FEB 17139 Gecoman g {a3y MISSOURI STATE BOARD OF HEALTH “
o BUREAU OF VITAL STATISTICS 7 7 Lainf 9
g CERTIFICATE OF DEATH J
( 1. PLACE OF DEATH . Do not use thic space.
%/9 é (s) County St. Louis ‘Lﬂeﬁﬂlnuon District No. 7 S/?ﬂ f
Il ) Tewna, Ferguson, Mo. I Primary Registratlon Distriet No/ﬂy ............... Registered No..... R4 \5- ..........
(© Oyl LB Oon s £ 2 (@) SteetNo., Aog . Adele Ave. Ferguson, M
/ lﬁ (Il "death vectrred in Hoapital or qututmn, write its name instead of street and number)
(e¢) Length of residencein ciiy or town where death occurred yra. mos. da. {f) Howlongin U, 8., of foreign birth? ¥ra. mos. ds.
2. PRINT FULL NAME..... GAGHARIAH. T.. . FINNEY -
(") Residence, No........1.3&.... . Adelé Ave., Fer SOn.,.. D .
(Usual place of abode, if no street add.rw, write efiinty or ci (If noaresident, glva city or town and State)

PERSONAL AND STATISTICAL PARTICULARS MEDICAL CERTIFICATE OF DEATH
3. SEX 4. COLOR OR RACE | 5. SINGLE. MARRIED, WiDOWED, OR .
Dwonczniwr{t the word) 21. DATE OF DEATH (MONTH, DAY, AND YEAR) Feb 16 2 19 599
Male white marr
22. 1 HEREBY CERTIFY, That I attended deceased Irom

5A. IF MARRIED, WIDOWED, OR DIVORCED —_— —
e Tnnie  Flnney Sl N3 F 02 o f i 153
Ilastsaw h.sme - aliveon...... 2.. .......... /@—- l 50195 a Death fa said

6. DATE OF BIRTH (MonTH.oav.annveary March 4, 1860 to have oceurrod on the date stated nbove, ot.

y supplied. AGE should be stated EXACTLY. PHYSICIANS should state 0O

so that it may be properly classified. Exact statement of OCCUPATION is very

WHRITE FLAINLY, WiTh UNFADING IRA---THIS IS A PERMANENT RECORD

7. AGE YEARS MONTHS DAYS If LESS than 1 (| The principal cause of death and related causes of im rtnnce wera as follows:
day, ..o hrs. | e —
7 8 ll 12 OF ..ooovirnnnn.min.
z 8. Trade, profession, or particular kind of
] work done, aasaw}er?bonkkeeper.ete.............,r..e.t.i.n.ed ....................
'E 9, Industry or business in which work
. was done, a8 saw mMill, bank, BLC. . ... et i .
8 10. Date doceased last worked at 11, Total time (years)
8 this octupation (month and spent in this
FOAT) vt vort et ranssseasaesssin et mbeeme sttt 0CCUPALIOn. oo
= -
& 12. BIRTHPLACE (crry or Town).._ . One shurg, = Mo,
a (STATE OR COUNTRY} o ] . O
2 & | 13 NAME not known G
% E RTHPLACE ) net known 4 2
14, BI PLA (CITY OR TOWN,
g% 5 { STATE OR COUNTRY) N Name of operation et
w @ ‘What test confirmed diagnosis Lisd- M ..... ‘Was there an autopsy?, S&4e
¢ & ’ ol
a3 W | 15. MAIDEN NAME Mot leve o s 23. If death was due to external causes (viclence), fill in also the following:
Lo T THo-o—rIotoruilT A 4 N o 19
. = ident, suicide, e O . S
Eﬁ 0 | 16. BIRTHPLACE (cITv or ToWN) 5 Bulelde, or !
2 B z (STATE OR COUNTRY) Where did Injury oceurl...........f., y
g q not known (Specify city or town, county, and State}
o Specify whether infury octurred in industry, in home, or in publie ptace.
‘E'E . wrormant. Howard L. Finney Sr. yw i " y
8= Woores) 134 N, Clay, Ferguson T A 7
‘EQ 18. BURIAL, CREMATION, OR REMOVAL Oature ot injury [

-3-¢k - - pmace - Vg l halle:. T O& ot 9 -
g ;:‘1 ° 811 lma = —_t>24. Was disease or injury in any way related to occupation of dmod'fy‘(/ 4
x 1@ 19. FUNERAL DIRECTOR _ @ _7’ I S e M @t o, specity.... i 2.

LR 1= - { ADDRESS) . 4 4 ’ X . '//
A 2.7 8 2 DAl ) y { (Signed).... L. fa v
23 7 DR |
20. FILED... S | I T WAL {Address) TR 4
Ar /l 7 anﬁl Reaiurq,(

U V (Ihnsed m%}‘rsutcmznl on Reverue Slde)



STATEMENT BY LICENSED EMBALMER

S A Y Lo ot . Licensed Embalrr.:.er No. Jés /l

hereby certify that the body recorded on the reverse sids){his certificate was embalmed by

L.E

No i or by

working under my personal supervision.

Nl VA

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply w:th
the above constitutes grounds for revoeation of license.)




