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STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
iu D m Primary Registration District Nogne 7_4..

21346 /

State Fils No.

1. PLACE OF DEATIL

(a) County
(b) "City or town...._

&t. Louis
.Webster Grove

{11 gutaide eity or town limits, write "RURAL" and neme of h-mh]p)

(¢} Name of hospital or institution:

Glenwood Sanitarium

() Length of stay:
In this c::ommumiI:y........2 years

(1? not §n hospits) or Enstitution, write strest pumber or location)

In hospital or {natltutiou.....g...xmm_. e cttamien
{Ypocity whether

2.

(a)
()

()

(e}

USUAL RESIDENCE OF DECEASED:

7
sute_C8lifornia (& County 7 7’/
Clty Of toWD.. e S.an Diego £
(1f outside city or town limits, write "RURAL™) 7
Strest No.
(I rorel. give location) [24
No 22
Cltizen of foreign country?. L (Yes or'N3)

If yes, name country.

yenrs, roonths or days)
- MEDICAL CERTIFICATION
~ X
L@ RNt Touise B. Cullen .- 3*5
PRITTT 3@ T Sec 20. DATE OF DEATH: Mont| day. brovpust
5 veteran, . {2} Sodia urity
No N yeat ho ) minme_l-f_.E....M
name war a o
21. I hereby certily that I attended the ¢ from. N
P / 5. Color or 6. (a} Single, wldowgd. maTe " . J__qm_____ - 19_#, o ™ ..__..3..:.'.3........., 105 ,‘;
4. Sex . _ race L - divorced.. -——— — ,jthat Tlast saw h_bAe alive on.....ﬂdw 3=l : 194&
6. (b) Name of husband or wife_ . 6. {¢} Age of husband or wife if |} @nd that death occurred on the datt and hour atated above. Duration
i immediate cause of death i
P e YERTS ¥
(X
7. Birth date of ﬂm,,dsept’ d gb 1865 OWQW R T
{Month) (Dey) {(Year)
B. AGE: Years Monthe | Days If tess than one day Due to A\ X
-
80 s | 13 b g || X
/ Duye to e
9. Binbpiace BoWling Green, Va,
. {(Clty. town, er coonty) {State or forelen country)
Other conditions.
10, Unual mmthn-—-‘-‘-“&t-'ﬂdme {Include prognency within 3 moniks of dexLh)
11, Industry or business . PHYSICIAN
™ . Major findings: —
® (12, Name_....Hi1]liam. Cnllen ri Of operations
: T A ot
a | 13. Birthplace . ... }
t (City. tuwn, or cogoty) (State or foreixn country) Of autopay r#j::lddbtg
= { 14 Malden mm*—-mﬂiizabe'bh-«Ba%ai—le«-~~7 charged sta-
e 0 g .
;-. 15. erthplace_..____\g,a‘:" p—— TP o mpsar e 22. If death was due to external causes, fill in'the following:
16. (o) Informantl¥8, Virginia Fepy Mac Donald (a) Accident, suicide. or homicide (specify)
@ Adred_Worthington Dr, RFD#8,Lemay 23,Mol ) Date of occurrence
17. {a) b%ﬂal«-wm-——— (b) Date thﬂf""ﬁ /q /dp‘ () Where did injury occur? {City or tawn) {County)
(Barial, cremetion, or remoral) (Mm'h) (D-v) (Ve H (&) Did fnjury occur in or about home, on farm, In lodustrial place, in Dublic plm:c?

(c)
18. (a)
()]

Bellefontai

Flace: burial or cremation

Signature of funeral director.

(Specify tnu er nl--e)

of lnjur_v
. _.h k (M. D ‘or other)

While at

o 23,
19. (o) Ll ot S A [ i
{Dats received hucal reslatrar) {Reriatrnr’s signstare) "Address. W__.._........ . ph— 1 dgned.ﬁ_fsz:iﬁ
(Licensed er's Statement on Beversa Side) V
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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

“ , Registered Apprentice Noo oo ,

’ Sigoed : Z’ %gm ...........

working under my personal supervision,

Licensed Embalmer No 3 & o

P. 0. Address &L I>

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

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




