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' WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD
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MY JUN 25 1941 . .

DEPARTMENT OF COMMERCE MISSOUR! STATE BOARD OF HEALTH 1 7 U ¢

pumsAy or TR Canms STANDARD CERTIFICATE OF REATH - s rie me .
7.9_1 Primary Registration District Now. Regisirar's No............ g ...5.42—— ’

Registration District No.
1. PLACE OF DEATH: ' 2. USUAL RESIDENCE OF DECEASED:
{a) County. i 9 é
ssour S5t, Louis
(d) City or town .St LOU.lS WD —eey (@ State"""Mi""_""'—"‘""i'—'—_"' (8) County. * c
{If outside city or town limits, write “RU "' and name of tow D) )
{2 Name of hospital instltut!o;n * {¢) Cltyortown_.______. _._g -3 0 SQIl_'\[illQm_ ————— j Z =
M¥ssourl Baptist Hospitel () . (It outside city or town limits, write "RURAL") d
(It notin hospitnl or ingtitution, writs stress number or looation)
. ; ) @ streetNo. 8894 Alva Avenue. ...
(d) Length of stay: In hospital or {nstitution (Spocify whethar “ ) {1f rural, give location} ..
JIn this community, /
'35 - yoars, months or days) (e} If forelgn born, how longin U. 8. A.? YCATH.
i 3. (o) PRINT Ce A Fl MEDICAL CERTIFICATION
‘roLLname. Cannie Alma Flynm
i 20, DATE OF DEATH: Month.. M8Y...._ day 28
3. (O If veteran, 3. {¢) Soclal Security year, 1941 hour [o] minute 0 ™
name war. No No.
- 21, 1 here_by certify that I attended the d d from

5. Color or 6. (a) Single, widowed, married, {|* 19........, to. 19

 sPomalel | meliifia ] awes Single G Lo o S 8/4/ -

6. (b) Name of husband or wife .. ... 6. (¢) Age of busband or wife if || and that death occurred on the stated ahpve. Durati
i r o uralion
alive. Immediate ca SRR PR -

7. Birth date of deceased.....0. chDh_aI‘ 19 _1886 N o 9

(Month) (Day) {Yoar)

. 7 Y4 7
8. AGE: Yeara Months Days If lesa than one day Due tu_m L£.oeA / (%74 /L "‘é 77 //ﬂ ﬁ (L ach

AT A

9. Birthplace Iackson () Mo i} T
T (City, town,’or county) (State or foreign conntry) m—— tantaakd e Eesmamameed
10. Usual occupation Shoeworker. : Ot(lger,cgndu‘"":w TR prrTNpEaTy g ‘ _
11, Industry or bosiness . ___Sl'lQ g...Mfg CQ A : : ] l‘f L3 PHYSICIAN
E{ 12. Name__-WATTen Blynn .. 3| By YR A —
3] | R " o 1L oe
21 Birthplace. — a..:I.ﬂ.QKS.QIl ............. Q Mo. s : ] ()i 7 /E';‘ ;ﬁheiggmg
ty, tow! county; o . . L . R R 2
g { 14. Maiden name. "PEF¥ cllla_ﬁ%m Of satoper S S T o
T . : ; .
§ 1 Binhplaca.._.____,i_é_“, w-EJ;'Enu ’ ” (s,.m,,lg?,,‘mm, 22. If death was due to external causes, fill [n the following:
16. (s) Informant Begulah D Flynn (s) Accldent, suldide, or homicide (specify)
@) Adaress 3894 Alva Ave =00 (8) Date of accurrence
17. (@ . Burial * (%)-Date tmm 31 /41 | () Where did injury occur? s o s
(Burial, cremation, oz removal) Mmh) ({Day} (Year) [ (4) Did Injury occur in or about home, on farm, in industrial plane. in public place?

(¢} Ptace: buriaf or cremation
18. (o) Slgnature of funeral director,

19, (aw__ 3.4

(Ruhtur'l wignsture)

{Liconsed Embalmer’s Statement on Roverse Side) 7
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- - . ..~ STATEMENT BY LICENSED EMBALMER
" Lhereby certify that the body whose name is recorded on the reverse side of this ceftificate was embalmed by me, p(r/':f - -
: e ,-Registered Appre;lﬁce No
working under my personal supervision. o o -
: - ‘ R mb; 5225 .
e - 1
. P. O:-Address..... 13.3 5HodiamontAve ..........
Note: The above MUST BE SIGNED BY THE LICENSED EMBALN]ER in his OWN HANDWRITING (Fallu.re to comply with
the above constitutes grounds for revocation of license.) e . - -

If this body is not em.balmed. fact should be so statpd above.




