.S, No.300

STANDARD CERTIFICATE OF DEA"I'BOB State Fite No

e !MWSI REG. DIST. ..031§_ PRIMARY REG. DIST. WO. R o/ BEGD.

1. PLACE OF DEATH Z USUAL RESIDENCE (Whers deosased livad. U lastitation: residence befors
8. COUNTY ‘S—‘t...--]':.-e-'d-l—s- . STATE b. COUNTY i-ium
() ? Mo . St. Char
b. CITY (If autelde sorpurate Umits, write BURAL and give ¢. LENGTH OF c. CITY (11 outside sorporats Hmity, write RURAL and give townehip)
OR towpshipl| STAY (in this placelf Of Weld . ..
TOWN ot Touig 12 davq TOWN eldon Springs, Mo. 442 4
FULL NAME OF hospital or fnstitat] o dd Loomtion . STREET ]
d. H(I)-SLP NAME Of {If mot in i or jon, eive streq or d AL {If raral, givy loeation) /
INSTITUTION. Mvepconess Hosnital None
3. NAME OF &. {First) b. (Middle) c. (Last) 4. DATE Muonth
DECEASED JODY OF (e mt) 2&“19 E‘)Y r
( Type or Print) ELLEN FLINN | DEATH P
5. SEX ] | 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 5. AGE (In ysars| & UnOER § TEAR | ¥ (WO M MBS,
o s WIDOWED, DIVORGED (Spmelty)y [ : /| e bheandan) Mot Dan | Bowr | 20
Female | White |mawep Mareioad|Sept 17, 1951 1 |
108. USUAL OCCUPATION (Giwe kind of woek-| 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Buate or forelgn country) Z/ 12, CITIZEN OF WHAT
dons during mast of working Life, sven if retired) DUSTRY COUNTRY?
None ——— St, Touis, Wo, T.S.4.
mlsu. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF MUSBAND OR WIFE
Robert A, Flinn 1 Ione A. Jones -
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? l T& SOCIAL SECURITY | 17, INFORMANT' S SIGNATURE OR NAME ADDRESS
(Y, 5o, o1 ynknown) (11 yea, xive war or dates of sarviea} NO. . .
il - 1741 Robert Flinn,Father,Weldon Snrz.Mo.

18. CAUSE OF DEATH ’ ' MEDICAL CERTIFI

CATION
PR I. DISEASE OR CONDITION %Mf- ORSET AND DEATH
 Eater anly anscsuseper | L/ pp iy | EADING TO DEATH? iy ___ (omeappiilad J’é.am.‘ QR I3 ey €

line for (s), (b}, and (¢}

SThis does net mean ANTECEDENT CAUSES

the mode of dying, ruch Mwwmmdbfnim if any, giving DUE TO ) — . i _
a# beari falure, asthenta, | Tite 10 the abose couse (a) dating * TS - e e o T
elc. I:fmm the dia- the underlying cause ladt.
ean, injury, or complice- - -DUE TO (a)- . et
tion which caused death. | 11. OTHER s:sumcmT CONDITIONS
Conditions contributing 20 the death but not
. - rdmwmedamewmuhnmuﬂﬂcduu — s .
15a. DATE OF OPERA. | 19b. MAJOR FINDINGS OF OPERATION ~ _ 20. AUTOPSY?
. . - Sm—n—
— s - - - YES D ND m
21a. ACCIDENT (Bpectty) 21b. PLACEOFINJURY (s.s.foorabout | 21c. (CITY, TOWN, OR TOWNSHIF) - . . {COUNTY) © (STATE) .
SUICIDE : . bome, farm, (astory, surest, offios bidg., ete.)
HOMICIDE —_— _—
21d. TIME (Month) (Day} (Year) (Houwn | 21e. INJURY OCCURRED | 2If. HOW DID INJURY OCCUR? j"
IRy e b 5 —

2. I hereby certify that J altended the deceased from __ Stpd 17, 1951, to _&TLZQ_. 195], that'T Lot sass the’deceased
alive on L 195°] , and that death oceurred af 22 m., from the couses and on the date stated above.
23c. DATE SIGNED

BA.BIGN {Degree or title) 23b. ADDRESS " .
o b Fomrodl i 801 ¢ St 8 A

BURI CRElIA- 2ib. DATE - 24c. NAME OF CEMETERY OR CREMATORY 244. LOCATLOH {Oizy, town, or ..‘f. {State)
BiE el Oct 1,1951] weldon Sprgs, LEv. - | Weldon Springs, Mo.

DATE mbwm SIGNA . -l 5. R DI R on*s llHATI.Ill [
0cT1 158 P eeetl WO\ v v&mf‘@‘

WRITE PLAINLY—USING UNFADING BLACK INE—MAEE A PERMANENT RECORD

- (Li d Embaimer’s St 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... T e
—_——

et T T EEEE R LA A et neereetanesseenesamesanters EEemmsSeAE o eae e ens e meeens e_———_s ot en et ettt e et 2ttt sttt e e e e e sttt s e et amnn . Student Embaimer Wo.

Signed.w C. 0 R YT

IS
Signed..iisintasrrorancssnssscssccnrnnsnancans . Licensed Embalmer No H%G

Student Embalmer

working under my persona! supervision.

P. Q. Address_Ap_!. .....

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 chis body is not ‘embalmed, fact should be so stated above.




