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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEP:‘\}I;TMENT OF EOMMERCE MISSOURI STATE BOARD OF HEALTH 1 3 20 .J
UREAU OF THE CENSUS ’
RS MAY 13 19 A STANDARD CERTIFICATE ?6 BBATH State File No MO
Registration District No........ g4 1 ! anarr Rczlqtmﬂon District Now_ oo Registrar's No.___ 3633
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: J g Ié
{a) County, i @ swetiissouri ® County
() City or town St. Louis, ssouri / q
{If outalde olty or town limits, write "NURAL" and nnme of towsabls) || ¢} City or town._ ba_ LOW IS

{¢) Name of hospltal or institution: A (If ontaide ity or town Hmits, writs “RURAL 4 [
_*....____St_n._lo_u_.ié_@ijy_ﬂgani.‘ml-#l...__._-.___...-.._, {d) Street No 4049 Delnmar

(If nat In hospital or inatitution, writs strest nnmhﬁar tocatlan) (1f rural, give location) f
(d) Length of stay: [In hoapital or institutiun__....a-— B!E&m—-—— (&) Citizen of f country? (Yes or No)

In this community.

yoars, munths or days)

If yes, name country A

FULL ‘NAME Annabelle Quinn

3. (b) Lf veternn,

3. () Social Security
N

name war.
3

0. NOD® 4

5. Color or

|

6. (3 Name of hutband or wife..oe ..

_.James P. Yuinn .

6. {a) Single, widowed, ma.rrim;.

divorud“g,@m
6. (c) Ageof husband or Wig ¥

ative S0 ... years

7. Birth date of deceased... API.‘ ll -3‘1'_, B8R e

Month, (Day) (Year)
B. AGE: Years Montha Days Lf legs than coe day
48 O 2 hr. min
9. Birthplace Chicago, Illinois /

- . (City, town, or county}

10. Usual sccupation._AL._home

(Stats or [oreign country)

—-

1. Industry or business.

12. Name Hanson

e

13. Birthplace

Dehmark Jf/’

(State or forelgn couniry)

15. Birthplace.

Don't Know Z

MOTHER FATHER

Cu:r wp, ar aty)
{ 14. Maiden name. '1 f. oW

(Ciry. mwfu
4049 _mHelmar

(State or foreign country)

17. {a) ria (8} Date thereof.

(Barisl, cremation, or tamval)

4-29-41

(Month) ( Day) (Year)

Sacred reart Lemeter

+ (€) Place: burial or cremation

18, (o) Signature of funeral director,

Cullinane Brother

() Address__ L 10 ‘\Io

9. (@ _&pa_z
{Date roceived local mhtnr)

{ Registror’s sianators)

MEDICAL CERTIFICATION

20. DATE OF DEATB: Month April . day 26,
year. 191*1- hour. 2 :h_s minute, PO M

21. T hareby certify that I attended the deceased from.._ SPT 11

2’1-. 19_ _.ng-to ___.Plﬁ-l 2_60_____ ...... 1914!1

that I laat saw h@X® slive on April 264 _.100t):

and that death occurred on the date and hour :tatcd above.
Durgtion

p— o Bl - ==
f::l‘ I'\‘./) " . e I ’
Due to. H i ';
'
Other conditions. !
(Include pregnancy witkin 3 months of death) ‘ U
N PHYSICIAN
S AN AV SN P 4 —
S . 4 Underline
AN - B ki deais
w eal
Of autopay. 4 v \ fum¥. " ) ; 1 should be
L \, [charged sta.
ri-ﬁmlly,

F

22. If death was due to external causes, fill in the following:
(a). Accident, suicide, or homicide (specify)
(3 Date of occurrenc
(¢) Where did injury ocrur?.

(City or town) {County) (State)
(d) Did injury occur in or about home, on farm. in industrial plncc {n public plarc?

(Licensed Embalmer’s Statement on Rovcrlm




[P

STATEMENT BY LICENSED EMBALMER

wor:king under my personal supervision.

4

P, O. Address St. LOLIiS. Ho.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALN[ER in his OWN IMVDWRITING. {Failure to comply w

the‘above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be so atated above, - . .




