DEPARTMENT OF COMMERCE

ED AFEUQBTH;QT 318

Registration District No...

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registratlon District No............

12132

State File No

1003

1. PLACE OF DEATH:

{a) County
() Cityortown.....S
Tt R
{¢) Name of houp{tal or institution:
St. Louis City Hospital

n lﬁh‘&?‘ﬂﬁkh " and oome of w'mhln)

(If not in bospital or institation, write street pumber ot locatiun}
(d) Length of stay: In hospital or institntion 7 Days

In this community.

{Specify whather

yesrs, months ar days)

3@ PRINT Peter Patrick Flynn

Registrar's N a--.35’?,?

2. USUAL RESIDENCE OF DECEASED: ae7 .
(@ state. MO (8) County .

. -
© Cityortown. 3G+ Louis 7 1\

taide_cily pr towan limits, write “RURAL")
¢
@ Stueet Mo, 3653 T ad AV .
(1f rura), give location)

{e) Citizen of forelgn country?. (Yes or No)

7

If yes, name country.

3. (3) If veteran, 3. (c) Social Security

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

(Dna cecoived lunt mhi.nr) (Hemlrnr () nnnnr

name war. None NoNone
5, Color or . 6, (a)_ Single, wldowcd married,
e sellale e White ddivomd inpgle
6. (b) Name of husband or wile ___ . _....ccouev. 6. (¢) Age of husband or wife if
AUVE .o YEATE
7. Bisth date of decensed.......MQYCH _6th . . 1883
{Month) {Day} (Yeur)
B. AGE: Years Months Days If leas than one day
60 1 9 hr. min
9, Birthplace.. 30418 MO 7
N (City. town, or county) {Stats or foreign country)
10. Usual occupation... LEDO T EYT
11, Industry or b
g 12. Name...,.g%e 5 Flm . - ~
ﬁ 13. Birth |‘ : Vil‘?inia /
wD, (Stats or toreign cuantry)
& [ 14, Maiden name AR e P8rnott
E{ '5. Birtholace Wisconsin /
-1 . M (City, town, or coanty) (Stats ot forsign country)
16 (@ Wformane MPS . Xlizabeth Kissell .
) Address._ 4108 McRee Ave.
17. @ Burial (b} Date thereof_ 4= 17 =43
’ {Buria), eremation, or removal) (Month} {Daj) {Year)
() Place: burial or cremation 110118 Missourl
18 () Signature of funeral i1 €A ShAUSEr Mrtuaries
B ﬂﬁﬁ” 4228 So. Kingshighway Blvd.
19, 0 R —

MEDICAL CERTIFICATION

20, DATE OF DEATH: Mooth ADYEY day 15,

........ 9 J-.B...W_hou.r A l]..u\SQ ORI .+ 1+11 | TS0 .A.o..........

21. I hereby certify that I attended the deceased from .. NMarch

20y 943 0 APPEL LG
that Ilast saw hiIL. . alive m..___.__._.__..-ApI'il«l._S;.

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

. 191*3

19,

Duration

Immediate cause of death....£7)

O(gher conditions.

¥ within 3 the of daath)

PHYSICIAN

Underline
_{the cause to
lwhich death
should be

Major findinga:
Of operations..,

! £
of autopcy—.ﬂ ‘%M -

' ed sta-
tistically.

22. If death was due to external causes, fill In the following:
{a) Accident,
(b} Date of occurrence

{oid,

or homiclde (specify}

Where did 1 occur?.
@ ere njury (City or town) {Couaty) {Stata)
(&) Did Injury occur in or about home, oz farm, in industrial place, in public place?

While at work?..oeimeeeee
S[@;ﬁ::_r’_ W h\d ' "

Address.22-0_Lafayette Avenue,

v

Gly b=

(Licensod Embalmer'a Statement on Roverse Side)




STATEMENT BY LICENSED EMBALMER ' o o

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

..... . JOTS S S .+ Registered _App‘reriticé. No........ ,

working under my personal supervision.

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRI'I lNG. (Failure to comply wit/
the above constitutes grounds for revocation of license.) :

If this body id not embalmed, fact should be so stated alﬁive.




