@ - :
DEPARTMENT OF COMMERCQC} MISS(/)URI STATE BOARD OF HEALTH

P g1 @ STANDARD CERTIFICATE OF DEATH  suu w0705
_Fé:ziatmtion District No e crmrerrrrerere s reainan 1 ,01 Primary Regisn'ntion Dtstrict No. __1_0_03 Registrar's NO_M

1. PLACE OF DEATH: % rJ/ 2( USUAL RESIDENCE OF DECEASED:
{a) County.
) Clty of town St._Louis s (o) State.._ Mimssobrld @ County
{If outside clty or town limbry, writs "RURAL"™ and nams of township)
(c) Name of hospitat or institution: (& City ot tow St Louis 2 /
Phillips Hospital . (i outside clty o town iimits, writs “RURAL™} ’
(11 not in hoapital or institoton, write street fumber or lncation) l @ 12 A D ]_mar
(d) Length of stay: In hospital or institutlo: F__|| (d) Street No. 3 S e
Life {Specity whether (It rural, give lucation)

In this community.
years, montha or days} (¢} U lorelgn born, how long in U. 5. A.?, years.

MEDICAL CERTIFICATEION

'

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

t
]

8 o) RN Howard Fenneil .
T TR — — P 20. DATE OF DEATH: Month..S€DP% . day.. 2
. M v LC, Socinl Cﬂml . . N
Y vear, -+ 191}0 hour. 5 ‘38 minute, P M.
name wmm__lnﬂant No -
21. I hereby cenify that 1 attended the d d {rom
5. Color o 6. (a} Single, widowed, married, August 28 whQ . Sept 5 19.40
o sex. Male o gro & 3 '
" ce vnrud“” em——— that 1 !B!l Bw 13 alive onb 19___i
6. () Name of hushand or wif 8. {¢} Age of husband or wife if [] and that death occrred onlthe date and hour stated above. tion
KK ’ alive.._.__)g_(_____ym Immediate caure of death
7. Birth date of deceasea ___ JUNG &, 1940 Pneumococcic Meninzitis . 12 _das
(Month) (Day) (Year) I/
8. AGE: Yeara Months | Days H less than one day Due to..Bronchopneumonia
0 3 1 hr, min '\ ?
Due to.
9 Dithplaee. St Louids . - Mo 0. T TR
(City, l-nfn. “'EJ“") (State or foreigm euunl.rs} -
. d0nlarn . . . Oth dition
10. Usual aceupation g ; : {Loctads peegonnty within 3 momtbe of duth)
:‘1. Industry or business 2 PHYSICIAM
% (12 vome.. lvory Fennell . . . LY Vel o . -
E Underilns
2 L 13. Binthplace Arka.ns&s Meni i e P . -7 x't;gg'c::;
. or eounty) {State or foreign eountry) ne s onchopneuno a
g { 14, Maides' nars POATL HONGEOD ... et | Ot awtory > sbouid be
T - . tistically.
§ 15, Birthplace TTE R P —— "’(‘é&%&%ﬂaﬂa&;upupy} 22, If death was due to externul causes, fill in the following: /
(6) Accident, suicide, or homlcide (specify).
16. {a) Informant __-_
® Momm_« e || (&Y D1 of occuTIERCE
M- w occur?
17 (2 (3 Date thereot 2= L= 0 || (0 Where aid lapury occur T — Comer)  (ata)
(Burial, erematiov, or remmval) M““) ,(Day) (Year} [} (4) Did injury cccur lo or about home, on farm, in Indusuial place, in.pubiic place?

{¢)” Place: burial or ctemation,

18. (a) Signature of funeral direct / 9&% 7M While at (Spmcity trpa af pluce)

oy, S
5) Add ol
® I 23, Signature. or other)

1 (SEﬂﬁziﬁ@é@Fu) ® —£# o Address 2601 N Whittier Date signed

{Liccoaed Embalmer's Sintement on Rererna Side) . 9/11/1‘0 ’
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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, of by oo

- - , Registered Apprentice No
working under my personal supervision. - ’

L o . Licensed Embalmer No .

P. O. Addresa.

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

If this body is not eln_balmed, above space should be left blank. N ’ . _ C

i




