. No.SOOF
. 10.48

R

W

I ete. It meens the dis-

T_.ED APR 25 1952

THE DIVISION OF HEALTH OF MISSOURI
STANDARD, CERTIFICATE OF DEATH

¢

State File No...

318 i 3 e
' BIRTH NO, REG. DEST. NO. PRIMARY REG, DIST. m]_o_o_a_. Registrar's No
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed livad. 1f institution: residence bafors
a, COUNTY . a. STATE m ° b. COUNTY . adinislon).

B. CITY (I outride corpurste limits, writs RURAL snd give LENGTH OF

township}

C.
STAY (la this place)

c. ng (If oateide eorporats limits, write RURAL and give townahip)

2/69

OR
own St. Louis, Missouri TOWN 7 Llowvt s
. FULL NAME OF (If ot in hospital or institation, gire strect address or location) d. STREET (If raral, givs focatlon)
HOSPITAL OR DRESS .
INSTITUTION  St. Louis City Hospital #1 no_ I9¥8  BANSRR GER 0 |
3. NAME OF 8. {First) b. (Mlddle) "7 o (Last) . DATE (Month} (D
DECEASED sy) e |
(Typeor Py JOHN - CHRISTOPHER GANNON | 6 APRIL 3, 1533
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8, DATE OF BIRTH A 9. AGE
D WIDOWED, DIVORCED (Bpesity} ) tass birshdag) | Monba| ‘Dave Hours | ‘Min
Mg Wl TE manrizp 1o | Jory 29. /273 | 78 | 2l |
10a, USUAL OCCUPATION (Give - 10b, KIND OF BUSINESS OR_[N- | 11. BIRTHPLACE efelen ooutitry)
done during moet of workida Lifesvan i retivedd | DUSTRY (Brate or ! 'Z'CE{,T,}%EQ‘,?""”” |
[CETLRED S repamrry UWiom arfieas DECATYR S AL
138. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
W/ihbiAm SAN YN LARBARA  _GCARVER «9’7_“-“ E-F-GAMY o
I5. WAS DECEASED EVER IN U, 5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME ADDRESS -
(Yue, Bo, &r unknowo) | {If yea, glve war or dates of sarvice) NO.
’ Y5r- 1 - 676 8 | Praee olly Toremone 3448 20 e

18, CAUSE OF DEATH
. Enter only anaceuso per
lne for (a}, (b), and (c)

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

*This does not mean | ANTECEDENT CAUSES

MEDICAL CERTIFICATION

AL BETWEEN
H ONSE‘I.’AHD DEATH

!2 u&x(ﬂd,«z«,m

Meorbid conditions, if any, giving DUE TO (b)
. tiae to the cbore cavae (o) sating
the underlying cause last.

the mode of dying, such
as keart fallure, asthenia,

caze, injury, & complica- DUE TO (c)

1. OTHER SIGNIFICANT CONDITIONS

Condilions contributing to the death but not
related to the disease or condition cousing death.

tion which coused death.

19a. DATE OF QPERA- | 195, MAJOR FINDINGS OF OPERATION { 20, AUTO ?
TION
YES NO D

21a. ACCIDENT {Bpecity) 21b, PLACEOF INJURY (e.z..tnorabeat | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)

SUICIDE home, farm. tectory. sueet, office hidg. e1a)

HOMICIDE -
21d. TIME (Month) (Day) (Year) (Hour) 21e. INJURY OCCURRED [ 21f. HOW DID INJURY OCCUR? \5-—2

. T | WHILEAT NOT WHILE .
INJURY ‘= | Twomk AT WORK

z. I kereby certgfy that I attended the deceased Jrom _2_.28:52_
alive on _h=3= 19 and that death occurred at 2%

19 to_L=3=82 19"  that! laa! taw the deceused
P m., from the cduses and on the date stated above,

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

23a,

ATU RE 7 z 2 (Ig l:gle)(:

Z3b. ADDRESS

23c. DATE SIGNED

1515 Lafayette Avenue 4L=4=52

BURIAL, CREMA. | 24b, DATE

f/

24c. NAME OF CEMETERY QR CREMATORY
/e 4EMRS

24a,
TiQ, .RE_MOVﬁL (Bpesify} 1
é«a—-_-g? s A - /98 A

DATE REC'D BY LOCAL 'g )b " R'S SIGH ATUR
APR 7 1982
I

2 )

( icensed Embalmer’s Stater
T e

~

24d. LOCATION {City, town, or county) {Gtate)
CEmer ERYN S 7 Levw ity M
25. FUNERAL DIRECTOR'S S} GNATURE ABDORESS
f 4 [
= 4 g 4T 6.’- 4 "5.‘ = A‘-..
i on Reverse Side) o

~u




STATEMENT BY LICENSED EMBALMER

I hereby certiiy that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by oo

working under my personal supervision.

-----------

Signed ,@*&! @ WM

---------- LR R N

. - -
Student Embalmer

. Licensed Embalmer _I:{o pa— o7 ? Yl
o

P. O. Address /‘ﬂ E(“"""‘- %ﬁ

Note ~ The above MUST-BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for, (fevocation of license.)

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




