THE DIVISION OF HEALTH OF MISSOURI

5. No. 300 ﬁLE.D’JUL 23 1992
e i STANDARD CERTIFICATE OF DEATH Svae it o OO0
| K‘f"““‘/f"o' REG. DIST. NO. él : PRIMARY REG. DIST. MO. i‘g Registrar's No........ / Z.Zo.._ .
! #1. PLACE OF DEATH z USUAL RESIDEMNCE (Whars decesssd livad. If Ientisution: reidence belose
| a. COUNTY St . LouiS / a. STATE Mis Souri b. COUNTY . I-lllnlm%-h‘é}
b, CITY (1! outside corpurats limits, write RURAL and give ¢, LENGTH OF . CITY (U outalde corporate litlts, write BURAL axd give township) ’
R townabip)| STAY (in this place) B G
’ TOWN Jennings . Syrs ToWN  Jennings
d. FULL NAME OF (If nos in bospital or instivution, give streot addrem or location} d. STREET (I ranal, aive location)
HOSPITAL OR ADDRESS
INSTITUTION 5625 Sunbury Ave ‘ 5625 Sunbury Ave
3. DNEACNE‘ESOEFD a. (Flrst) b. {Mlddle) c.r'(-'Lm) 4. DATE (Month) (Day) (Year)
(Type or Print) * COTTER oeam July 11,1952
tL}j(‘.OLOR OR RACE | 7. HPRR]ED BIE‘\;'SECESR‘SIEE”) 8, DATE OF BIRTH 9. lf.:;E {In y-).n l:ox 'D'::: I UNDER u pBg,
D birthday’ Hours | Min
Femalg ite Widow 2= | April 20 1872 80 | |
10a. USUAL OCCUPATION (Giekindof work | 10b. KIND OF BUSINESS QR IN- | 11. BIRTHPLACE (3:sts or foreign sountry) 12. CITIZEN OF WHAT
duﬁlm mont of 'ur Liiw, wvae: If retired} DUSTRY COUNTRY?
ousewife Home St Louis Ho
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME . 14. NAME OF HUSBAND OR WIFE
Michael Kennedy | Bridget Kern. : William F.Cotter
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S S{GNATURE OR NAME ADDRESS
(Yes.no,orunkoown) | (If yes, rive war or dates of service) R N . .
no none Mary Whitely -5625 Sunbury Ave

0.

18. CAUSE OF OEATH I. DISEASE OR CONDITION vpr leA- CERWT' % / [g;sEErvi'Rn_
. Enter only.onecaise per b W %
line for (a), (b, and (&) DIRECTLY LEADING TO DEATH'(Q) . ‘& g‘. . /

*This does not mean ANTECEDENT CAUSES ) 4 ﬁré"( &éM j/ C/ﬁt;./ / ” .—/
the mode of dying, such | Aforbid conditions, if any, gizing DUE TO (b) - ad
e L RN o "‘ﬂ Mzin | By
de. It ‘meais the dis- DUE To g Z&, CFA /7"

/ rd

WRITE. PLAINLY—USING UNFADING Bi‘ACK INE—MAEKE A PERMANENT RECORD

care, injury, or
tien which coused dmﬂl [1. OTHER SIGNIFICANT CONDITIONS -« l= v » T3 o
Conditions contributing to the death bdut not
related to the dizease or condition causing death,
- 19a. DATE OF OPERA-'| 193, MAJOR-FINDINGS OF -OPERATION" LT & Tty : 4 ; /ﬂ( vi|.20. AUTOPSY?
TION ,3 .
- . /& TR TR - YES m RO D
21a, ACCIDENT (Bpecity) 21b. PLACEOF {NJURY te.x.. inorabout | 21, (CITY, TOWN, OR TOWNSHIP) (COUNTY) B (STATE)
SUICIDE - bomae, [arm, fastory, street. office bldy.,sve.) . . e T i 2
HOMICIDE
219. TIME (Month) (Dey) (Year) (Hour) . | 2le. INJURY OCCURRED | 211, HOW DID INJURY OCCUR?
OF ) v s | whnEAT—) NoTwHLE
IRJURY WORK AT WORK s - - -
. 22. I héreby certifp thop T} atierpled Hie deceased from - 18 4 Mﬂ’tﬁaf I last saw the deceased
alive. Im,/and !hat death occurred at 103 4C ipusenignd on the dale sfaled above.
2. SIGNAYURE /[ . %r uuce)) RESS fﬂ%‘md /TESI
» ; s, . A = N ad é
Tl NB R|4| 5 MA b. DATE 24:. NAME OF CEMETERYm-T 24d. L(I:ATION (Oity, town, or county) ' te)
BRI AT/ July 15-52| Calvary . , St.Louis Ho
DATE REC'D BY LOCAL | REG|STRAR'S SIGNATURE 25. FUNERAL DIRECTOR'S 51GMATURE ADDRESS
REG. '
’ 7 - /f/-li;;;__ . f y) B JSchnur 3125 Lafayette
iy (Licensed Embalmer’s Ststement on Reverms Side)




) - AN "’ Sj o it I
’ ,‘ \\ N . Y \‘ L _\\\'
- N Y ‘\ - .
S A
* . T ..; -\ - ¥ AN .

STA'IWI‘ BY LICENSED EMBAIMBR

I hereby certiiy that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by
V4

- % . Student Embalaer No.

working under my personal supervision.

SLUJENT ceiereraresonnccansanstanrsossainns Signed..........
Student _Elt:n[nn; . . \ -,

N ’ 4 Licensed EmBalmer Nn

¥ LY \" P i‘
- \ \Q P. O. Address \‘_:ilafg_.Laf.a;cetj;e.__.,
< D Nou:: ﬂe above MUS‘I' BE SIGNED B8Y THB LICENSED EMBALMHR his OWN HANDWRITING (F-ilm:e m comply.wuh.
the abeve constitutes grounds for revocation of license.) . \ Y

If this body is not embalmed, faci should be 5o stated above. \
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