MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH  —63=018503
DEPARTMENT OF PUBLIC HEALTH AND HELFA.' ~
Registration District No. __ : ' __J’ri:i'mry Registration District No. _‘5_'?_‘_/___-4@”-. Np,/Z__,Z\fZ—' STATE FILE NUMBER .

DO NOT WRITE
ON THIS STUB

1. PLACE OF DEATH T .. 2. USUAL RESIDENCE [Where deceased lived. If institufion: Residence beafore

8. COUNTY a. STATE . b, COUNTY ap i
. ---St, Lonis Mo, S5, Louig  dmied

b. CI'IY (If numde corpornte limits, give TOWNSHIP only) Length of stay in 1b . CITY * B [ tnaide Limits
OR tte aide Limits
c]liw : Yes @Nn (]

TOWN TOWN
[N ;%épﬂﬂE OF (If EOT in hospital, give location) Inside Limits d. :E%%EETSS g (If cutside, give location} Reside an Farm

INSTTUTION County Hosp. YeXi MO ' 32 Queensbrook Yes O Moy
a. t_P‘Il_AME‘:'rOFﬁDE)(:EMSEI) First Middile Last ; DATE .Month Day Year
¥Pe or prin RAFHAEL FARER - DEOATH April 10 » 1963

5. SEX 6. COLOR OR RACE 7. Morried BF Nevar Married [] |8. DATE OF BIRTH_| 9. AGE (ast birthday) | IF UNDER 1 YEAR _JF UNDER 24 HE

e .Cauc. Widowed [1 Divoreed [ ’ _:- 2?' /?0 é ,;5"7 ’ Maonths | Days Hours Min.

10s. USUAL OCCUPATION (Give kind of work dons | 106. KIND OF BUSINESS OR INDUSTRY{ 11. BIRTHPLACE (City and stele or country) | 12, CITIZEN OF WHAT COUNTRY

during most of wogking life, sven if retired)
Beafer™ _gorap metal Russia | usa
13a. FATHER'S NAME . 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Teon Farer . Fannie Schne ider Salma

15. WAS DECEASED EVER IN U.5. ARMED FORC 1A SAWClal SECIBITY NO. INFORMANT Address
Yes, ne, of unk If yos, gi dah y y
{Yes, nﬁor un! nown)] (1f yos, give war or dates salm,a F arer 32 Qneﬂn_BbrOOk

18. CAUSE OF DEATH (Enter only one cause per line Jor {a], (b}, and {c]. B INTERVAL BETWE|
PART I. DEATH WAS CAUSED BY: T . .?NSEE ANRLDEATH

IMMEDIATE CAUSE (a)-

‘ .
Conditions, if any, DUE TO {b) ( ( CLTASS ‘ / '3‘&%_?

which gave rise to

above cause (a), .
stating the under-

lying cause last, DUE TO (<)

PART |i. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART -1li. If deceased was female was
disoase :nndman givan in PART I {a) there a pregnancy in last 90 days.
l O Yes | L] No I O Unknown

19. WAS AUTOPSY 208, ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW [NJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.}
PERFORMED? L~ [] (m} 0
YES[1 NO ]

%0c. TIME OF  Houl  Monih, Day, Year |
INJURY a.m,
p.m.

20d. INJURY OCCURRED 2De PLACE OF INJURY [e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK B farm, factory, straet, office bidg., ewk.}

NOT WHILE AT WORK (] n . >
. 1 attended the decesged fro /[ = E b f@T_L._. mandjust«uw—:ﬁ.’; alive M‘ﬂ M

on the date stated above, and to.the best of my knowledgs, from the causes:stated.

VS 300
Rev. 4/59

DATE AMENDED

DOCUMENT
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MEDICAL CERTIFICATION

Dear'h octurred al ¥

{Degree or ﬁﬂ% . ADDRESS ATE IGNED
2 A, %

P
1AL, CREMATION, 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or :oumy) ’ (Sun)

™ REMOVAL (Specify)

B urial Mn/1963 G

24, FUNERAL DIRECTOR N ADDRESS . 25, DATE RECD. BY Lt CAI. REG.

Berger Memorial 4715 nCPhersen alint/

[Licensed Embalmnrl Staternent on Revérse Slde)

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




t.

~ - STATEMENT BY LICENSED EMBALMER

. . . .
ke . - Y

) 1 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.

Student

" Slgnature of Student Embalmer

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 embaimed, fact should be so stated above.




