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ould be carefully supplied. AGE should be stated EXACTLY, PHYSICIANS should state
g0 thatit may be properly classified. Exactstatementof OCCUPATION is very important.

- 25 EEE SR EEE RS O S4FEFY 0 4B Iw % F SmiiliVEISSEVYEmSN ¥

tem of information sh
EATH in plain terms,
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D

N.B.—Eve
CAUSE OF

MISSOURI STATE BOARD OF HEALTH

BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH

% Registration District No

Primary Regiatration District No....

720 Lafaye

BESD JUN 12 1939

1. PLACE OF DEATH
{a} County
(b) Township...

Regiatered No....

e Ave,

© ouy..Sk.. Louis, Mo, . 9{/) Street No

(e) Length of residenceln city or town where deaih occurred yra.

2. PRINT FULL N/fm:“'e) Anna_ Powers

(If death occurred in Hospital or Institution, write its name instead of strect and number) )

ds. () Howiong In U. 8., if of foreign birth? ¥re. mos. da.

(a) Residence, No...

720 Lafayetie Ave,..

(Usual place of abods, if no street address, writa county or city)

.8t - .............................................
2-3 (Il nonresident, give city or town and Stnte)

FPERSONAL AND STATISTICAL PARTICULARS

MEDICAL CERTIFICAT E OF DEATH

3. SEX 4. COLOR OR RACE | 5. SINGLE, MARRIED, WIDOWED, OR

DIVORCED {wrile the word)

Married

Female White

21. DATE OF DEATH (MONTH,DAY.AND vsmpr ‘n}?

5A, IF MARRIED, WIDOWED, OR DIYORCED
HUSBAND OF
rmwiFEor James Powers

6. DATE OF BIRTH (MonTH.DAY.ANDYEAR) __ Ahont 1883

7. AGE YEARS MONTHS DAYS

If LESS than 1

wdcd deceased |

‘&lznlnml

Name of operation............

About 56 Unknown! Unknowi
Z | 8. Trade, profession, or particulnr kind of
0 work done, as sawyer, hoakkecper,ote.... ORI eWi fo .
'& 9. Industry or business in which work
o was done, 28 saw miil, bank, ete.
3 | 10. Date deceased last worked at 11, Total time (years)
3 this cccupation (month and spentin this
FBAP) 1cn vote i emeeneneeesasnstanbenssnaseseneesesssnane occupation.......covrmeeicera- Lo
12. BIRTHPLACE (ciry ortown)... LR8N gl
{STATE OR COUNTRY} ) L . ) j
; 13.NAME_ John Hanrahan é’/”
E | 14. BIRTHPLACE (city or TOWN) Areland.  .==
u ( STATE OR COUNTRY) i
E 15. MAIDEN NaMe Mary Donnelly
6 | 16. BIRTHPLACE (ciTv or Towny.._ = @ 1and
3 (STATE OR COUNTRY)

‘What test confirmed dia;

23, If death was due to ex causes (violence), fill in also the following:
Accident, suicide, or homlcw ....... ... Dateof Injury.....c.ccovvurece.. L19....
Where did injury oceur?

(Specily city or town, county, and State)

17. INFORMANT .....J.ame 3._Powers

{ADDRESS)} , ve.
18. BURIAL, CéEMAT[ON. OR REMOVA%

Specify whether injury occurred in Indastry, in home, or in public place.

Muanner of injury.
Natura of Injury .. \,

race Calvary Cemeterynz May 11

19. FUNERAL DIRECTOR (NaMEy WM.
{ADDRESS) 1926

20. FILED. .. ..

o Moydelldl

It 8o, apeclfy........ccreeia..
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STATEMENT BY LICENSED EMBAILMER

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

or by

Registered Apprentice No e , working under my personal supervision.
- . Signed.. =W B e = 2 T N

censed Embalmer No.. J& 7 2

P. O. Address... / q.l-ﬁ M-ﬁt""‘

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 this body is not-embalmed, above space should be left blank. .




