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. X231%D

Tt . . TTTRO619 7

Registration District No...___ T . S Primary Registration District Noweeo e . Registrar's No.

1. PLACE OF DEATH: . 2. USUAL RESIDENCE OF DECEASED:
a {e) County Citv.of St. louis o '
S (3) City or town St. bonis, Mo, (o) state_Missouri . 6 County. R e\ IR T
o {If outalds city or town limite, writs “HURAL" and name of townahip) .
g {¢} Name of hospital or Institution: L . () Cityortown St. Louis

G038 Childress. Ave.. St. “ouis, Mo. ) {If outaide city or town limita, write “RURAL™)/
| (l]' not in hoapital or institution, write streat number or locauun) 1 9 10 3 = Cl« 1 1 dre o8 Ave N
natitation. Street N p) : o
E (&) Length of atay: In hoapital or instituti ST ¢ o (Tt eoral giva m:hn)
In this community.

E years, tisonths of dayn) (¢} 1f foreign born, how longin U. 8. A.? Vears.
& . MEDICAL CERTIFICATION
& il i NAME__Kenneth G, Bellairs _
< 20. DATE OF DEATH: Month 12 day. o),
a 3. () Ii veteran, 3. :) Social Security year—_ 1900 hour 3 minute...... 10, A oM.
s fame war. 21. 1 hereby certify that I attended the deceased l’rom.._D_e_Q..n..__lB.;_....___....-
= 5. Color o 6. (o) Siugle, widowed, marrled, w 10 December 2L, o 10
|| & sec. tiple. .| race Yhite . divorced it that Ilast saw hiX_ alive on_..DﬂGﬁmbB.r.._EL;,...mhﬁ......“........ 19..40
E 6. (b)) Name of husband or wife.....cocrrmrreine 6. {€) Age of husband or wife if |} and that death occurred on the date and hour stated a% Duration
i || .....01lie Evans Bellairs alive . 7@ _____years || Immediate cause of death L
2 | 7 Birth date of deceased Th 17 1869 ... lobar pneumonia A O ey
E (Month) (Day) {Year) 3.‘ i " d
o || s AGE: Years Months | Daya H lesa than one day wm, ety B %M{ )
& I 71 8 7 h 2 ﬁ—’vﬁ/&afyﬂ” - o '/
2 ezl dibea ok | S
% 9., Birthplace Calcutta Indis . / ’ j \';w &
5 (City, town, ar county} - - (Statas or toreign oonn:r# Vg * g U
| 10. Vst occupation Reporter - : e ey
L |l 15. radustey or business. StAT=Times . I*Iemspape,r. ........... 7 PHYSICIAN
9!. E{ 12. Name__ Clement W. Bellairs S Major fndinga: =~ Nome . . : —
b : Far = - . - Underline
E 2\ 13. Birthplace IInknorm Enrland = the cause to
-3 | L (City. town, or county) . ' (State or foreign country) of .. ¥one. ) o W‘I:xchldeat.h
o |[ 8§ g 1o Meiden eme————Mary Agabag orey L Sharasd atn:

59 15. Birhpt Unknowmn France tistically.
E = (City, town, or couaty) (State or foreign country) 22. If death was due to external causes, fill n the following:
El 16. (4) Info N 0llie Bvans BQ] ] a :‘ rs . . (8) Accident, sulcide, or homidde {specify)
B @ Address__._..._ 1035 C_J.lslx:aasﬁ‘._itL_.guLs____ (8) Date of occurrence

17. (@) —_ Furisl ' - 55— © Date thumf_(_ulz.....Eﬁ..._LL.Q_ (¢) Where did injury occur? Py s

{City
(Burial, cremation, or remor () Did injury occur in or about home, on farm, in indmugal p!ac:. o public place?

{¢) Place: burial or cremation

S O o W A
18. (o) Signature of funeral director, ’ : While at ?m...m,_f_ i L:Zgla?():f PN S
. . 9 I
5 A eyt ] X
@ ft §i) 1@@ Signature (M. D. AT

19. {a) e

(Datoreodived icsirasieiret (2 (Relinrumlm) Addreu__zlEl&'?_m&h_mW Date dgned_l&ELL/ e

(Licansed Embalmer’s Statement on Reverse Side)
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R ST STATEMENT BY LICENSED EMBALMER

i

I hereby certify. that the body whose name i;‘recarcted on_ihe reverse side of this certificate was embalmed by me, or by___~_

, Rég'istered ’App;wiiée No.. . . ' . , f‘

.. working under my personal supervision. _

- ..,.-_.. Embalmean /?9/% :
P, 0. Addresl hcasg . At _

Note: The above MUST. BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR
the above consututes grounds for revoecation of ].lcense }

If tlus body is not cmbalmed, fact should be B0 stated above.

G. (Failure to comply

[ L



