N. B.—Every item 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 statement of OCCUPATION is very important.

Tk & WS

DEPARTMENT OF COMMERCE
BUBEAU Oy THE CENSUS

Registration Distriet No

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration District N°'—-—1‘Q‘@-3'

1 32() 123
3495

« Stals Fils No.

Registrar’s No.

294

1, PLACE OF DEATH:
(a)} County.
(b) Clty or town

St. Louls

(1 outside city or town limita, write “RURAL" and nams of towmbip)
(e) Namg of hospital or jnatitution:

Lutheran Hosp1ital /
{if not in hospital or jnstitution, write lttu&nmﬁcévpéntion)

(d) Length of stay: In hoepital or {nstitution.

2. USUAL RESIDENCE OF DECEASED:

(@ sate_ Migsouri @ comty
St. Louls

(If outalde clty or town Hmits, write “RURAL")

6520 Fyler Ave

(11 rural, give locwtion)

3

(¢) City or town.

o

(d) Street No.

| 17. {a}

18, Birthplace

In this community. 23 yrs @ Thether
yoars, months or days) (e) II foreign born, bow long In 7. 8. A.T. Yeura.
MEDICAL CERTIFICATION
3. PRI
et Clara B, Cunningham (8 7= ADT 15
8. (3) If veteran 3. (o) Sogigl Securlty 20. DATE OF DEATII: - Month..... * day.
’ ' No ‘Nl yoar 4 hour. 8 mlnute._.:_l'.,.é......e........M
it 21, I hereby certi.ryhat I attended tho @ d from,
5. Color orw 6. (a) Single, wido' married, E '// —_ 195 to 6"//}-’ 19”./
4. Bex race. divoreed. . —— thet T lant saw h 220 aliveon /4’/ LT whe
6. (b) Name of husband or wife..—— 8. (c) Ageof hunbnnd or wite if || and that death occurred on the date and hour stated above. Dusation
Herbert / ?l ........... ears Imm catag of Aanf!a
ST r———’)/ 7/ 1 1A il WY S —"—~ 72 i —
Y, aar, 0
8. AGE: Years Montha Days H lexs than one day Due to. / 4 /
fé / D8
hr. min. Duo ¢ I [
ua to. 4
0. Birthplace —I%}inois : . 4 . T P
ty, town, or tate or tnnuu oonntry, - .
10. Usual occupation fio usewife Other 3;;&:‘10%%&@&% Ll ot 5 e anman e
11. Industry or business. W eA o 410 > PHYSICIAN
=T Mzejor Ondings: —_—
E { 12. Nome Allen Michael / { operations, loadertine
2 | 18, Birthpince & Penn SVlVaiim ?' / & = which death
tY. foreign co LY i) a
§ [ 14 Moiden name T HEtTTY Caulyy Ot sutopey charged sta-
§ Illinois Z -

{

16. (o) Informant’s own signatur,
Y

» Addﬁ:n

.{City, town, or unty)

{Barial, al) (b) Date thereof T / 4)0(}1,- :
urial, eramation, o remav - o
(c) Placs: barial or cremstion 01d Ripley’ I&i

18. (o} Signature of funeral dith JW }M Kttt A e
(¥ Address 290 Lafay,ette Ave

19, (a} {

{Data roceived Jocal registrar)

z (suuubrd;n _,(\
6520 Fyler Av? /% o

11

22. I d eath wan due to external causes, fill in the following:
a) Accident, sulcide, or homicide (specify).

(b) Date of occurtence,

{¢) Where did Injury occur?

(Ci
(d) Did injury occur in or about home, on (arm. in indmuill plue in pubile pl’ace‘!

£\ e
[

{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............. N -

, Registered Apprentice No.......

kP I M4

" Licensed Embalmer No...... 3&/ .............................

. P. 0. Address..eX 301 .. A Y gt T2

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failur#to co
the nbove constitutes grounds for revocation of license.) .

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

working under my personal supervision.




