. 8. No. 2
M —5-43

ev, 5- IT—SJI

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

—

DEPARTMENT OF COMMERCE
BurEAV OF THE CENSUS

LED 0CT 27 1943

Registration District No........... 3}.

THE STATE BCARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Regigtration Distriet No._..

State File No.

32986

Registrar's No,

9268

i. PLACE OF DEATH:

(e} County
(8} City or town

ST.LOUIS

(If outside city or town limits, write “RUHAL" and pame of township)

(¢} Name of hoa‘f:tal or institution:

OHNS HOSPITAL /2

(d) Length of stay:

(If not jn heapjtal or institation, wrile stres
In hospital or institution

rEAYS”

4003
2. USUAL L E OF DECEASED;

frg =g

(o) State. MO » (5) County /) ;l _______
@ City ot townn ST LOUTS & J

(If outside city or towa limits, write “RURAL")
@ Sireet Mo 2446 __CAPANNE AVE,

(If rural, give location)

(Specify whether || (¢) Citizen of foreign country? (Yes or No)
In this community. 27 _YEARS d
years, Months of days) If yes, namie country.
3. {5) PRINT MEDICAL CERTIFICATION
¥uiL NaME.._. S TSTER M,PATRICIA COFFEY ocT 50
3 Social Secarit 20. DATE OF DEATH: Month ) day. V"”)
3. () If veteran, - @ urity year__ 1943 . hour. 2 minute... 49y M
name war, No.
21. I hereby ify that I attended the deceased from .\ 4 S, W
FEMALE | 7 WHITE| " e " STNGTE [ it o, Ladebin 20 1043
i
4. Sex | ¥ race d“"’“”d—- & that T last saw hJ&2A2 _ alive on_ HAeda X0 .. T
s . d that death d on the dat d h tated above.
6. (&) Name of husband or Wife..oreeeveeeeeer. 6. {¢} Age of husband or wife if || 20d that death occurred on the date and hour stated above. Duration
alive . _...years || Immediate cause of death

7. Birth date of deceased. .. DEC!_. _.9..,.._..___.._.-_.___ - _1_8_7 5._______,_______,,_, T ] é --------
(Month) Day) {Year) (/j A\ 4,\,«/&44 PO Y o diaton..
8. AGE: Years Months Days If less than one day I
69 l O l 1 hr. Tmnin -
Due to | TN 7 1T P
0. Birhptace___ DETROIT MICHIGAN/ FEioy
{City, town, or coonty) {State or foreign country) [ :{/ ¥ l
Oth diti
10. Usual occupation RELIGIOUS A T T y
11, Industry or business Sajoch PHYSICIAN
or findings: N
12. Name JOHN - B .COFFEY - v Of operations
RELAND 4/ (he catet £
=\ 13. Birthplace = 1 - : wh.ich]deat.h
(City, town, tate or foreign country’ f autopsy.... hould b
a 14, Maiden name.. .o 3 I !I !A nr AR Of autopey t::‘h%geﬂ w:
;f hd stically.
g{ 15. Blrthplace P ‘gmaiﬁggu v If death was due to external causes, fill in the following:
16. (a) Informant S ISTER }\'i RAPMEL KIELY (0} Accident, suicide, or homicide (specily)
(%) Address 5445 LABAI\IN’ E AVE . (b) Date of ocourrence
17. @ -BURIAL @) Daté thereot, LO=28=43 || (9 Where didinjury occui. e T
] (Burial, cremation, or removal) (M‘““‘:I} {Day) (Yoar) {d) Didinjury occur in or about home, on farm, in industrial place, in public place?
(¢) Place: burdal or cremation. (.;ALV X RY C ﬂ‘ TERY
i . (Specify Ltype of place) .
18. {a) Slgnature oy While at work?..._._______.... {¢} Meansofi m_lury ................... -
® A 1 lg 23. Signature. =Tt N
19. {a) - ' 4 T Ty
{Data received loca] rezistrar) & {Registrar's sigunture) Address. 306/

{Licensed Embalmer’s Statement oo Reverse Side)




- o~ —

sl

STATEMENT BY LICENSED EMBALMER.

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

P st e

e ) . - et .+ Registered Apprentice No;..: oo

working under my personal supervision.

’ ’ .. Llcensed Embalmer N;lg Q 6
| | i P.O. Address? ‘3 }-{-D _____________________

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER i in his OWN HANDWRITING (Fai re eomply with
the above constitutes grounds for revocation of license.) w YN

-

If this body is not emblulxued, fact should l)e so stated above. v

L3




