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N. B.—Every item of information should be carefolly supplied. AGE should be stated EXACTLY., PHYSICIANS should state

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.

Rt Prel

" MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration Distriet No.

Staie File No.

Regisirar's No_____%

30661

Registration District N o—%
I. FLACE OF DEATH:

(a) County.

2
4

St, Iouis,

() City or town,

Mo

(It outside ¢ity or town limits, write “RURAL’ and name of township)

(¢} Name of hos;ital or institution:
3531 Gasconade

(If not In bospital or institotion, write strost nomber or location)

{d) Length of stay: In hospitaler institution

2. USUAL RESIDENCE OF DECEASED:

{b) County.

/

St, Iouis

{¢) City or town

(If outaide city or town imits, write “RUHAL"})

(@ street No 303 7T__Gagconade

{I rural, give locotion)

(¢) Ifforeign born, how long in 1. 8, A.?

——

years.

{Bpocity whether
Inthis community. I—'i fe
years, months or days)
. . - —

sgopnT. Anne Quinlivens 47¢/f/
8. (b} If veteran, . 8. (o) Socialﬁ_ecurity

4

et war o N L1O

5. Color or 6. (a) Single, widowed, married,

4. Sax_,.f..@_m..a.:.l..:fm.. rnca...'.h..l...t..e dlvurced.l:.ia.:......z:.r_j..:.g..c

6. (B) Name of husband or wite J INE S 6. () Age of husband or wife if

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month.__. _.SQ_Il'Q___day

2

year__..9.§9__......_.hourm..9u lm.."mi ute..... _m\(

21. I hereby certify that I attended the deceased fro

- / ?leg__,to.

that I last sa

w‘ﬁdt alive on..... %ﬁ'
and that death occurred on the datedind hour stated above.

41_.._.._. 1927
= L ZRT

Duration

Unkno'm

+ AV B Sl Y RRTS jause of death
7. Birth date of d i pmorch I3 T863 y
{Month) (Day) (Yoar)
8. AGE: Years Months Days If icss than one day
7 5 5 29 hr. min. ?
-F oy Due to ﬁ
9. Birthplace Irel“nd - T l 7 - | m‘ o
{Clity, town, or county) (State or toreigm country) M . H/F
10. Usual oceopation o o Other conditions_4 fi
. ¥ HO vaewr i fe J {Include pregnancy Wwithin 3 manths o!'.giuth)[ ‘ y —
1L Tndustry or business z PHYSICIAN
& . . 9 Majofr findings: I ) —_—
12, Nam 5Tyt operations
E { “ UL IIOWIT J t.[l{:g:tg[et:‘.%
2 \ 18, Birthplace @ ; 5 {?lrn ; which death
Ity, tawn, or county, tats or country, shou -]
14. Malden name - Of autopey. {charged sta-
tistieally.
=

16. Birthplace
{City, townear

16. {a) Informant's own nignature
L)y ess__
1. (a) ia‘s.a.&__.__. (8) Date thereu!..%.#i;__
. {Burial, ctemmation, or removal) (M ) {Day) {Your)
{c) Place: burial or uemtion%—cmm
18. {a) Signature of luneral dircctor. = M
174 77
tipirmrgm/m“f% y .
1. (a) ____13;“&__ ® —
(Date received Joca trar)

22, If death was duo to external causes, fill in the following:

(g} Accident, suicide or homicide (specify)

o el

(t) Date of occurrence.

(¢} Where did injury occur?
la'n)

{Ci
(&) Did injury oceur {n or about home, on Ian:n, in ind

County) {State)
place, in puhllc place?

(Specify type of

) Means of injury.

Ty

(Licensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

! Registered Apprentice No

i

Signed W @ /é%%o/

_ working under my personal supervision.

Licensed Embalmer No # g { a9 ‘

: POAdd.ressgé‘l’é/W'

Note: The above MUST BE SIGNED BY THE LICENSED EMBALNIER in his OWN HANDWRITIN G. (Failure to comply wi
the above constitutes grounds for revocation of license.)

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




