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WRITE PLAINLY—USE UNFADING BLACK INK—MA.KE A PERMANENT RECORD
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DEPARTMENT OF COMMERCE
Bumeat ofF THE CENSUS

JAN %4 1942 791

Registration District No...

MISSOURI STATE BOCARD OF HEALTH ) 4 0 2 9 7

STANDARD CERTIFICATE OF DEATH Stats Fite No
Primary Registration District N0_1003 Repistrar’s No__1ﬂ04i

-
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECFASED: {gQ )
(a} County. . M f ?
; (a) State.. MISSQUIXI. ... (® Count /.
(b) City or town St. Louis, MO. . @ Y b ’ @‘
(Il‘ouuldn city or town limita, write “RURAL" and name of township) {¢) City or town St - IJQUIS B
() '\Iaml; of hospital orf)nsmqt {If outaide city or town limits, write “BURAL") 3

/h Missourd

acific Hospital

wr

{d) Street No 1425 H,. Union

(If oot in hospits] or institution, write strest number or iocation) (It rural, give hcal.ion) é‘:
{d)} Length of stay: In hespital or institution

<

in thi . 1 dav (Specify whether || {¢) Citizen of foreigh cottntry?, (Yes or No)
ny‘oalrs-.ﬁ:\mfﬁtjvay-) v If yes, name country
. MEDICAL CERTIFICATION
3. {s) PRINT . .
FuLl Name._Doyle Peter Fitz J-beTLS e
o 3 € ) Social Sceurity 20. DATE OF DEATH, Monm.Dé€Cember s, 18
. veteran,
name wa N0702—14’ -2091t year 1941 hour. 6:£1'5 Y . 45 Y8
T.
21. 1 hereby certify that [ attended the deceased from JECEMbEr 17 ;.1.9!&1
5. Color or 6. (a) Sipgle, widowed, married. 19 _Decembexr_ l_s’ e bl
4. Sex_.. Male__o_ race_HNALE. d.;{::ed Married '

thatIlastsaw h alive on L —

6. (&) Name of hushand or Wife..wwoeoeveeceereee. 8 (€) Age of busband or wife it ]| and that death occurred on the date and hour stated above. Durati
Edns Mae Lynch alive.. . =Y . years|] Immediate cause of death - e
7. Birth date of deceased....9 SIRATY 31 1901 || Perforated Gastric Uicer 1 day
(Month) (Day) (Ya) || Peritonitis - Shock 1 day
8. AGE: Years Months Days If leas than one day Due to...... '?r/
20 | 10] 18 — s
. r Due to T
o. Birthphaee,_ O Ve LoOUIS Lo. 0 !\ 7}
(City, town, ar couniy)} (Stsate or [oreign country} e s 1
Oth ditio
10. Uszual occupation C ]&e rk R R T (tln:Il;xfl‘:l;__l":tgu;n’::; within 3 months of death :
11. Industry or bulinrul‘o hd Pac * e PHYSICIAN
= Major findings:
£ (12, Name.J0hM_Pitzeibhon, ... Of operations.. NOL. OpeTatled - - Undertine
2 15 Birthplace.... JTLKIOWIL “Irelend 4. o : ot o eaerine
(City, town, or gounty} (State or foreign country) of t Not periormed :Vli‘l::l]:ﬂfaglé
& [ 14. Maiden name LAYy D DO:Vle BULODEY - ormr AR ’ i charged sta-
§{ Sirthotace. UNKILOWTL Irelend 4- charged o
2 15. Birthplace. Tt . 22, If death was due to external causes, fill in the following: .
16. (a) loformant a () Accident, suicide, or homicide {specify)
(&) Address j_ 2 10n (5) Date of occurrence.
17. (a) B.u'rial (5) Date thereof. 12_ 20—41 {e) Where did injury occur? City or town} {County) {Staze}

(Burisl, cremation, or removal}

A¢} Place; burial or cremation

Calvery Cemetery

{
(Month} (Day) tYear) |} (4) Did injury occur in or about home, on farm, in industrial place, in public place?

18. (@) Slgnature of funeral director

Cullinane Bros.

(¥) Address

N. Grexnd Bivd.,

e

AL

(Licensed Embalmer’s Statement on Reversa Side)




3 »

. ‘STATEMENT BY LICENSED EMBALMER |

-

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

Registered Apprentice No.......

waorking under my personal supervision.

I

Licensed Embalmer No ) .’71_1_8&

. P. 0. Address. St o Tonis, Mow ]

Note: The above MUST BE SIGNED BY‘T}iE LICENSED EMBALMER in his OWN HANDWRITING. -_s_l_-‘ailurc to comply wit
the above constitutes grounds for revocation of license.) SN

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




