—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

N. B.—Every ltem of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state

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

@l X19311

DEPARTMENT OF COMMERCE
BUREAU OF THE nnm

Registration District No..

MISSOURI| STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration Distriet No....

34677
9215

State Pils No

Reypisirar's No

791*

1. PLACE OF DEATH:

{a) County. .
St..lonis

{b) City or town
(1f outside city ar town limits, write “RURAL" and name of township)
(6) Name of hospital or institution:

b fuclid Avenue. . 7
{d) Length of stay: In hospita!lor institution.

{Spoclfy whother

2. USUAL RESIDENCE OF DECEASED:
(o) State... Missouri / (% County.
St. Louis

(If outeids city or tawn limit, writs “RURAL")

4111 North.

{Lf rural, give location}

{e) City or town

(d) Street No.

16. {a) Informant’s cwn signature

® aaarem_ 4111 North Euclid Ave

Bwrd al (1) Date thuaa%aoﬁg_
{Borla), cremation, or removal) { ) (Day} (Year)

{¢) Ptace: burinl or crematio Calvary Cemet
18. {a) Signature of funeral director. Math H S

() Address__ 2101 East
19. (a)

(Date recaived local I'lﬁltﬂ:)-

Inthis ot 40 vears .
" ynrf.orl:;t:r.‘}ln m§r days} - (e} If [oreign born, bow longin U, 8. A.? 6 O y ears years.
MEDICAL CERTIFICATION
. R
3 e JOHN A. FAY, oo o) Oct on
20. DATE OF DEATH: Month. Ml M. ..........day.
8. (b) If veteran, 3 {e) Social Security 39 o ioute 50
same war_._ one No. NOne year ) / ;Z
21, I hereby certify that T attended the deceaspgd fro
5. Color ;4 |6 () Single, widowed, married, || _ 3/ (o : J. o 0 g Aaon. F7 10 !
Male White dow N m,é ';E. Chir, “6 2
4. Sex race divorced —=—— that I lest saw h&a gliveo . 192
6. (b) Name of husband or wife... ... 6. {¢) Age of hushand or wife if || 8nd that death occurred on the date and hour stated above. j
d F . ‘ . Duralion
a ay alivaumd.em Immedisje cause of death
7. Birth date of d A Oct 21 1865 —_— - A A Vi
(Manth) (Day) (Year) wnd '{ MC&_' ’C .
8. AGE: Yoears Months Days If less than one day Due to '[ (7
74 0 6 hr min : -
L - )
l Dua to.
9. Birthplaeo. GeI‘m any £ - / P
G(cuy. town, or ét ttﬁu o mnur)/ - T
O Othe ditl
10. Usual occupation. S LOCELY OLOIE AT 161 O mmiata srexmmncy i 3 w13 —
11. Industry or business. é = 1 ; . . PHYSICIAN
sé { 12. Name_20OChius Fay ] operntiona__ m&"l? Underline .
AP o armany | heakpads £ - By
t: tate
14, Maiden neme_ NOE ‘RE B U s opepery Ofauto should be
Germany pa
18. Birthpl T rppe— Grne i o i) || 22 1 d eath was dus to external cxvses, £l In the fellowlng:

(a} Accident. sulclde or hotielde (specity)
() Date of oceutrence.
(¢} Where did {njury occur?

{d) Did Injury occur In or about homa un tarm. in indust.rﬁnl

nty)

place, in publle ngu:a?

(Specily type of place)
{ ans of {pjury.




STATEMENT BY LICENSED EMBALMER

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

, Registered A_pprentice No

working under my personal supervision.

"Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the nbove constitutes grounds for revocation of license.)

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




