3. No. 2

—11-10-39
5-17-39

o] X

m m&% sttrlct No.

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

e .

DEPARTMENT OF COMMERCE

Bureavu OF 7 9 1

- MISSOURI STATE BOARD OF HEALTH

STANDARD . CERTIFICATE{ QDBFATH

Primary Reziutmﬂon Dmtr{ct ) [ S

Staie Rite No '-g 3 b 8 J

1. PLACE OF DEATH:
(a} County.

Registrar's Na..%g:

2. USUAL RESIDENCE OF DECEASED:

(a) State....... .. ,m."_....

(5) City or town St -I-'OUiS th [ ] - {# County.
() Name of hmp_(glouh:da:il:yﬂnr rown Jimlts, writs “RURAL" and name of mwmhi? T /
£ ital or institution: i
. (&) Clty or town S8t . lLouis 2
Deaconess Hospital, o iy ortom Y ooteids city or Town liate, writs “RURAL™)
{If pot in boapital or Institation, write strest nu, of Jocation) Q
(@) Length of stay: In hospital or institution Days. @ Street No.__4567 Washington Blvd,
(Specify whether {If rurel, give location)
In this community 64 Ye ars
yoars, monthy or daya} {£) I foreign born, how long in U, 5. A.? Fears.
N MEDICAL CERTIFICATION
3. {a) PRINT .
fo FRINTe  Nellie Flynn,
AT T TR 20. DATE OF DEATH: Momh....0CLORET 4ay 7th.
A . . (£} Sodial Sec
name war. Nn488-0 910 77# year 1 g"é'Q"_—_lmm 4 . atinite O 5 P M
21, 1 herehylcertify that I attended the deceased from__September
1 5. Color oz?h i J 6. (a) Single, W{‘%O{!g. married, Vi 1940, 0. Qe tober 7, 1940;
s sefemale race A" divorced L OO W ... that I last saw h..217 _ alive on Qctoher 7 > 19_4_0"
6, {b) Nameof hnsband or wife..__ — B. {¢) Age of husband or wife if || and that death occurred onithe date and hour stated above. Duration
'Ilhom.as 1ynn . allve___.._ . Tmmediate cause of death a p.} astic Anemia
7. Birth date of dmmd_ﬂeﬁiemhﬁr_z?_lay.ﬁ b Alo
{Month)} (Day (Yen
8. AGE: Years Months Days If less than one day Due o Luetic- .;r.%}:.@g.a;;d,i t,j,.s ST
64 1 5 n U || [PS— Chronic Nephritis |
Touls. Ma. 0O il Dee o Enlarged spleen _Mll____ e
¢. Birthplace ﬁ L. S 2
trthpl Q7 g e P s mr'{ passive (‘ﬁﬂo‘PQ‘f“i an
10. Usual occupation Ssles La A¥. % . Qther conditions.

(l‘t:clude pregnancy within 3 months of death}

11, Industry or business PHYSICIAN
e M findi : —_—
2 { 12. Name____Thomas Fahey, o e o
k!
= L1s. Bitnptace___1r€laNd, e dene
- ha]"a"n“’“' j]-r““"’().l (8tate or foreign country) Of nutopsy_ Fari 1 a,ng_e.d__hﬁant,.luﬁjlis___ skould be
14. Mnaiden name...... ar . gﬁﬁ Eta-

E Irelsnd. anpntatis,. . enlarged. liverisplemiicn.
2 16. Birthpler- {City. m'n'u o (State or forolen conntey) || 22- If death was dus to external causes, £ill in the following:

et : . ify}
16, {y" Taformant LOU.IS ynn . << ol (a) Accident, suilcide, or homicdde (specify,

@ Address.. 570 Scenic Drive,
. @ __Burial

{Burisal, erematicn, o removal) .
(c) Place: butial or crnmallnn

18. () Signature of funeral directorl=GeZL

(%) Address ”Mm

10-10-490

{&) Date t.betmf

{Month) “(Day} (Year}

Calvary Cemetery.

@ oG 1840 @

{b} Date of oecurrence
[¢) Where did Injury occur?
{City or town} {Cocnty) {Seate)
(4) Did injury occur ic or about home.on farm in industrial place, In public place?

{3pecity type of p
While at work},

(¢} Meaos c):f injury

ﬂ/j@W« 4 D or other)

A

mmjmw ‘e signed 10/8/

(Licensed Embalmer's Statorment on Reverss Side}
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STATEMENT BY LICENSED EMBALMER . AP

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

Registered' Apprentice No e

Szgned# Mcé# )77 paeko 2L -
) Llcensed Embalmer No 2 fé g
P. 0. Address 35 o Rl e 2l —

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

working under my personal supervision.

If this body is not embalmed, above apace should be left Blank,




