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A PERMANENT RECORD

N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should stat

o

ey

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

’

1 PARTMENT OF COMMERCE

MISSOURI STATE BOARD OF HEALTH

"5 WAn.7 - toqn STANDARD CERTIFICATE OF DEATH saranrn___ S 14 2/
Registration District No_j_&L Primary Registration Distrlet No.__ e s e 4/ ‘/d

1. PLACE OF DEATH: .
{a) County. St . Lo 218

{8) City or town Normandy, Mo,
(It outaide city or town llmlu writs “RURAL" and name of tawnahip)

dJmee :‘:)bf“’“"ﬁ'é"”““r‘f forables, "
(If not i bospital or institution. write street ?nbﬂ 7 loeation)

(d) Length of atay: In hospltal or natitutton_ 1 2 nntil
(5 I"r whether
In this community. dan
yoary, months or days)

2. USUAL BESIDENCE OF DECEASED:

(@) State_ll880UrLi (8 County

{c) City or town Saint Louis

{17 outafde city or town limits, write “RUNAL")

@2“&1«0 3833 Pine Street

(If rural, give location)

(#) I forelgn born, how long in U. 8. A.? years.

S Name_ Mrs, NMary A, Coady A A

8. (b} If veteran, 8. (¢) Soecial Security
name WAar. No.
5. Color or . 6. (a) Single, widowed, marrled,
s female e W01 LE aworeed. W.1A0WES
8. (l»') Nameof husbandorwife_____ 6. (¢) Age of husband or wife if
Kicheel Copdy alive____ years
7. Birth date of d d Don't lknow
(Menth) {Day) (Your)
8. AGE: Years Months Days If less than one day
about 80 br. mis,
5. Birtbplace... o 1OULS Micsourid
(City. town, or comty) . (Btats or foreign emlr;).j‘
10. Tsusl ocenpation, none -
11. Industry or buminex £
E{lz. Name don't know - {
2 \s. Bm],ﬂuce . ((jaon 't know i S
= . Malden name. D“b i i %w‘?ﬂ oW - sommEry.
ﬁ t
S 16. Birthplace Aagn't know
(City, town, or county) (Btate or forsign country)}

18. (s} Tnformant's ows sigmature. 120 MU nd Davis
&) Address___ 4060 Page Avenue
17. (")( hurial () Dato thereof 3/4:/40
B

, cremntion, or remaval} (Month) (Day) (Year}

(¢) Plsce: burlal or eremation Calvary Cemetery
18. (a) Signature of funern] director. Thomss J. Finan

® Addr_lﬁl_‘g_ﬁ‘ﬁ’l; 2,
19. (a) _wm_?._uﬂﬂ (5443

(Dalo roceived loca) registeer)

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month.. J18TCH oy 1
year. 1qd0 hour. 5 :'30 mln“m P .

21. I hereby certify that I attended the d d from 12 2 8/ 59
9 to2/29/40 o

that T last saw B2 X" __ alive on. 2/29/4:0 18

and that death occurred on the date and hour stated above.
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) l PHYSICIAN
Major ﬂndinﬁ- I ‘)‘ I . —_—
operations L= Underiine
l [ the cause to
¥ T which death
ot should bhe
e T . .jcharged sta~
it

22. If death was due to exteronl causes, fill in the foflowing:
{a) Accident, suicide, or homicide (specily) -

{b) Date of ccourrencs
(¢} Where did Injury occur?
{Clty or tawn, (Coanty) (Sia
{d) Didinjury occur in or nbout homn, on farm, in {ndustrial place, in publie plaee'!

{Specify typs of place
While st work? ?' (P S

- ou. ?/"T’ﬁ{tr

Jen'm nes Rd Date signed

{Llcensed Embﬁna'- Statement on Reverne Side)




- , . STATEMENT BY LICENSED EMBALMER

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

Registered Apprentlce No

ﬁrorking under my personal supervision. % ﬁl
' ' Signed... = %

Licensed Embalmer No 2.7 ? 7

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fal!ure to comply wi
the above constitutes grounds for revocation of license.)

-1f this body is not embalmed, above space should be left blank.



