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BIRTH RO T s e Somata-

THE DIVISION OF HEALTH OF MISSOURI

17 1949

STANDARD CERTIFICATE OF DEATH
- REG. DIST. NOQ. [.?/2 PRIMARY REG. DIST. NOMZQ_ Registrar's Nc.:jZM...‘.Z...T...‘.....

State F 1128844“-

I. PLACE OF DEATH

a. COUNTY

2. USUAL RESIDENUE (Where Jdeconsed lived. If inatitution: rasidence before
a, STATE b. COUNTY ‘ adiniosion).

. Enter only onecause per

tine for (a}, (b), and (c)

*This does nol meon
the mode of dying, such
a# heart folltire, esthenie,
etc. It sheons the dis-
case, injury, or complica-

St. Louls Missouri N
b. COITY {If outride corpurate timite, wtte RURAL and give g;rAli’ENGTH pl?F c. CITY (if ouwuide carporate limih write RURAL and give townsbip) \ W
- (ln this ¥
. TOWNJefferson Barrack8 T *l rown  Bureka, Missourt )
“d. FULL NAME OF (If not in bospital or institution. give straet.address or locatlon) d'Asl;rgREEESrS {1 rursl, give Jocatton) (%4
iNS'nTunor?Vet Adm. Hosp. / Eureka, Missouri \
3:)NEACNE|ES<3EFD IB. (First) B B b. (Middle) c. (Last) 4, DS}-E (Month) (Day) (Yean)
{ Tope or Print} saac » U.I'l{e DEATH 7_51_]49
5, SEX 6. COLOR OR RACE | 7. xIAD%F':'!’EB PEJJIE\‘IIgsCEBRmED' 8, DATE OF BIRTH 9. I.:GE [$1% rc):n ; u::::a 1| fEAR | o uMDER % WRS.
N {8 ¥} t birthday] on Days | Hours | Min.
v /7| w W | 2-3-10 73 | l
10a. USUAL'OCCUPATION (Glvekind of work 10b. KIND OF BUSINESS OR IN- | 11, BIRTHPLACE (State or fornlgn souutry) 12, CITIZEN OF WHAT
done d most of m:rkin; life, sven U retired) DUSTRY D COUNTRY?
Ret.lVariety &torel) o St. Louis, Mo. T
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME . 14. NAME OF HUSBAND OR WIFE -
L George M. Burke Esther Whiston Widowed
I5. WAS DECEASED EVER [N U.5. ARMED FORCES? [ 16. 'SOCIAL SECURITY ﬂ' INFORMANT' S _S5IGNATURE_OR NAM ADDRESS
(Yea. po, or unknown { wi r o dates
: ene F Nolan egiSErar
Yes EL iT—gB‘ 1!17'.53 3-98 NO@ ‘Tn% : Hosyp *Ief % Hrks, Mo,
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
ONSET AND DEATH

1. DISEASE OR CONDITION
OIRECTLY LEADING TO DEATH* (5)

Obstructed Jaundice

ANTECEDENT CAUSES
Morbid conditions, if any, giving DUE TO (

by Stricture of bowl duct

riag to the above cause (a) stating
the underlping caure lost, - -

DUE TO (c)

tion which caused death,

Il. OTHER SIGNIFICANT CONDITIONS . <.

Conditions contributing to the death but 7ot
relaied to the disease or condition causing death.

SEER

WR]TE PLAINLY—TUSING UNFADING BLACK INE~—MAKE A PERMANENT RECORD

19a. DATE OF OPERA- | 19u. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION 7]
- - YES NO D
21a. ACCIDENT (Bpecity) 216. PLACE OF INJURY (e.g..dnorabous [ 21c. {CITY, TOWN, OR TOWNSHIP) (COUNTY) ‘(SI'ATE)
SUICIDE bome, farm, Iactory, strest.ofice bldg., 0.} . - -
HOMICIDE ] . !
210. TIME R (Mooth) (Day) (Year) (Hous 21e. INJURY OCCURRED | 21f, HOW DID INJURY QCCUR?
OF I WHILEAT NOT WHILE
TNJURY WORK AT WORK -
2. I Kerebyj certify !hat I a!tendc the deceased from = , 19 , lo ',7" %]1= . 19_)4.9 that T last saw the deceased
alive on - , and tha! death occurred al 3.y Ylom the causes and on the dale staled above.
2, smu;n'unsé“‘ %‘Cﬂ%/\_‘v (Degree or title) | 23b. ADDRESS _ B, DATE SIGNED
E P. Rodgers, ﬂ Vet. Adm. Hosp.Jeff.Brks,Mo, 1-
24a, BURIAL. CREMA- | 24b. DATE 24¢. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or oounty) (State)
TION, REMOV AL(ngy) . . ) - )
Bur An Calyvary Cemetery Sts Louis,- -Moe

DATEREC'DBYLOCAL

REGISTRAR'S SIGNATURE -

o5 FUNERAL DIRECT
Cullinane

%'r%é'f"%éo Kingsﬁfghway




STATEMENT BY LICENSED EMBALMER

! hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, 0T b¥ o

Student Embalmer Mo, . eramnnar s sy

working under my persona! supervision.

Student ..oiieentvsnnnrneanas Cberesiesianen
Student ‘Embalmer

Licenzed Embalmer Nom 86 ......

P. 0. Address S¥a. I‘Q'ﬂiﬂ P . O .

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 id not cmbalmed, fact‘should be so stated! above. o ' v SR




