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ADING BLACK INK—MAKE A PERMANENT RECORD

N. B.—Every item of information should be earefully supplied. AGE should be stated EXACTLY. PHYSICIANS shoul
CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very impo

€ETo I X19511

) §
Lo

DEPARTMENT OF COMMERCE
BUREAU Or THB CENBUS

v 15998 791

Registration District NOw oo o,

MISSOUR] STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration District Noj__QQ.B_

16770
Reyistrar'a Nng_‘d‘.S_

1. PLACE OF DEATH:

(©) Counts SET Tonds

(b) City or town
(If outside alty or town limln. writs “RURAL’ and name of tarm.h;lp)
{e} Name of hospital or institution:

Christian H_ 2
{17 not in hoapltal or fatitution, writh iMuhniu?d- location)

(d) Length of stay: In hospital or Institution. Hognitol
5 d ave (Specity whether

Inthis eommunity.
yenrs, months or days)

2. USUAL RESIDENCE OF DE?‘EABED:
) state__nlSsourl () County. :
R A LR A

{¢} City or town

(11 outalde city or town limits, wrlts “RURAL™)

(@ Street No.. 4002 Adelaide Ave,

(If ruzal, give location)

| () Iiforelgnborn, howlongin U. 8. AT e ceeerermerre e e e Years.

4502 Adelaide Ave,

%) Address
17. (a) Purial

{Berial, cremstion, o removal

(¢} Place: burfal or er

18. (a) Signature of funeral dir
() Addr

19. (a)

~_Bellefon

tion A

1 17

(Data recwived local registrar)

(b) Date thereo M 2 Q4q
Modih) (Daz) (Year)
{:,aip_c

m{%ﬁ[r\! 2&%%=‘£=“¢‘:5 ,_zé&'h-

2 MEDICAL CERTIFICATION
3. (a) PRINT d_ 0
FuLL NaMe.__Barbar, ﬁﬁnn_ﬂ_armll_,_(a____.__- .
5 @) U A 8. (9 Soctal Securtty 20. DATE OF DEATH; Month ﬁ/“‘”f day / X
- @) veternn, - (@ 8o ° ¥ year. /7-/’/,0 hour.
name war. No.
21. I hereby certify tkat I attended the decen%
5. Color or 6. (a) Single, widowed, married, & yx r] 195[_
AW 2
4. Sex....__._Eg._m.g.l_@ : rnca.".‘..‘..(.h.i—...t..@.‘ d{vnrced....s..g.-..n.g;l.ﬁ... that I lust saw aliveon. m‘% , ...., 19
6. (5) Names of husband or wife.—r—. . 6. (c} Age of hushand or wife if || and that death o ed on the date and hour #tated 5‘”’"‘ Du
alive... .. ... yeam cause of de‘st [R—
7. Birth date of 4 d lay 8 1940
{Moath) {Dsy} (Year)
8. AGE: Yeara Months Days If less than ono day
O 0 5 e br. min /
. U Due to AT
9. Birthplace...._.Sb. . Tonis Mo, . e
(City, town, or county) (State or Lorelgn ummtr?\ f
10. Usunl occupation None : - 7 i ep g ofd-th)) Ea—
11, Industry or business C L PHYSICIAN
e M findings: e _—
ﬁ 12. Name Trank Farrell nga‘r operationa. ’ £l Uaderline
(3] -
2 \ 15, Birthplace St. Loui s) . 1o, ) { &535; Eg
;om:l tate or forelgn country]
T 14. Matden pam. ﬂgﬁ‘a‘ 1 ,R-iCh'é a Of nutopay. ch:':edl.t:
{ St L() I tistieally.
S 15, Birthp! r—g .“) ulg Goanors " O;m) 22, I d eath was due to a:tenl:iljcuuses, fill in the {ollowing:
16. (a) Informsnt’s own signature . =Z:7E et R Xl (a) Accldent, sulelde oz {sperity)

{b) Date of ocox
() Where did injury oceur?

o untial
{d) Did Injury occur in or abhout home, on flrm, in ind

anty}

placs, In puhllc place?

Specify f place) +
¢ -~ ?)”lznm gnniury

(Licensed Embalmer’s Statement &n Revcm S:.d.o)
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STATEMENT BY LICENSED EMBALMER

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

e : : , Registered Apprentice No
working under my personal supervision. /6'#// = ”w/gﬁ//’yyc_(’_.-

Signed

Licensed Embalmer No

. _ A,

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
the above constitutes grounds for revocation of license.)

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

(Failure to comply with




