. 8. No. 300
BOM —10-47
Rev, 5-17-39

BB 1 3908

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

AENBET & 1948 818

FEDERAL SECURITY AGENCY

MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DE6T

3'7I8E
State File No. 1‘\‘.}1&

@) Address_. 5968 St. Ferdinand *venue
17. (a) Burial . (b) Date thercof. ... Deﬁl l 194

{Burial, cremation, or ramaval) Manth) (Day) (Year)
gkdale Ggmeterv

W

{¢) Place: burial or cremation .

18. (a) Signature of funeral

#

Registration District No. ..o Primary Registration Distriet No..c.ins - Registrar’s No.
1. PLACE OF DEATH: [ 2. USUAL RESIDENCE OF.DECEASEY:
() County SETTENTS () State Missouri ) County & E, -
(&) City or town s . R
(If outaide city or town limits, writs “RURAL" and namo of township) () City or town St. Louis &
() N}z{ame of hosl(p:;t.alpor Lflst.itu‘uon: ) (If cutside city or town Limits, write “RURAL") ¥
omer hillipg Hospital (@ Street Ng_,_ 3968 St. Ferdinand
{If not in hoapital or inatitulion, write street pumber or location) (If rural, give bocation) -
(d} Length of stay: In hospital or institution.. = _3. .dﬁy.s. S
(Specify whather (e) Citlzed of foreign country? (Vea or No)
In this community.
yoars, months or days) If yes, name cotntry.
. MEDICAL CERTIFICATION
dole) PRINT Frank Conway N
' , : {l 20. DATE OF DEATH: Month.. NOV, day. 26
3. (&) 1 veteran, 3. {¢) Social Security No. 19 8
name war. l NORB year. 4 hour 3 min'urp 55 B -M
21, I hereby certify that I attended the deceased from )
5. Color or 6. (a) Sin,gle, widowed, married, NOV . 13 19..4_8.., to NOV . 26 19_48
4. sﬂMale_-zl racz0loredl Zdivumd__midone.d... that Tlast saw h M _ alive on Nov,26 1948,
6. (b) Nameof hasbandorwife . 6. (&) Age of husband or wife if [} 2nd that death occurred on the date and hour stated above. Duration
alive oo years |} [mmediate cause of death ... P‘*rte riosclerotic . |20
7. Birth date of deceased SULY 10, 1861 art Disease; Trobable Carcinoma
{(Month) (Day) (Year) of the Mandibk] (=} ‘\ ) ..._U..ud..e_t(o
8. AGE: Years Months Days If lesa than one day Due to - '&Z_V 7
L/ -
87 4 16 hr. min i’,}
0 Due to v
9. Birthplace. .___St » Charles, __ Missouri ¢ # I
City, towu, or county) (Stato o {oreign country) . i N .
one Other conditions Uremia andfSenility
10. Usual occupation (Include Dregunancy within 3 months of death)
11. Industry or business TR PHYSICIAN
or findings: —
12, Name.......Erank Conway, Sr. - ¥ operations . s, .
(1 M Underline
= EER nmpme..._llnlgmm_h ...................... ; the cause to
City, town, or ooungy) {Stata aor foreign country) of nutomy...-.......Nom should be
g 14, Maiden name...\ Aujal charged sta-
2 Unknown Yy ; Tl
© | 15. Birthplace f P
3 (Cits. town, of sosnte) St or forciam chumcen) 22. If death was due to external causes, fill in the following:
16. (@) Tnforment M08, Roberta Blanka ' || Acddent, suicide, or homiclde (specify)
(b} Date of cccurrence.

(¢} Where did injury occur?

(d)

{City ar tovn) {Coun
Did Injury occur in or about home, on farm, in industrial pl:u:c. in pubhc platx?

puif"nlnne

eans ofinjury___ ¥

W &
{M.D.oroth

thp .

®) Address_ 1881 Q.]E'.ﬂ-l..ﬁ. —
23, Signat
19. (@) . !’{__3_0 ® - s 'lp
{Dats roceived local registy "~ (Registras s sigeature) Address AN ... Date si A S -
¥ [ /

(Licenned Embnlmer's Statement on Reverse Side)



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~erhy....

working under my personal supervision. H

Licensed Embalmer No ‘AZ’ %
P. O. Address. /5_)7/

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

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




