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1. PLACE QF DEATH:

St.Louis

(If ovtaide city ar town limits, write “RURAL" nod namne of towaship)
(¢) Name of hospital or institution:

7515 Minnescta Ave /

(I not in hospital or fustitulion, wrile street nomber or locttion)
(d} Length of stay:

{a) County
(b) City or town,

In hospital or institution

(Specify whether
In this community-.
yours, months or days)

2. USUAL RESIDENCE OF DECEASED:
o ad

(o) Stare. Missouri
St.Louls Y 4
o
i

(8) County.

(¢} Citycrtown,

{If cutside city or town limits, write “RURAL"™)

7515 Minnesota Ave

(IF raral, give ocation}

(d) Street No.

(¢} Citizen of forciga countryi‘._..l\IQ J(Yea or No)

If yes, name country

Falirlcla Ann
~Infant ¥

MEDICAL CERTIFICATION

gcny. town, or, u?y) ‘<Suu or foredgn country)
16. (o) Informant_._#Ss fgl-p q,

7515 Missesote Ave
Burial (#) Date thereot MBY 14 1941

(Buril, ¢ramation, of removal) {Mooth) (Day) (Year)
{c) Place: burial or cremation Mt.Hope Cemg_tﬁry
18. (a) Signature of foneral dLreﬂorEget'zBrQ.thera___
(b

{&) Address.

17. (o)

(a) Accident. suicide, or homicide (specify)
(&) Date of occurrence

a
&=
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3
:
E 3. (g} PRINT
& || FuLL NAmME Welch 12th
- 20. DATE OF DEATH: Month day
-l 3. (& If veteran, 3. (¢} Social Security year o 1:30 i Rl u
= name war, Nao.
ﬁ 21. 1hereby certily that I attended the deceased from
= / P 5, Color or . 6. (a) Single, widowed. married, 19 to 10___;
Ml 4. Sex emale race. whl divorced..........,..kl.’.l.g;.l:.g«. that I last saw b aliveon : 19.....;
Z 6. {b) Name of husband or Wil€.ccoooeeccerencn 8. (€) Age of husband or wife if || and that death occurred on the date and hour stated above. Desation
]
aliveenorooooonycare || [mmediate cause of dcath......A.tle..c.ta_Si.S.....O.f__. -l?Pf - 2R g;
. ~ .
8 || 7. it date of deceasen. May 12 1 __subarachnéid hemorrhage of brain.’
j (Maonth) {Day) {Year) L
3 8. AGE: Years Monthsg Daye If less than one day Due to. glk/
E‘ | phr RS- I \\
Due to.

E 9. Hirthplace. Missouri (5) © ] !]
F A ’ {City, town, or county) {State or foreign country) . 27
= 18. Usual occupation ﬁu Other conditiona. I [I ﬂ .
] - Lsua (lm:lud-_ preguancy within 3 mduthd of dpfth) ‘}5
£ 11. Industry or business - bt ' : / PHYSICIAN
= f T Vs :
>I‘ E 12, Name. DOSB Wel ch = 9 Majer ggodigllt’n.m @f Ud_u
= S 13, Birehplace Missouri L/ ]/ > tﬁ% Er“l‘:;:,

" " ¥ } W] [t
3 E 14. Maiden name. {T#é'liiér ﬂﬁgﬁer (State ox forcige "Tg"") Of autopey ;}ﬁl ’houlgguge-
2 el e Colorado "/ %t e
= = 15, Birthplace 22. I death was due to exterti) couses. fill in the following:
faut
=
B

{€} Where did injury occur?
(City or town) (County) {State)
{d} Did injury occur in or about home, on farm, in industrial place in public p[ace?

-

..... il (M. D: or other) =
ey, DaLE dgﬂed-s

¥ vy
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%0 5 2s ATEMENT-BY LICENSED EMBALMER
I hereby certify that the body whose name = recor, > side of this certificate was embalmed by me, or by
, Registered Apprentice Now e

working under my personal supervision,

Signed ' . e

Licensed Embalmer N oot eccvreeeens

O T 1 L T

Noté: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failuze to comply wit}
the above constitutes grounds for revocation of license.)

If this body. is not embhalmgd, fact should be so stated above.




