 No. 2

—4-13-40

5-17.39

-

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

s

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

MISSOURI] STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

6. (b Nameof husbandorwife . 6. (¢} Age of husband or wife if
John J, Kellev allve years

R DG § 7

- 7. Birth date of deceaaed_. :
Mar Month) (Day} (Year)

[o MAR 15 1943 Stale File No..
P )
Registration Diatrict No._...........“3_!_8 Primary Registration District No._.....l_..l_0.0 3 Registrar's N.u.________g_{)g"'!
1, PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: wa
{a) County. 14 . / ) A
[
( City or town St T.amia (s) State Missouri ¢ County ;\ {
(If outside city or town limits, write “RURAL" snd nams of township) . '
{¢) Name of hospital or institution: ) (¢) City or town St. Louis 4
C1 f'}r Hospi ta 1. #1. e (11 ontalde city or town fimlts, write “RURAL™)
(If not In hospital or § o, writs strest number or location) . . o
(d) Length of stay: In hospital or institution (d) Street No. 4:‘49 Lee Ave U -
{Specify whather (Lt rural, give loeation)
In this community, .
yoars, months or dnys) {¢)_1f foreign born, how long in U. §. A2 No years.
MEDICAL CERTIFICATION
3. (a) PRINT
FULLNAME oI N Y —— |
ST 20. DATE OF DEATH: Month. . L8045 a0y 28
3. () M veteran, 3 (9 Social Security year_ 1943 BOUT el minmte_28__ P+ M
name war__None NoNone-—
21. I bereby certify that I attended the deceased from.
5. Color er 6. (g) Single, widowed, married, 19 to 19
- . i 3 A S, erirana
s s Female | A White| olaveee Widowed | = """ o

and that death octurred on the date and hour stated above.

8. AGE: Years Months Days If less than one day
' .
/‘ 8 5 ,» , g .hr min ‘(V /
Due to. W ,&W M_... IT—
5. Biwpace 2SS St.Louls _Ikkinois/
-{City, town, or county) (Stato or foreign country)
. ther conditions. / /’, { f
10. Usual occupation At Ho[ﬂ'e . .0 (l:z!nd. regmtiy within 3 monils of dum yﬂ;
:. Industry or businesa - i o PHYSICIAN
: { 12. Name John.Riley S W ni‘,,,?ﬁ!,n. —
S, Bintpiace Ireland 4 tecaeto
(City, or oonnty) h forelgn oountry) _ s 2
14. Malden name Jonanaa. Grﬂ’" T Of autopay e i-fshould be
{ 15. Birthplace Irel and vai 2 tistically.
= (City, town, or coanty) (State or foreign country) 22. If death was due to external causes, fill in the following: ‘
16. (o} Informam___¥[111liam Kelly (s) Accdeat, suiclde, or homicide (specify) e
() Address 4542 Mary. Ave. () Date of occurrence ———
17. (a) _nﬁllI'_l al (5 Date hereot 3/3/4A7 (@) Where did Injury ocour? (Gt or wows) PN
(Barial, cremation, or removal} (Manth) (Day) (Year) [ (1) Didinjury occurin ornhout home, on [arm. In Indus plaoe in public place?
(¢} Place: burlal or mmnW it
18. (o) Sigmature of faseral diretoy (Specity trpast .Zf injury ’
® Addru:............._.g 1 23, Si . D. \ ‘UII )
19. (@ o122 o 4. D.xo ;5 7=
{Dater | regtitrar) (Registrar's kignators) Address #Date sf
\ (Licensed Embalmer's Statement on Reverse Side) -




A

. _-working under my personal supervision.

"

" .
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\
the above constitutes grou.nds for revocatlon of hcense.) .-

If thlB body is not embalmed, fact should be so stated above

PV

- ,- Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN -HANDWRITING .

(Failure to comply wi




