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

N AL
DEPARTMENT OF COMMERCE

HLED Iﬁlﬁ;ﬁov THE Ca:r{ji@s K7

Registration District No.._.=7_,

L/THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICAT

Primary Registration Distrlct No... &=, 6

Stale File No 4 04 6 O

OF DEATH
Registrar's No,_. % 7_.6..

1. PLACE OF DEATH:

(2) County_Sta_ louils
® Cityor town...Qverland, Missanri

{If outaids cily or tovnlimlu, write "RURAL" ond name of township}
(<) Name of hospital or institution: /

10506 Mgddo:g Place_ - 7

{If not in
(d) Length of stay:

In this community. ). 0._yu_a.r a

years, months or days)

or loca linn)

In hospital or institution
{Spocily whether

2.

(s}
()

(d)

(e)

USUAL RESIDENCE OF DECEASEY: 7/

stae MiBBOUrd ) countySte Louis /7
City or town_.OV Y 1aNA -.3
/!

(If outside city or town limits, write “RUHAL")
{Yes or Ntﬁ

Street No. L0508 Maddox Place

{If rural, give location)

Citizen of foreign country?. Na

If yes, name COUNLIY. .o

Full: PmNT Thomas A. Barr

MEDICAL CERTIFICATION

DATE OF DEATH: Momtn V&Y 3o

Illinois. /

{Siata or foreign eounl’.ry)

9, Binhplce Marion

{City, town, oz county)

20. day
3. {b) If vet 3 3. Social Security .
® veteran & © year. ’ Q L= A '7 hour minute, 3 0 A M.
name war. No
21. I heteby certify that I attended the deceased from L0 ...... e emar et e
5. Color or 6. (o) Single, widowed, mzmied)& P / %M }’ 0 19}/,:7
4, Sex.Me-_lg__Q v mmﬂhit.@. davomed_Hid_QY’Q‘:l/ { that I last saw h 2 M1 aliveon m 2 7 ‘ ?
6. (» Name of husband or wife Anna._Lae. s (¢} Age of husband or wife if and that death occurred on the date and hoar stated above. Drration
.Bare . alive _.oeoo......yEAIS
7. Birth date of deccased. MBY 30, 1855 | A T,
{Month} {Day) {Year) .
8. AGE: Yeara Months Days If less than one day Due to.. @ W
92 6 O he. min o ﬁ; / ? 7 ---- E -
Due to

Other conditions.

QR22..1a,

et =

{Date received local rennm)

10. Usual mmﬁonmﬁg_n_qhg_!_'___.(_ngt ired ) : : (Includa pregnancy within 3 months of death) 3
11. Industry or busi ) . PHYSICIAN
: hn e Barr ir MESE apertians......
E 12. Name..JONN Ife B8 b l2dl - 7 D Undertine
& { 13. Birthplace e Oh‘i o ) the cause to
ity, town or Ly o 4 tata or foreign country, should be
B § 14, Maiden rame. MBEY_ JORRSOD Of autopay - Charged s
b = tistically.
B H - .
g’{ 15. Birthplace TP———r— (S“horrig“ w({un 22. If death was due te external causes, fill in the following:
16. () Info + Floaaie Hmd‘ or (8) Accident, suicide, or homicide (spedfy)
® Adm_l_QEOﬁ_M&ddmL Place. ..__Ovax:land,-.MQ o || & Date of oorurrence
1. @ _Cremation ¢l Date tereot. Dega 1, 1§47 Wher didinjury occur? ey o v
(Burial, eremation, or removal) o v (Month) (Dayy (Yeerd || ¢y Did injury eccur in or about home, on farm, in industrial place, in public place?
{c) Place: burial or mmadon._%_- Cramatory. ..
18. (a) Signature of funerul director. OXSmANN_Funeral Home R i o -




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: e deagent

S , Registered Apprentice No R ,

working under my personal supervision.

: o - Licensed Embalmer No 3 Clé 78/

P..0. Address

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

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




