. No.300
. 10.48

WRITE PLAINLY—TUSING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

FILED JUN 16 1929

THE DIVISION OF HEALTH OF MISSOURI <UBVo

STANDARD CERTIFICATE OF DEATH State File No..co.....

Housew

O et B
: 1 4856
BIRTH NO. —_— REG. DIST. NO. __3_1_8 PRIMARY REG. DIST. NO. _3 M MW" 2l Kegisirar'a No.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decsssed lived. If institution: residence befgrs
a. COUNTY a. STATE * b, COUNTY sdimisslon),
b. CITY (If outside corpurats Umits, writs RURAL and give c¢. LENGTH OF ¢. CITY (If outside corpornte limits, write RURAL and give township) -
OR township)| STAY (in this placw) / 7
TOWN g, Touis d Lifse TOWN St. Louls Lz
. FULL NAME OF {If aot in hoepital or ipstitution, give strect address or loostion) . STREET (12 rursl, dive location} ' /
HOSPITAL j [+ J
INSTITUTION Homer G Phillips Hospital 1117 Walton Avanua
3 NAME OF » (Fimsi) b. (Middle) T (Last) 4 DATE  (Momh) (Dey) (Yem)
(Type or Print) Helen Bradley o June 1 1949
5. 5EX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH =~ .. AGE (In yeamm| I UMDEN | YEAR | OF UNDER M ums,
WIDOWED, DIVORCED (Bpgeity) Lawt Girthday) Mouthl' Days | Hours ' Min,
19/31/1011 37
10a. USUAL OCCUPATION (Giekindof work | 10b. KIND OF BUSINESS'OR IN- | 11. BIRTHPLACE (State o forslen countey) 12, CITIZEN OF WHAT
dona during most uan;lH..mnl!mﬂud) < DUSTRY v COUNTRY?

13a. FATHER'S NAME

FrankiMcCullen

13b. MOTHER'S MAIDEN

Ellz

IS. WAS DECEASED EVER IN U.S. ARMED FORCES?

(Yes, b0, or unknown} | (if yes, nive war or dates of cervice)

No

16. SOCIAL URITY

St. Lou ? Missourd C TeaSele
NAME 47 NAME OF HUSBAND OR WIFE

17. IN%ORMANT'S SIGMATURE OR NAME ADDRESS

18, CAUSE OF DEATH

., Enter only onecauss per
line for (a}, (b), and (c)

fhe mode of dyfing, such
as hear! failtire, asthenie,
ete. It medana the dia-
case, injury, of complica-
tion which caused death,

*This does not meen

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® (5

ANTECEDENT CAUSES

Morbid conditiona, if any, giving DUE TO (b)
rise to the abope cause (o) stating - -
the underlying couse lost.

MEDICAL CERTIFICATION left INTERVAL BETWEEN

Metastatic Adenocarclnoma of Lunz,

ONSET AND DEATH

(Primary site — breast)

DUE TO (c)

Undetermined

1l. OTHER SIGNIFICANT CONDITIONS

Conditions contridbuling o the degth b ot -
related to the disease or condition causing death.

Radiation fibrosis of the ]nng,r]ef

19a. DATE CF OPERA-
TION

19b, MAJOR FINDINGS OF OPERATION

20, AUTOPSY?

N3 ol

REG.

—

- : ves [ wo [
21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (s.s..inorsbout | 2Ic. (CITY, TOWN, OR TOWNSHIP) (COUNTY) éﬁ'ﬁ\ﬁi
SUICIDE home, farm, Iactory, strest, office bldg.,e30.) e
HOMICIDE
21d4. TIME (Mooth)  (Day) (Hour) |.21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? #’
- OoF ' . WHILEAT[™] NOT WHILE .o 7"
INJURY =. | “work AT WORK -
2. I hereby cemjg that 1 attended the deceased from L.S____, 19Jt.9., o .__6_:.1_._, 1949, that T !aat saw the deceased
) /-a.huc on___ 9=, 19 A9 and that death occurred at 2225 _am,, from the causes and on the date staled above.
2 NATURE ue) 23b. ADDRESS 7 Zi. DATE SIGNED
AI ) : 2601 N Whittier 5 ' 6-1-49
%aONBIl:!JRloALALCREM" 24b, DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Olty, town, or county) {Btate)
} (Spedty) ) .
Burial 6/4/1949 _|Washington Park 1 8ta To
DATE RECD BY LOCAL | REG E 25. FUNERAL DIRECTOR'S SIGNATURE -~ ADOWESS

Chas. J. Gates 4107 Finney Ave.

{Licensed Embdmn‘i_&nm 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, or by

e n e e arare

- Student Embaimer Io.

working under my personal supervision,

Student ...cunnnceane e ienreresirranranas
Studon Embalmer

. - Licensed Embalmer No

P. O. Address_41Q%7 Finnay Avenue.-—
Notz: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wi
the above constitutes grounds for revocation of license.)

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




