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USE UNFADING BLACK INK—MAKE A PERMANENT RECORD
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- WRITE PLAINLY.
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DEPARTMENT OF COMMERCE
BUREAU OF THE Ct;?sui

FILED JAN

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF'IW

. 422793
State File No.

Registrar's Ng. .:ﬂ 188

Registration District No...._._. .. Primary Registration Dlstnct Nowoeeen
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
{o) County...... (a) State. Mis 3 011.‘!."1 (&) County 00 C)
(8} City or town... St_-. _I.!Quiﬂ_..-.._.._ - - [}
{If outside city or town limits, writa * “RURAL" and name ef l.uunlhip) {c) City or lown....s.t.......lzlpni 8 S M?
(c) Name of hospital or institution: I (If oviside city or town limits, write “RURAL") /0 I
00558 _Market! SLreet Mo sieino. 33538 Market Street.. [ S
(If ot in hospilal or institation, writs strest number or lncnhon) (1F vural, givo locatiun) -
(&) Length of stay: In hospital or institution N 6)
50 ¥ . {Specify wheiher (e} Citizen of foreign country? (v} {Yes or No)
In this commurity. G_Qi!a
years, months or days) If yes, name country.
. MEDICAL CERTIFICATION
FULT NAME. Annis Coolridge
FULL NAME""""_'""‘""nni"“"'""'"o'"'"l‘" '"""g'""'_"_';';;""'_"""_"' 20, DATE OF DEATH: Month De C Gmbe r day 2 5
. i 3. {£) Social it
3. (b) If veteran () nrity year 1946 bows 1 mannte____aﬁ.mp_.m.
N ucrrrmsser rtamss e memam e
fame T 21. I hereby certify that I attended the deceased mom.. DOCEmber

‘3 s Coloror 6. (a) Single, mgoiwed'!mamcd 9th 1048 .. December_23 . 1046
) 5
4. Sex Fem ]‘;_9, b Tace SEro divorced 1= ng that I last saw b ST alive om_,"DQQmeermzsrd,, 19..4.6
6. (b) Name of husband or wife ... 6. {c) Age of hisband or wifeif || and that death occurred on the date and hour stated above. Duration
alive.. ... years || Immediate cause of death : .
7. Birth date of decensed.... MAY._______12th 1897 Chronic Myocerditis -6._mos.,
{MoaLh) (Day) (Year) o
8. AGE: Years Months Days If less than one day Due mHYP.ePtenSiOn 2‘ 1 undat,
. — sy A j
49 7 13 by . min. ) 7 ;j
I Due to z
"9% Buthptace.. . Artesia, M 1 89 ua lppl 7 o ¥z
{City, town, or county) {State or forcign oountry) T ( ﬁ f}
10. Usual ocowpation .. HOUSO KOS DO cz:zi;:::m  wihin’3 monibe of deih) e i é;

11, Industry or business i T 1 PHYSICIAN
et ajor findin . " —_—
HE { 12. Name.. .o-e... Med.: .C Qﬂlr idg L ROV, Of operatgns Underline

E. ad . - - —- -
2. mmmmggak,__ia,s:.a%}mpugimmgm s gt
g 14. Maiden name......wi “ﬁardv Of autopsy..... . A : “c'hs\‘.,.rgi:cl:}tlt.a'f
tigtically.
E{ 15. Birthplace. .. _ e ﬁ%ﬁ%—i—i&* —Mis E}&fﬁ_}eﬁg %:‘;{—)" 22, If death was due to external causes, fill in the following:
16, (@) Informant Robert (? oolridg {2) Accident, suicide, or homicide {specify)
® Address”i 20538 Market Stre et () Date of occurrence
1. @ Burdal () Date thereof. /31%46_ {c} Where did injury occur? TP " yT
oy r (Busishcremation, or removal) Ly (Manth)” (Day} 7 (Year) (d) Did injury oecur in or about home. on farm, in industral place, in public place?
(@ Place: burial or ceemationfi@30ANELEON_Park _Cem..
15. (s) Signature of funerai director.. CN}B 8 a_Jde_GBLOS WHle 2t 072 ey e e ot i m,u..y_____________,____ -
® Add.ress 4107 Finney Avenue . %/(,{/_..edf, Z‘ﬁ hy [
v @ DEC.29 1946 o L. 2, . S 2 Drorothe) ===
i (Dlte roceTve: bcu'rrcrl:tr-r) £ (Rext s sigRatare) Address....... mﬁ & . Datesigned._ ...

{Licensed Embalmer’s Statcment on Hoverso Side}



L | -

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

.,

~Thomas. Je« Gates . - Registered Apprentice No.__.

working.under my personal supervision, N e e

icensed Embalmer No 4 259

P. 0. Address....4107.. Finney Avame.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OW‘\ HANDWRITING. (Failure to comply wil
the above constitutes gmunds for revocation of license.)

If this body is not embalmed fact should B% so stated above.

.




