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AMENDED

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decsased lived. |f institution: Residerce before
a. COUNTY . a. STATiﬁsqou"“i b. COUNTY admission)

b. conRv (If euisicie corporate limuts, give TOWNSHIP Gnly} tength of stay in 1b ¢ CImY Insids Limifs
R

.. 0
TowN St. Louis 71 vrs, [_TOWN S+, Touis ‘ Yo} No D)

c. FULL NAME OF {If NOT in hospital, give location) Inside Limits d, STREET {If cutside, give location) Resida on Farm
HOSFITAL OR ADDRESS

INSTIUTION (34 +v Hospital YesJ Mol 4021 Forest Park Ave |Y» O N

3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
(Type or print) OF

DEATH
May Traynor Septen ben_22__lgﬁl__
5. SEX 6, COLOR OR RACE 7. Marrieddg MNever Married [J |8. DATE OF BIRTH | 9 AGE (lest birthday} [IF UNDER 1 YEAR | IF UNDER 24 HR

Female "I.h.ite Widowed [ Divorced (] ].r]_Z]./ISS{} 71 VIS, Maonths | Days Hours ] Min,

102, USUAL OCCUPATION (Give kind of work dene | 106, KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

during nﬁf of \E’g'l‘,?l% even if retired} St . LO'LliS J‘fO . U‘,.S.-

13a. FATHER'S NAME ¥3b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

unlknowm unknown Robert Traynor

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. |17. INFORMANT Address

(Yes, no, or unknown) Itlf yeas, give war or dates of service) J-Ohn Doughe
rty 8823 Halls Forry
e INTERVAL BETWEEN

ONSET AND DEATH
™ 3

3 o, Lol euaw&%
Conditions, 1f eny, DUE TO (b - vy

N [
hich Tve 1 3 - A
sbove “Citue (o, m R ak %\M N B Q’)ﬁ‘f\ T NEVNTY
:h.m‘ng the under- G’ \_\ X \ M G’ ’R cv\ [ Yy . ol q L
lying cause last. 3 ~ S e !
PART li. OTHER SIGNIFICANT CONDITIONS CONTRIBEiﬂE 'Fﬁmﬁ&ﬂ not related to the terminal PART IH. If deceased woi female was

disease condition given in PART | (a} there a prcgna:\}v in last 90 days.

??/X\ IDYn] e I O Unknown

208. ACCBENT SUI{C:I!DE HONKDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART !l of item 18.}

S0a alrove

DATE AMENDED

N

18. CAUSE OF DEATH (Enter only one cause per line for (a), (b}, and (c).
PART |. DEATH WAS CAUSED B

IMMEDIATE CAUSE (2}

DOCUMENT

INSTEAD OF

19, WAS AUTOPSY
PEREORMED?
YES NGO

20c. TIME OF Hour Month, Day, Year
INJURY ..

X em G- Yool

- 7od. INJURY OCCURRED 20, PLACE OF INJURY (2.9, In or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE AT WORK [% farm, factory, street, office bidg., etc.) Y

6
NOT WHILE AT WORK K W\ Svag PN g@‘v\l..b \\(\I\Q-
21, ) attended the decessed from and last saw E.m slive on
A,
peath occurred ot on the date stated above, and to the best of my knowledge, from the causes stated.

r

L e T fetnint foDOO €eh 72341

73b. DATE Z3c. NAME CGEMETERY OR CREMATORY 23d. LOCATION (Cify, town, or county) T (State)

Sept 35.106L -Vathalla Cemetery |5%. Louis County HMo.

I’ 24. FUNERAL DIRECTOR " ADDRESS 25. gWECD BY LOCAL REG. GiSTrR S SNAT ” F

MEDICAL CERTIFICATION

SHOULD READ

TTEM NO.
BY(AFRQAVIT OF

Liorrell 3710 N. Grand Blvd.
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- STATEMEI’iT BY LICENSED EMBALMER ' N
¢ . . . i ' .

| hereby cerfify that the’body whose name “is 'fec;)'_r_ded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision

Student SlgnedQ%dx/ 5 @M//

Signature of Student Embalmer
{ 4/0 & //

s ] Licensed Embalmer No.
1
P. O. Address ygﬁ Qﬁbua,/l%
- Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to comply
LY . \ with the above, constltutes grounds for revocation of hcense) N e .
If embalmed by a STUDENT, he also shall sign, in- his OWN handwriting. - ‘ o

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




