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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD
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Registratlon District No..._.f-_)%ho

MISSOUR) STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
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son rie o 22820

Regisirar’s No /'2" 17//
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1. PLACE OF DEATH;:
(a) County.

. Louls

(5 City or wwe Manchester

A

(I culslde city or town limita, writs “RURAL” and name of h-ﬂhv)

{¢) Name of hoa-plta.l or institution:

Manchester Nursing Home

(it not in hospital or institution, write strost number or locailon)

(d} Length of stay:

In hoapital or institution

5}:.) sate_ Migsouri @ couy

2. USUAL RESIDENCE OF DECEASED:

St. Louis

(If outaide city or town limits, writa “RURAL"™)

(@ Street No. 4229 Flora Blvd.

(¢) City or town

(5}
19. (o)

urial, ermnation, of retioval}

{¢) Place: burlal or er i

22

Address

(B!-mh) (Day) (Year)

Calvary Cemetery

18. (g) Signature of funcral director Welck Bros. Und. Co

01 S. G

{ Data rocei ved locatregistrar)

{Bpocify whether {If maral. give location)
In this community,
yeary, mottha or days) (¢) If foreign borm, how long in 17. 5. AP, YCArY.
MEDICAL CERTIFICATION
s Ty Kathryn McAuliffe Y1)
T e S S oot || 20. DATE OF DEATH: Month. J U116, day__ 29
3 n, . (€) Social Secul
¥ ymr_.....l‘gn&.o.. hour— O pinmeQ P m.
NAME War. No, - ‘r
21. I herebyTcertify that 1 attended the decensed fro
6. Color or . (8) Single, widowed, married 1 to 1942
Whti Widowed ' g '
4 s FOMale e <) divorced L2 Y that T last 53 hde=...live on_ Wbt a9 19 50
6. (b) Name of husband or wife__.______._.___ 8. () Age of husband or wifé if j| and that death occurred o and hour stated above. Duratio
Florenc. McAuliffe ative. vears|| 1mmegigte . uration
7. Birth date of decmaed....Q.QI' S — |
(Muuth) (Day) (Your)
(4
8. AGE, Years Months Days If less than one day Due to
88 7 29 hr, min.
Due to
5. Birthplace BUFEB 1O’ New York g -
{City, town, or county) (State or foreign conntfy) 2
10. Usual occupaton At Home /' O(t:he_r cgonditlnna. within 3 vy of death)
11, Industry or b _— - PHYSICIAN
] H ‘- !
E 12. Name, Ben White / Majg{ %mnna f.} }1 {/
5115, Binpuee_BULfalo New York/ ol 4 ﬁﬁ:&?ﬁg
enf
& ( 14. Maiden name O8H* T “REbw (Stato or forslgw countra) Of autopey. :ih"“'g“!;‘_
. w Yo rk tistically.
g { 15, Birthplace Bu {c{?l}'i pogu— (15,_-6“ or Toreign conntry) 22, If death was due to external causes, fill in the fellowing:
16. (@ 1 nform.ant._.Mrs . Albenrt Sculenbupg (8} Accident, suiclde, or homicide (specify)
(5) Address 4229 Flora Blvd. St. Loulsf » Dateof occurrence
y 7
7. o .BU ial &) Date wereot._ 1/ 2/ 40 (@) Where didinjury occur ity o v Comty)  (Ssata]

()} Did Injury occur In or about homs, on farm, in Industrial place, In public place?

7”7} (Specity type af place)

hile jit work? _____ {6} Means of injury.

(M. D.
Date

V(Lieuuod Embagl 'n Statement on Reversa Side)




He  BE
™ - e g} v B -—ad - o ~
L"‘\. ]
L
i éyl - T ' T
e - % e g -
.- "ﬁ‘.'.' x}%}éﬂ‘\ M NM”?W Q‘;" S ' P
.. \:‘ - '
i
- = =
Al T LAY L :

" 'STATEMENT BY LICENSED EMBALMER -

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

, Registered Apprenti.cé No
working under my personal supervision. - ) -

Note: The above MUST BE SIGNED BY THE LICENSED EI\IBAL\IEH in his OWN-HANDWRITING. (Fnllure to comply wit
the above constitutes grou‘n‘\d&s for re‘ocauon of license.) . .
) BN

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