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

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.
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OF DEATH:
{a} County. .
{d) City or town St LO'Lll 3

(If octside city or town limits, write “RURAL" and nams of townshbip),
{e) Name of hospital or institutlion:

1034a Eureks Flats

{If oot In haspital or {nstitution, wrlte sirset oumber or location)
(d) Length of stay: In hospitaior lnstitution

{Bpecify whether

Al

2. USUAL RESIDENCE OF DECEASED:

(o) State__LLisg0UTI . (%) County
St. Louis

{If cutadde city or town limits, writa “RURAL")

1034a Fureka Flats

(1f raral, give location}

/[

y (¢) Clty or town

I

(d) Street No.

In this community. ht. 40 yesrs
yonrs, manths or days) {e) If foreign born, how long fn U. S. A.T ¥osm.
3. (a) PRINT MEDICAL CERTIFICATION
reename . Lydia Fluellen 20th
TR PR 20. DATE OF DEATH: Month QCLODEX say, .
N veteran, N oc: ecurity
---------- i -—— e - year___l%.Q_ hour. 5..;..41.5...«..1::1 Se¢ M
name War. No. g:}
21. I hereby certify that I attended the d d from
6. Color or 6. (a) Single, widowed, married, 1940 . 0ct ober 20th . 19_4Q
vse Eemale | mcsﬂﬁgn.(l.. divarced. WL AQW QL] that I laatsaw b 82 _ alive on_._.QQ.t,Q.b.ﬁrmaQ.th.l..wm " lB._._._.

6. () Neme of husband or wife_.
Willioam Fluellen alive___ === vears

7. Birth date of dmmd_«unknol’{ﬁ—-ahﬂllt——'l-am—
(Moath (Day) (Yoar)

6. (¢} Age of hushand or wife if

and that death occu-red on the date and bour stated above,
Duration

Immediata :uszi death,

8, AGE: Years Montha Days If less than one day Due to. //‘W W /
Unk.abt .70 ——— b ‘“3 Das to Ve W2 !/
9. Birthp! New. Madrid.. . Missouri O [ 4] .
(City, town, or conoty} (State or farelgn eounl.n') l/’ V
10. Usual occupat[om.mmmmmmmm—mw-—} Oﬁ:::l::’n g:::‘::c, withla 3 months ofdfh / — l
11. Industry or business PHYSICIAN
U Moajor fndings:

{thm. ~John King
1. Birthpleeo.._. UNBVAL1lAab1E .

Clty, to or, ung;
{ 14. Maiden nam s

(State or foreign country)

New Iadrid kil ssouri

18. Birthpl
J

MOTHER FATHER

(b} Addr

17. (a) Fﬂll"'i al (5) Date
. {Borial, eremation, or remaval)
(¢} Place: burial or eremation
18. (a) Signature of funcral directs
() Address 4J,Q7_E_1_IAB_9
19.

I Add:m_%l&

Ot operations.

y Uaderline
the cuuse to
which death
should be
charged sta-
tistically.

Of putopsy.

22. If death woa due to external causes, fill ip the following:
(a) Accident, micide, or bomicide {specify}

() Date of oceurr

(¢} Where did injury oceur?.

{City or town) 'Sll nty) (State)
{d) Didinjury occur [n or ebout home, on [arm, {n industrial place, In public place?

Specify typs of phoa)
While at work't_Zf__‘ {e) Means ol injury e e
28 SIznsturW b C) . 1/ i (M. D. or other}
N, S&Ilﬂ.h_fﬁ_..___ Date dzncd_.I%
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STATEMENT BY LICENSED EMBALMER,

I hereby certify that the becorded on the reverse side of this certificate was embalmed by i;ne. OT BY eeteeteeannanand
4
= : 4 = e 7 M (\ .., Registered Apgrentice i

working under my personal supervision. 7

: P, 0. Adm&_lgl‘l"ﬁney_,&v TN
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (leum to comply wi
the above constitutes grounds for revocation of license.) .
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