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STANDARD CERTIFICATE OF DEATH
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State File No.

Reglstraﬂun District No. .o +.Primary Registration District No...__lo_()_s Registrar's No.
1.-PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: tn
(a) County. .
@) City o tow. .. Sbe_LOUIS ML gﬁ%%l_iz_;ﬁmm?m.,m..)m 0 stare Migoourd ® County. Q0.9
N = - townahip .
{c) Name of huspnal'::r ln;uu:,tio;;o o T, write et (¢) Cityor town St. Louis 23_/ 7

)

e
(3pecity whether

—Sta Louis City Hoap uaL#l_*

(If vot in hospita! or ingtitution, write strest nitmber or loca:
(d) Length of stay; In hospltal or institution . 3_hTsa

In this commuaity... 308,10 mina,
years, months or dayn, i

tion)

{If outaide city or towao limits. write “RURAL")

' ohoo Lafayebte Avenue
~ {If rural, give location)

X

f’

(4) Street No.

{¢) If foreign born, how longin U. 5. A.?

MEDICAL CERTIFICATION

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

3. (s) PRINT Baby Guinan
FULLNAME '
: 20. DATE OF DEATI: Month JERUATYY a1y . Se
3. (&) If veteran, 3. (¢) Social Security ] 9!”
zame war._ Newhorn. No. IInknarm year. honr_____._l_Q_.,s,s_ _minute__._._._A.n_...
21. I hereby certify that [ attended the deceassd from.. ALanuary -
S. Color g - 6. () Single, widowed, marricd, 5 1o N}, Jenuary 9, w0 L
Female hite /Newborn ’
T R rmere] T e e divorced. 4. that I last saw h L _ alive on January 5, 19443
6. (¥) Name of husband or Mfa_NﬁHth 6. (&) Age of husband or wife if || and that death occurred on the date and hour atated abave. Duration
alive NOWDOTD ypqry {f Immediate cause girgeath —
7. Birth date of d d January 5' 1014‘1 [ — M‘--f‘
(Mouth) (Day) {Yeoar) . ,
. " £
8. AGE: Years Months Days if leza than one day D:'1e to. V4 £
f 2l
__,Bmmhr I, -
Due to
9. . BIrthplace —— Misaopri . ._é
{City, town, or eonnly R (3tate or forelgn country}
N 3 Otherconditions.
10, Usual ocx lon Nll e {Include pregnancy within 3 months of death) o
11. Industry or business B3l ' PHYSICIAN
o . . s
E { 12. Name_._ LoOuis Guinan M R
113 . Underline
= (13, Birthplace Illinocis - the cause to
{City, town, or county) . (State or foreign country) ot c / L . PR w;:ichl%n':h
‘é { 14. Maiden mm%MlM@Sb@W‘M antoper. . / :h;r:ed n:-
v . - tistically.
= 15. Blnhpm_""'"d{;;f;m or codE] fgad?,‘um countey) || 22. If death waa due to external causes, fill in the following:
16, {s) Informant.._| {a) Accident, sulcide, or hemidde (specify)
& Ad "St. Louis City Hospital %1. (b} Date of occurrence
1. @ M ) Date thereot_ /30 4/ || Where &id injory cocur? s s =

18.

(b) Address____
(a)

“ (Buaral, cremation, or removal) - (Moatk) (Day} (Yens)
(¢) Fiace: burial or mﬂon_@%_
{a) Slgnature of funeral director.- sy 7% P .

19.

{Dats received local registrar) ( Hegistrar's dunal.un) v

place, in public place?

(Swdf: lﬂn of placa) E

While at work?. , Meann of Injury
23. Sigmature m o™, D .
Address..__ 1015 Lafayette’ Avenue, W%ML

{Gi
(#) Did Injury occurin or about home, on farm, in ind
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STATEMENT BY LICENSED EMBALMER :
' T hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by. e

, Registered: Apprentice No

working under my personal superviston.

Signed

Licensed Embalmer No

- - P.0O. Address

Note:. The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wit
the above constitutes grouuds for revncatmn of lcense.)

If this body is not embal.med, fact should be so stated ahove. ) : o




