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

57220

DEPARTMENT OF COMMERCE
FICED 3

Registration District No.

STATE BOARD OF HEALTH OF MISSOURI

26 1848 STANDARD CERTIFICATE OF DEATH
Primary Registration District No._.......__ ______] 00 3

State Fils No._ﬁ'),_52., LA

Registrar's iva....--..

1. PLACE OF DEATH:

2, USUAL RESIDENCE OF DECEASED:

. (s . }
(6) County . . Missouri by
(8 City or town.. S vs LOULS Missouri, (o) Seate & County 9
(If ootside city or town limits, write 'mumu. aod oams of townahip) (¢} City or town St LO uis / 7 /
(¢} Name of hospital or inngtution H C. Starkl {17 qutaide city or town imits, write "RUNAL") ' 7
St.Louis City Hospital<Max arklo {‘ﬂ Street N0 3911 West. Pine Bivd. G
(If oot in hospital or institution, write sirest pumber or lovation) (If rarsl, give location)
(d) Length of stay: In hespital or institution Memo ial )
{Bpecify whether || (¢) Cltizen of foreign country? (Yea or No)
1o this community..... :
yosrs, months or dnys) If yes, name country.
i;uiﬂl)‘ 1];21"?; WILLIAM FLYNN MEDICAL CERTIFICATION
T o St 20. DATE OF DEATH: Mootk JUNE day.....aTd
. veteran, . (€ al Security .
None N l'mm.__lgéu_é..,..N»...hour 6 3 30 mintte, A
DAme War. L ©.
i : 21, 1 hereby certify that I attended the deceased frog/ ?f 28/ 46
5. Coloz,pr” . 4. (o) Single, wed, n N
Male / White arr 183 9o to 314 190
4. Sex race divarced T that | last sgaw b alive an 6'/3v/1k6 ———}
6. M Name of hulbaud OF W€ cvisrsreaernes 0 (€) Age of husband or wife lf and thet death occurred on the date and hour stated above. D N
ary y nn V.. —ecoreresissesernenaas years || Immediate cause of death o ki
7. DBirth date of deceased____ S UNE 28, 1883 ~ Cacelir
‘ (Mooth) (Dey) (Year) & ercinton P Ctn Vo rla.,
#
8. AGE: - Years Months Days If less than one day Due to ;f -
+ .- ( 9
62 ll 6 hr. min U W/
T . r ) Due to /’3\ A
o Binbpace Sb+ LoOuls, Missofiri 4 [ A
Co - . “-(City, to'u‘wmul.y) (Stats or loreign eanntry) = _[ "Jé‘} -
i Qth ditio
10. Usual sccupation Painter Unctuds L'.m::, within 3 montks of demth) |
1 Indusery or business : Ma;ur findi gs FHYSICIAN
?.'{ 12. Name Patrlck Flynn y/d of opemr:iné. _—
= N ) g - Lo . : G ! et . 'l Underline
£\ 13, Binhplace._..._.. J.and___ o / ) . - the cause to
o) wrwimimom) || of ey A IS S S
g { 14, Malden na.me..__f‘fé Iy For : ’Lf alam&om O i tte ' fsf:%:'lf?s?af
; R e T - " : stically.
% 13, Blnhplam___lgﬁland___“ vt oo T Tite e et 1. If death was dite to external cauges, fill in the following:
16. (o) Informant I'S. MaI‘,Y Fly {a) Accident, sulcide, of homicide (apecify)
{5 Address 3911 fl'e EJtv Plﬂe BlVd . (b) Date of occurrence
. @ Burial ) Date thereof o=-0-46 {6} Where did infury occur? T s
(Barial, cremation, or removal) (Month} (Day} (Year) {d) Did injury occir in or about home, on farm, in industrial place, in onbl.lc plane?
() Place: burial or cremation Ca lvary
18, _‘(a_)_ Ssznature of faneral d!recusouthe rn Fune I’al HOm While at wori? - (Spwcity -‘(”)‘"f o f injury...... ﬂ e srwme et
. ) add:esa 6322 S,h GI‘and.. Blvd. J . y
23. Sigrature_2 A&mu)—__
19. (a) —?.lw}M }A—M gratare -
bora| ¢ !.nr) {Registrar’s slenwtare) | Addrrm oy = Date dgtted_..............

(Licensed Embalmer’s Statement oo Reverse Sido) - -



STATEMENT BY LICENSED EMBALMER

' I hereby cernfy that the body whose name is recorded on the reverse side of this certlﬁcate was embalmed by me, or by ' . B— |

A |
! Regastered Apprentlce B T s ‘
|

S:gned \ W fgw :
-Licensed Embalmer No... ‘ b \_3 ............... W '

PO, Address--.,& .................. M .....

Note: The above MUST BE SIGNED BY THE LICENSED EMBALI\IER in his OWN HANDWR]TING (Failure to comply with
the a.lmve constitutes grounds for revocat_mn of licenze.)

working under my personal supervision.

4

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




