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Bureav oF TEE CENSUS
STANDARD CERTIFICATE OF DEATH
Registration District No.._ZK_-Z__._ Primary Registration District No..._/.£).45 Reistrar's No.... L] 2D
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:;
g (6) County. St.louis
* Sl ® city or town..__KiTkwood () State___Misaouri @) County___St.louls
= @ N ‘b E:lliout.llidaé:itlyuor town limits, write “"RURAL" and name of township} Ki ]mo d
¢) Name of hospital or institution: {¢} City or town X [+]
: S 435 N.Kirkwood Rd. (If putside city or town limits, writs "HURAL")
(if not in hoapital or institution, write strest number or location) 2 .
: tnstitution : (d) Street No.
% (d) Length of stay: In hospital or Inatitut {Specity whether {11 rural, give locatlon)
in this unit;
E nynmc:::!ln or gun) (¢} If foreign born, how long in 1. 8. A.7 years.
= 1. () PRINT MEDICAL CERTIFICATION
- .
cLNvame._Lueille Barrlitt
- FOLLN Lu Be 20. DATE OF DEATH: Month > e tay_ 2O
a 3. (b} If veteran, No 3. () N_Q]njy year, /? G’J (o) hnurwujw’,i,‘,’.ﬂm:___mlnutg,,,,,_.._,,_,________M.
e war. a No. -
5 — 21. I hereby certify that I attended the deceased from a\"—"—q {
T 5, Color o 6. (o} Single, widowed, married, : 1637 to S_g_’,s_,;ﬂ g ¢ 0P
oA [N Se:}l&m&]&____ m‘-_—j.lté__ divnrced___ﬁi_d_m_l@li._. that I last saw hefetr_ alive on M ?, Vs d 4 o 19__
E 6. (b} Name of husband or wife 6. (c) Age of hushand or wife if || and that death occurred on the date and potr stated above. Duration
M William alive.._________ years|| {mmediate canse of deat AL s
[}
% || 7 Bireh date of deceased -Innﬂ_,m__.Zﬁ_ 1876
= (Month} {Day) {Year)
4] 8. AGE: Years Montha Days If less than one day Due tn.W
Z P WY
é 64 2 14 br. min. || = ) -
ue to.
=
B 9. Birthplace Ill..ll@iﬁ_._l_ N | ..
- 5 (City, town, or vaunty} (Suu or foreign country) v * y
3 L. T - Other conditions.. A o Wl SR Ty 2y - 4 -
i |f 10- Usual occupation — oo Housawife. .. :2' " {Inciude preguancy within  months of death)
jos] : Industry or business. : : . PHYSICIAN
;l.( E{ 12. Name___- laonard JeDassor ' Mﬂ"{ ﬁ';,"',fﬁ’,.... R S U-.:u
T ] nderline
E 2\ 13, Birthplace e : : : _a...Ca.na.d.L_)_ the cacse to
-, . ty, towu, or cogaty, tate or forelgn cosmiry; . . R . . PN
5 8 (14, Maiden name nCavie Ot autopey phould be
P+ H 59 15, Birthpta , 3 : - : : |u,umny
E = ’ e (City, town, ox county) | (Stateor foreign conntry) || 22- I death was due to external causes, fill in *he [ollowing:
E 16. (a) Info 6 MIE P A Schuek: {2) Accddent, sulclde, or homiclde {epecify)
B ® Addmm__.._ﬂ-.ﬁﬁ_N.Kink}Io_Q_d._B_.—_ (b) Date of occurrence
. ?
i7. (& —_Removal () Date thereof....... 91140 () Where did Injury cccur e eprv— ro— T
{Burial, cremation, of removal) (Month) {Day) (Yeas) (d) Did injury occur in or about Eome. on farm, in ind place, in public place?
(¢} Place: burial or maﬁom_.ﬁulﬁﬂpi&'m‘mmmw .
Specify T
18. (0) Signature of faneral d.lmctor {éhﬂe at work? ¢ ‘) h?le:::)f injury
b Ad ~~~~~~ N . A . .- i
@ QF P 1y wqu 23. Signatuf / (M.D. nﬂm_@
19, (@) L ' -
(Date received Jocal rexiytrar) " g 4‘




STATEMENT BY LICENSED EMBALMER - . el

I hereby oertif(};ﬁbody whose name is recorded on the reverse side of this certificate was émbalmed by me, or by oo
N e A , M M% : , Registered Apprentice No =0 17[ |

working under my personal supervisio.

Signed. stV
e . Licensed Embalmer No _// 2 2.
¢ P.O. Address
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMEB in his OWN HANDWRITING. (Failure to comply w
the above constitutes grounds for revocatign of license.) . . .

1f this body is not embalmed, fact should be so stated above.




