ealth,
Nelfare
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ervice

300
1-56

O 3ymptoms wilr ba DsTeqg. All

diseases in Part | must be casually related. Coroner cannot certify to o death due to natural causes.
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ThE DIVIHIUN UF REAL TR UF MiaaUURL

FILED JUL 26 1957

Ragistration District No. ...

STANDARD CERTIFICATE OF DEATH

31 & Primary Regismaton D1siernd O] .

STATE FILE NUMB

<bUsS4
6502

.- Registrar's

1. PLACE OF DEATH
a. COUNTY

*

2. USUAL RESIDENCE (Where deceasod lived.

Mo,

I institution: Residence befote

b. COUNTY

admission)

b. CITY (¥ outsnde corporate limits, give TOWNSHIP only} | Inside Limits

TDWN St . Louis Yeso- Noo I .-

som St. Louis

FULL NAME OF (I NOTmhospnul, give location)|Length of stey in 1b

&, HOSPITAL OR
223 nsTiTuTioN St. Johns Hos "

)L 300 W

(I outside, give location)

1 WI{ innebago YesO NoO
3. nAME o7 Firat - Middle . Laat 4. ATE Monik Day Year
(Type or print) Herbert M, Cunningham I o JULY 9,1957

5. seX ] 6. coLor oR RACE

7. married {1 NEvER MarRizD [Jf 8 DATE OF BIRTH

IF UNDER | YEAR JIF UNDER 24 HRS.

| 9. AGE (fn yeart

(l’}z:éas.w unkngwn) l (w:-w;s: #T dates of service)

Igst birthday} |“Monthe | Daw | Hours | Min.
Male White wmo?w[?r oivosceo [ Jan. 2,2 ’ 1897 6’6’ | I
-T100. gSU?L occup}nou*(ainf }:indu[l?frktdog; 105, KiND OF BUSINESS OR INDUSTRY [ T BIRTHPLACE (City and atate o camrry) , 1 12. CITIZEN OF WHAT COUNTRY?
uring most of working life, even tf retire
_Bus Operator Public Service| St. Genevieve, Mo, U.S.A.
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME
Jefferson Cunningham Hattie Jordan
1S. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.[17. INFORMANT Addrexs

494-01-2709 Herbert Cunningham 3400 Winnebago

18, CAUSE OF DEATH [Enler only one ¢
PART i, DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (@)

¢h)

¢ per line for (a), (b). g
v

4|

ONSET AND DEATH

Conditions, t/uny. DUE TO {b)
which gare ruf
;ﬁu c;uu ;t- 5,.5_ l
tng the wunder-
..  lying cause loap. | DUE TO (2 /
o PART 11, OTHER SIGHIFICAKT COMDITIONS CONTRIBUTING TO DEATH BUT MOT RELATED TO THE TERMINAL DISEASE CORD!I TION GIVEN [N PART I(n) 9. x;srgg;gg\!
= .
by ves[[] w0
:—: 20a. ACCIDENT SUICIDE HOMICIDE | 200, DESCRISE HOW INJURY OCCURRED. (Enfer nature of injury in Part Ior Part 1T of item 18.)
g, [} O. ]
3 2c. TIME OF FHour Month, Day, Year
INJURY & m. RN
E P-m.
X | 204_ INJIURY OCCURRED 20e. PLACE OF INJURY (¢. ¢., in or. chout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT O ROT WHILE farm, factory, street, office Ddg., elc.)
WORK AT WORK -

and last saw him alive on

21. J attended the deconsad Irom%zéoz,sig_ . to S5 ’- .
Prath occurred at hd p month te stathd above; and to the best offmy knowladge, [

12 the buus ata tei

2z 181G URE @ree or title)

BNk e B

235, DATE

2% pur MATION,
FESEF [Tuly 13,1051

Three Rivers

23¢, NAME OF CEMETERY OR CREMATORY

23d. Lgfca |0N&c‘j town.
Farmington,

o
.

{State)

24. FUNERAL DIRECTOR

25, DATE RECD. BY LOCAL REG.

ADDRESS
Southern Fun, Home 6332 So. Grand Jil 1257

{Licensed Embolmet’s Stotement on Reverse Side} (/

26, REGISTRAR'S SiGN

inside Limits

YesO NoDO

Reside on Farm

INTERVAL BETWEEN

22c. DATE SIGNED

2-4(-87,
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- : . .- - - roon .
maes oad '~ * i STATEMENT BY LICENSED EMBALMER
¥ L]
1 hereby certify that the body whose name is recorded on the reverse s'de of this certificate was en
- gy _ - —-
by me, or by [l e e SO ceser.., Stvdent Embalmer No.....
e .
- working under my personal supervision..
Student......oocuiiiiiiiiiie i e
ngnt.ure of Studenr. Fmbllmer
ALY . . u . L i +

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (
. to.comply with the above constitutes grounds for revocation of llcense) .-
T 1f embalmeéd by a STUDENT, he also shail sign in his OWN handwrltmg

If thls body is not embalmed, fact should bé so stated above, . - . R N




