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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD
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Burnay oF THE CENSUS
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THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

39380
11037

Stafe File No.

1003

6. (b) Nameof husbandorwife. .. 6. {c) Age of husband or wife if
Hrs., Winnie Walker Allen.  aye._ A5 years

7. Birth date of deceased___FEDIUArY 22, 1888
{Month) {Day)

{Year)

and that death oecntred on the date and hour stated abgve
* Duration

Immediate cause of death_._.._)_ﬂ_. %ﬂ‘_&-___,.. .............. -
acl. 2 2 7

AL

1—93_6__1:'.’

DEC-1841 o,

souls Ayenue

19. (o) ot " A
(Hemuar-mrn-:m)

N
8. AGE: Vears Months Days 1f less than one day Due to....._ %0y grheALan __C’e’:oé.a‘:%__?_
Aratos, L
/ 59 9 9 hr, min - T o i U
. B / Due to Fl
- o Bithplace:.__GHIESLET . Illinois -/ || - Y |
{City, town, or county) (State or foreign country) T
* Other conditions. ” ! ’; .
10. Usual occupation Pressman (Include pregnancy within 3 manths of death) U ;'g
11. Todustry or business_.__olectric Company — £ PHYSICIAN
ey s . . - jor findings: . f - : I
E 12. Name William C - Allen ’ operations.._.. - .
= . . R / Underline
=1 13, Birtptace. Steelville, TIllineis e cause to
' {Cily, town, or. (3uate or forcign country) Of aut ; should b
g 14, Maiden name........ ﬁ jmm h’i.lll&ler autopsy charged st
I u.k T esses / —— tistically.
§ 15. Birthplace. ity m“a;mu) (5;8122 Focaign conntry} 22, If death was due to external causes, fill in the following:
1 16. (@) InformanL.____MrS .. Winnie Allen - Co - (a) Accident, suicide, or homicide (specify)
) Add 6843 Arthur Avenue (®) Date of occurrence
17, (a) gﬂﬂ VR4, () Date thereot D€C o 3,147 || () Where did injury occur? e e e
(Burinl, cremation. or removal) ] (M‘”_“h) (.D"” (Year) {d) Did injury occur in or about home, on farm, in industrial place, in public place?
(c) Place: burial or cremation__CheStex, Illinois
18. (o) Sigmature of funerat directoB€iderwiedén F, H. Inc. While at work?_y. o g Metens of tajurye o LN

Signature %A” /%S»—dl?

(M.D.orother) ..
. Bate Bigned._. {2~ /-

[Rddress.. 3. 2. 8. Lovordel

{Licensed Embalmce’s Statcment on Reverse Side)

Registration Distriet No.__..._ Primary Registration District Now .., Registrar's No
1, PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
"(a} County : () State_Missouri #) County. -
(5) City or town ot. Louis ’ L
(It autside city or town limits, write “RURAL” and nams of township) (¢} City or town St . LOIJ..‘.L 5 / 7
(¢} Name of hospital or institution: / (If aatside city or town limite, write "HURAL")
6843 Arthur Avenue @ Streetao. 6343 Arthur Avenue
(If nat in hoapital or instivotion, write strest nontber or location) \? (i rural, givo locatian)
(d}) Length of stay: In hospital or institution N
(Specify whetber || (¢} Citizen of foreign country? Q {Yes or No) 0
1n this community. 30 years .
yeors, months or deys) If yes, name country.
MEDICAL CERTIFICATION
3ol SRNT Mr. Kenneth H. Allen :
- : 20. DATE OF DEATH: Month__DECEMBET day.. 15t
3. (5) If veteran, 3. {c) Social Security 1947 N A i 5 2 AM
World War 1 No.498-05-2140 our, minute....._..2.2 M.
name war..... ! J 0 L0 S 1~ ¥ AR S 0. =L D I
21, I hereby certify that I attended the deceased from e 7.2
5. Color or 6. (a) Single, widowed, married, L vy to...._..,o,ggﬁc..,,,.[,.._._.__._.___._.___., 19¢ /
s s Male e e JiBite dwomed"'-MaI-lI:-j’-Ed/ that T Inst saw h.£ae... alive on. REV-: 19.¥7.

¢7
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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.

7 Registered Apprentice No...

| -
/én/ k pf/éz'ﬂ//k

Licensed Embalmer N°jf7£jﬁ' I

P. 0. Address /4\?;/ ﬂl;r /‘,-;'«‘AA—/ J’\::

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN IIAND‘{RITING. (Failure to comply wit
the above constitutes grounds for revocation of license.)

working.under my personal supervision,

Signed...{ ...

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




