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N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exaet statement of OCCUPATION ls very important.

eI X5

DEPARTMENT OF COMMERC
Burgau oF TEB CENSUS

REC'D SEP 14 193370

Registration Distriet No.__m
1, PLACE OF DEATH:

(a) County.

B

Primary Registration District No...

MISSOQURI STATE BOARD OF MEALTH

) ?'; L]
4  STANDARD CERTIFICATE OF DEATH  suumere 27837

Rupisrars No____PRIERERS .

{¢) Name of hospita! or {nstitution:

) City or zown_.SI.._Lou.j[,.BTM Oy
(If ontside city or town limils, write AURAL™ and name of townahip)

City Sanitarium

(If not fu hospital or fostitution, write strent pumber or location)
{d) Length of stay: In hospital o 1mimion___\fma,__'€mo,%dag
Specify whethsr

In this community 1 er B

yoars, months or days)

2. USUAL RESIDENCE OF DECEASED:

Missouri | -

(b) County. g

8t. Louis™. L%

{If outsida cly or lnrn ll.miu writs "RURAL™)

g street No 3504 N, 111'1-\ Gy

{Ifrural, ﬂ" luctllnn’

(a) State

(e) City or town

8. {a) PRINT
SIS GOHN W. MCKELVEY _9_41_”_

8. (b). If veteran,

no

name War.

8. (¢) Socjgl Sgeurit
o > Pnkndwn

8. (b) Name of husband or wile......

Nellle MeKelvey

7. Birth date of deecased......a]|

6. Colorgr I
4 Sex....gi.g..]..:...em. ra;

wr 6. (e) Ago of husband or wife {f

nlive.....ﬁd.r

6. (a) Single, widowed, married,

1
diverced . MaTR1 24| that I last saw h_m aliveon &2&- 3 9 e 19

{Moalih) {Day) (Year)

8. AGE: Years Months Days If lesa than one day
68 - 2“' [ .} min,
9. Bf_rthpim'a ) Unkn own . Ohi (s} ]

(City, towme or county)

10. Usual occupation. DAL DED

(State or foreign country)

/

11. Industry or business

/
i

12, Name Unknown

18, Blrthplace

Unknown Ohio

CORTE

Ohilo

MOTHER FATHER

15. Birthplace

{u Maiden name_ U ST ITOWR ="

{City, town, or (State pr foreign country)
16. (a) Informant's own dgnntme‘;&ﬂ@
o) Addrem__ /048 Vest Avenue

1. () Bur ial

{% Data thereof 8/26/59

(Burial, cremation, or removal)

(e) Place: burial or crematfon

onth) ( Duy) (Yoar)

£

18. (a) Signature of funeraj directe;

Byckhorgn, Mo
7 7

(#) i forelgn born, how long in . 8, A.1........ years.
MEDICAL CERTIFICATION

20, DATE OF DEATH: Month B8Y doy 2o

Yeal'_._1_9_3.9 vere NOUT, minuta 3 0 A oM.

21, Ig:emn.?ghat I attended the ‘; d from 7- 1- 3‘-) -

and that death occurrod on the date and hour stated above.
Duration
Immediate cause of death

_Arteriosclerosis with |

Due to. C

Y
Due to. . - J

Othor conﬂﬂom—mn%ﬂW en
{Iloclude pregnancy 'E;HT ths of a- bostate

Mojor Andings: .
Ol operationa Uunderline

which death
T "iwhich dea!
Aut OPSY should be
charged sta~
tistjeally

PHYSICIAN

Of autopsy.

22, If death was due to external causes, fill in the following:
(a) Accident, suicide, or homicide (specify)

(3) Date of octurrenco
{¢) Whaore did injury occnr?
{CIty or wywn) County} (State}
(d) Dld Injury occur In or about home, oo (arm, in industris! plaee, in public place?

R

H Specif f hu)
-~ Lwhile at work'l'._..,....:".".l...............f_:.c.. ’('""” of injury

28. Signature 752 {M.D.orother)______

U {Licensed Embalmer’s Statement on Reverse Side) .
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‘ B :  STATEMENT BY LICENSED EMBALMER . ‘

’ .
S e e v

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embzilmed by me, or (S

Reglstered Apprentlce No

/ Y

. ’ Lwensed Embalmer Nog /ﬂ ? . '.
_ P. 0. Address 9\?/ 7 y@:/ﬁufﬂ

7
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wit
the anbove constitutes gronnds for revocation of license.)

working under my personal su];ervisiou..

If this body is not embalmed, above space should be left blank.




