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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

Registration District No.

MISSOUR! STATE BOARD OF HEALTH 13‘32?

STANDARD CERTIFICATE OF DEATH State File No

Primary Registration Distrdct No._ .. ) Regittrar's No

3624

(g} County.

1. PLACE OF DEATH;

1

(b) City or town

St, louig, T SedtTr s r 4

(¢) Name of hospital or institution:

(I outside city ve town [mits, write “RURAL™ and name of township)

City Hospital, #1

In this community.

(It not in hospital or institution, write streot number or Jogation)
{d) Leogth of stay: In hospitat or institution

Days

(Specily whether

yeary, monthy of daya)

2. USUAL RESIDENCE OF DECEASED:

Qa) sate. NiggOUPY ¢ County
St. Louls P [

(If cutside city or town limita, write “RURAL"™)

(d} Street No 2421 0'Fallon St.

. (F rural, give lovation)

(c) City or town

{e) If {orelgn born, how long in U. 8. AR e e e e FCATR

R e Katherine Belson

a5

&

. {¥) M veteran,

3. (¢)_Soclal Security

MEDICAL CERTIFICATION
20, DATE OF DEATH: Month ADXAY 4oy 21,

[(3] Phoe burial or

{# Addrems

18, (a} Slgnatum qifmdlﬁm

cremation

Cullina.ne Broge

Vde

TR
FOCH] v

/I"

name war. NAone’ vear..... LQ40. ...hour._....].Q.:.Q.Q..__.-._.minute____'_Am.___M.
21. 1 herebyZcertify_that I attended the deceased from Aprll
FG 18 G, Oo]oiﬁhi ta 6. (a) Single, wlqowed !T.med 2 ) IQ_AQM April 21 ] 19 _}:EQ;
4. Sex ma race dIvoreed.__.._mm that I lagt saw h er alive on. April 21 3 IQ»LLIQ.
8. () Name of husband or swife__. 6. (¢ Age of husband or wife if |} and that death occurred on the date and hour stated aborr‘ Disation
ive ... . years|| Immediate cause of death
7. Birth date of deceased ]ﬂay 15-‘ _IEBU
{Month) (Day) (Year)
8. AGE: Yearg Months Days If less than one day Due to /l U
59 11 1 hr. min ¥ 3
Due to. 205K
0. Birthplace_-_ O v e Louis Missourl ° 5}%
(City, town, or connty) (Stete or forelgn couitry) .é(
jon Other condittons
10. Uspual cccupatio At.-—Home b’ u.ﬂ..d. pregunnay within 3 tguthe of death)
11. Industry or business / PHYSICIAN
g 2. Name Michael Belson Raor ndings: =
= 13, Birthptace Ireland J “;,::?ﬁr":‘ﬁ
) S, forefzn country) [w! onl
B (14 Malden name G‘ﬁ“ﬁh’@?ﬂ.‘ﬁ’é’ Quinlan‘" Of autopay. ""’“é?.?.f
E Y 16. Birthot .Ireland : Ustieally.
2 . Birthplace. [Btate o Torsiem somntryj ]| 22- 1f death was due to external causes, il in the fellowing:
16. (a) Informan . (a) Accident, guicide, or homicide {specify)
H () Address i ! - i (8) Date of occurrence
1. (;). r ial ) Date thereof 4 283 40 i (c} Where did’Injury occur?. Crpre—
T:s-(nnrlni. erematian, or mmn!)c alv&ry e Bme ) I('?ﬂ (Year) (d) Dld injury occur in or about howe, on farm, in indmtrial p!ace in public pl.me?

(Swd!’v (l-:ru of place)

ns of injury. -
. ; or other) ..

Whlle twori. .

23, Slgnature._

15 Lafayette, BA2RSO

Addrees

L 4

l/i.t

(Licensod Embalmaer’s Statamtent on Reverse Side)



-t R

e

il

STATEMENT RY LICENSED EMBALMER.

’n

I hereby certify that the body whose name i3 recorded on the reverse s:de of this ceruﬁcate was.embalméd by e, or by

- .

working under my personal supervision.

Licensed Embalmer No:- 3/ ?_ c -

- P. O7 Address e

Note: The above MUST BE SIGNED BY THE LICENSED EMBAL‘\'!EH in his OWN HANDWRITIN% _ (Failare to co
the nbove constitutes grouods for revocation of license.) .

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

ply wi




