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2. USUAL RESIDENCE OF DECEASED:
St. Louis

T o~
\

tant.

state

¥

1. PLACE OF DEATH: 4

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

CAUSE OF DEATH in plain terms, so that It may be properly ¢lassified. Exact statement of OCCUPATION is ve

= (a} County. M3 i
8 (b) City or tom_._.._nlgmmghjﬂ (a) State sgour (b). County.
= @ N . itgr uu;.;;}itni:il.tyio: town limits, write “RURAL"™ and name of township) St LO i
&= ¢) Name of hospital or utfon: ] ci town . uig
= 3t. &Iary' s Ho Bpital (&) Gty or tow {If octaide city or town limits, writs “RURAL"")
(If not in bospital or institution, write street ber or lecation) - ;
4 (@ Length of stay: Tn boupital or Sustitation () Steeet No 2218 Tower Grove Avenue
5 {Specity whatber (If rural, give location)
In this community. 2
E years, months or days) V4 (&) If forelgn born, how longin U. 8. A.? years.
= MEDICAL CERTIFICATION
I 8. (a) PRINT Jemie B Moon
FULL NAME . ay .
3. (o) I val 3 (o) Socal " 20, DATE OF DEATH: Month November day. 16
3 v , 3 ecurl
eteran o) Soclal ¥ year. 1940 hour. 8 min 50 P.M_
name War. No
21. T hereby certily that I attended the dece: ro! e
Female 5. Colnli‘, 9}:1 ite 6. {a) Single, widoq;d. malrriad. J_‘d 19_”?,1:0%46__. 19.z2?
4. Sex race. divorced... 22 BE2D. that T last saw h.fex”_ aliva on M . 19@

6. {b) Name of husband or wife v 6. (¢) Age of husband or wife if || and that death occurred on the date and hour stated above. Duration

i g le 2liv.un e rerseenyoars || Immedipgte cause of death >
7. Birth date of decessed__S2EUSE 18, 1867 |i .. . , :
{Mounth) (Day) {Year) e ﬂ AL —
Dueg /D ( e

8. AGE: Years Months Daya If le=s than oné day £ //}
w3 2 | 28 o . *.*_____L;_Q_eéwﬁéﬂz‘ae{___
Due to.
9. Birthplace St. Louis uis 80 lll'i e 71
{Gity. town, or wunq) {Stote or foreign conntry) 5 L_!
10. Ususl cccupatie: tired St 959_51‘ &Pher 74 Other conditiona. { Fo

{Inclode within 8 h u%)'

11. Industry or busi Scullen Steel Company _,./, . PHYSICIAN

f‘é 12. Name John Mooney I | o % Underline
2\ 1. Birthp Unknown Ireland g Cone oramo - the cause to

[
E 14. Maiden name. (Bilrﬁ% I ebin (Beate or ) Wﬂmﬂy—;&_‘—:{‘ :cé,éz;:eiljlra:
- eland. ... -
g { 15. Birthplace . (clu?lue»kn.nce‘:u::) -{—E loreign couniey) 22, If denth wes due to exterpal causes, fill in the following:
16. (a) Informant’a own signature W (d) Accident, suleide, or homicide (specify)
@ Address 2218 Tower Urcve/Ave.| ) Dateot

(City or town) rs(:ouuw) {Stats
(d) Did injury occur in or about home, on farm, in industrial place, In public Y4

17. (a) Burial (b} Date thereof Bov, 19, 194Q| (@ Where did infury occur?
(Dorial. cremstion, or removal) {RMouth) (Day) (Yaar)

*

(e} Place: burial or erematios
18. {a} Signature of funeral director.

(b) Addrem
18. (a}

{Date receir

(Licensed Embdisfier’s Statement on Reverse Side)




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

, Registered Appkentice No

Signed (\, KE, 3 (,Q/ij;tf\
O Licensed Eambalmer No. 2 <Xo

PO Address.

working under my personal supervision.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING. (Failure to comply
the above constitutes grounds for revocation of license.)

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




