WRITE PL{UNLY:——USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERC

FLED SOVEPER

THE STATE BOARD OF HEALTH OF MISSOURI » - 19680

STANDARD CERTIFICAT

Primary Registration District No...|

OF DEATH
6.6

State File No.*

Regisirar’s No. ’/ / 7 a)

1. PLACE OF DEATH:

(6) County £ i ds

¢4 . St. Louis

@ ciyortown_._.defferson Barracks

(Il outaids city or town limits, writa “RURAL" and nama of township)

(¢) Name of Liospital or institution:

Veterans Administration Hospital ()

(If not in hospital or i ton, wrile strect

i ber or location,
{d) Length of stay: In hospital or mstttuuon.s.lme 5/ )h? ...............

2, USUAL RESIDENCE OF DECEASED;
Missouri

5%

(a) State (& County.

{¢) City or town St. Louis ?
{If qutside city or town [imits, writs “RURAL")

(d) Strest No..wr 907:-L- N._Compton /

‘ (]frl.lrul giva location}

(Speci{y whether || (e} Citizen of foreign oountry?r no (Yea or No)
In this community 1 years N
years, moothe or days) If yes, name country. e
. MEDICAL CERTIFICATION
Ful? Name._ CUNNAGAN, Willie
o R TS 20. DATE OF DEATH: Month.. JUNE day 6
. yeteran « e Hrity
. Socia _)ly h H i
nomewar... WOXId I . No.unknowm._- .. ye i —
21, I heteby certify that I attended the deceased from.
S. Color or 6. {6) Single, widowed, married. {| _May 9, 19h7  w....w.June 6, 10Ul
4 Se_nmale..a‘.. race NEEYQ . | divorced, ATTIEd that 1 last saw b 1M alive on June 6, 19...117;
6. (5) Name of hushand ot wife..__ ... 6. (¢} Age of husband or wife if || 20d that death occurred on the date and hour stated above. Duration
» UYais
-.h6 _Cornelius Cunnagan . alive_ O years || Immediate cause of death LEFT
7. Bt dateof deceaed... May_9, 1893 ..PNEUMONIA, LOBAR, LE'" UPPER LOBE |
(Month) {Dan) {¥ear) 2+ ABSCESS, LEFT LUNG, UPPER LOBE _ | .. . ..
8. AGE: Yeara Montha Days If less than one day Due to....3.._._HEMIPLEGIA,_._RIGHI'_.__?._..-.._.._......u.._... ...............
). _APHASTA
53 0 27 ._.5.....111'. h_z.s_._.._min. 1 "Fh
] . / Duygz to e Q .-
9. Birthplace . ORGida, Arkansag ] - e

10. Usual oecupat.ion...,.Uﬂ.Employed

=]

o 15

=

16. (a)
e

17. {a)

3]
18. (a)

842
™
211

i

{City, town, or county) (Stato or foreign country)

Other conditlons.
{Include Dregnancy within 3 months of death}

11. Industry or business B PHYSICIAN
Name.. John_Cunnagan - Of operations No operation o
nderline
Birthplace mm 7 l};:lcaﬁ_gzm
Afaid Guytory ot 2 0 (Stato or feeign couiiry) Of autopsy... AUtQpSY. pexformed {See. Causdi, 1d be
en name.... . lcharged sta-
.......... of. Death) tistically.
Bmh"’”i" = (l%ilffzﬁ; HiSSngi-‘PBiem muiu) 22, If death was due to external causes, fill in the following:
Informant. Regj_strar. Vet. Adm., Hospital® {¢) Accident, suicide, or homicide (specify) no
Adiress-__vefferson Barracks 23, Missourdi ||® Date of cccurrence
: bLII‘ ial . (b) Date thereof. 6-11-47 {¢) Where did Injury occur? TP T ™
. (Burial, eramition, or removal) (Mcath) (Day) (Year) || (4) Did injury eceur in or about home, an farm, in industrial place, i public p]aoc?
Place: burizl or crematmn__JEffer S Qn B 1’5&5 Natsl
anp and [o} o
Signature of funeral director. J S H 2 Ran id While 2t worl | S .ﬁi pt“f, h;r lfim)of injury. ... Q__...
. Signattire___ g4 {M.D, orotterre—.

19, (a)éd_dm..l.ﬁ_u_._ B ﬁ—w@muig’%

{Dats rem"dkml ml.rnr) (Registr:

(Mcd Embalmer’s Statement on Reverae Side) B .
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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 No...

;
working.under my personal supervision.

P. 0. Address... Z - . oy /o8 o
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his Q“’N IIANDW NG. (Failure to comply wil.‘
the above constitutes grounds for revocation of license.) .

If this body is not embglmed, fact s]:n_ould be so stated above.

. . . . .

. . P I




