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. Exact statement of OCCUPATION is very important.
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1. PLACE OF DEATHL
(a) County. ouis
@) City or town__GaYAenvilie

(Ifonuido city or town limits, wrlte "RURAL" and name of tawnship)
() Name of hospital or institution:

5010 HEEge

(If not in hoepital or institution, write strest number or kocation)
{d) Length of stay: In hospitalor institution
3 months

(Specify whether

In this community.
yaara, monihs or doys)

2. USUAL RESIDENCE OF DECEASED:
(a) Btate Missouri (b) County, St Louis
Rural

(L[ outaide city or town Limits, write “RURAL®")

Kirkwood Mo, Route 12
€1 roral, give location}

{e) City or town

(d) Street No,

{a) If foreign born, how long in 1. 8. A.? years.

MEDICAL CERTIFICATION

o (o reNt e Catherine Bost 454
20. DATE OF DEATH: Meont| 2day. ’
8. (b) If veteran, 8. (¢) Social Security year o Wour s J 0 /aM
name war, No 0o e £
21. I hereby certify that I attended the decensed "W———‘.
fén ale 5‘1" ol{r_tc:re 8. (a) Single, widowg,.married, 1940 to { : 1940,
4. Sex = "raca div: oread..__._._ that I tnsteaw b £ aliveon 0 Cj o 10.4%,
6. (b) Name of l:u.sband ar will 6. (¢) Age of hushand or wife if || and that death occurred on the date and hour stu{ed above. Duration
I“'Iathl as alive__________ ¥ Immedlate cause of .«1...'3.
7. Birth date of d d Sept 12 1864 Astiaa me.n At Aot
(Mnnth’ {Day) {Year} g %{U
8. AGE: Years Months‘ " Days If less than one day Due to. unﬂ AT
2 ’0 L. YV g
76 O 2 hr. min. D
- + ‘ » ua to.
9. Birihpl Missouri : 7 - -
; {City, town, or nvunt {Btate or foreign country) LA N
10, Usaat occapation housewife 1 || other condittons 2N
) ¥ 1 (Include pragoancy within 3 montha of death} [ R
11. Ind ¥ or business, PHYSICIAN
M findings; ; _
& { 12. Name__ Frani Rrown ‘{'! *or °w'l“" / Underline
>l h t
2 L 15, Btrthplace Ggmany - B) :.é:ﬂ;?‘:&;ﬂ
1 ant; to or foreign country, . shou ®
g 14, Melden nsme__. CADOTITE Znyde¥ Gt autopay |chareed sea-
EY 15. Birthp! unknown Hetically
(City. town, or ) Stste or forelgn conntry) 22. If d eath was due to external causes, 6li in the following:
16. (6) Informant's own signatur (a} Accident, suicide or komicids (specify)
® addren__OQL0 _Hois B @) Date of cecurrence :
@ burial o 10/8 /40 {¢) Where did injory ocem? — —
) place, in puhuc pzua‘!

(Berial, cremation, or removal)
(¢} Place: burial or eremation
18. (o) Signature of funera! directo

19. (a) "
(Date received local registrar)

(]
(d) Did injury oceur in or about home, on (um. in ind:

(Specify typa of place)

Whileatwork?eo . (¢ Menns oz Injury_........._._.......:..._
% Bignatar z 2 L {M. D. or other) !

Add;nn §£301% Dnansnia Date sign

t on Borerso Side)

/ 7}&




STATEMENT BY LICENSED EMBALMER

. : . Regi ice No :
. working under my personal supervision. : M’z

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITII\G (Failare to comply wit!

the above constitutes grounds for revocation of license.) .

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