from the cavses stated.

2, smﬁ | 2 57 l%ﬂ;oeqro_:’:‘n:;) . 2321:7 gno:;s's N Elom Z; > :,‘T /p;g /s:_s;in

733, BURIAL, C'RE?: TICGN, {230, DATE / 23¢<. NAME OF CEMETERY OR CREMATORY "23d. LOCATION (City,.town, or county) 7 {State) ]

REMOVAL eify) .
1/11‘/ 5SS FEI_VG‘ttE Gl gs DATE RECD. g LOCAL R

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

- MEDICAL CERTIFICATION

.

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

Remov
24. FUNERAL D1 TOR ADDRE

Louis N Bopp, Inc. Kiriwood, Mo, | /7/3- 63

(Licensed Embaimer’'s Statement on Reverse Side}

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER
A } -
| hereby certify that the body whase name is recorded on the reverse side of this cemflcate was embalmed by me,

or by . Student Embalmer No.
- {

working under my personal supervision.

Student

Signature of Student Embaimer

! .. . ' Licenséd Embatmer No. é[j_/;

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




