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1, PLACE OF DEATH:” 2. USUAL RESINENCE OF DECEASED: yﬁ'ﬁ
=) {a) County /7
= o sae. Miggourl. . 5 Count g
=] {b) City or town.. st! Louis MO- (@) State M o : {8) County 7
[&] (ll'uur.ndn ::ily ar town limita, wrim "HURAL" and name of township) {¢) City ot town....... st._ Loui ] j
g {¢) Name of hospital or institution: d {IF outaids city or town limits, write “RURAL" ST M |
c e S BY._HOBPAAL @ Sweet No.....3950_ Russell Ave.
Z {If not in hoapital or institution, wrils street number or location) (1€ rural, give locatioe)
5] (d) Length of stay: In hespital or institution N
Z (Specify whether || {¢) Citizen of foreign country? -k ¥e8 ot No)
s In this community.. ; " d
Pt yeoars, months or dayw, yes, name country.
-
=4 " . .
=] 3. {a) PRINT MEDICAL CERTIFICATION
e vull name... Bdward F. Kenne:
- TR B ?’)y — || 20. DATE OF DEATH: Month APLA1 sy 20th
. veteran, c umy
;} - Soqﬁ yearlgéﬁhourB:Eﬁmmute.PM
me war
E 21, I hereby certify that I attended the deceased from
! 5,,Color or 6. (a) Siogle, widowed, matried, 19...... to 19 ;
M 4. Sex Male 0,—;.—.- whit } '%fvorced..w__i_-g: that T kast saw h alive on e 19
. E 6. (b) Name of husband or wife....oocerrocvceneene. 6. (¢} Age of hushand or wife if || 20d that death occurred on the date and hour stated above. Duration
2 '!'A __________________________ yeara Immediate cause of death
< Q. ): X, 7Y e} le M ditis;
7. Rirth date of deceased...... ER G/l / ronlc. lyocam 0
E otb) {Dey) ) 1 Arteriosclerosis, _ f*
4] 8. AGE: Years Months Days If less than one day Due to.. g
Z 84 i
a 7 3 hr. min ﬂ f‘\'}
- /‘ Due to. ﬁ"}
% |l o smice.. Bunker Hi11, 111, \i g
'D .o .. {City. wown, or coanty) . {State or foreign country) T 2 e .. . » ‘i
Oth diti
E) 10. Usual occupation Opt ician (In:!:x;::u'x:n:z:y wiihin S mantha of deaib) | k)
Dl 11, Industry or business R PHYSICIAN
ajor findings:
) "E 12. Name William Kennedy OF operations.... , —
i T - - ‘ = : ) . R o nderline
Z =1 13 Binbplace.......... 1TEland.. .. the cause to
- {City, 1o 13 S, ign country) which death
< E le. Maiden rame &M M e Phh 1 ITHE ™ Of SULOPEY oo : should be
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5] 15. Birthp relamd - - - . .
E g irthpiace. ity o oo [Ty dampra 22, If death was due to external causes, fill in the following:
E 16. (a) Informant.. Harold Br&m (8) Accident, suicide, or homicide (gpecify)
B @) Address........... a0 08 Sanf ord _Ave.. () Date of occurrence
17. () . Barial _ () Date thereol. A‘?x 2371943 (e} Where did injusy occurt Gy o™ Gy ey
" (Barial. crematico. or removal onth) (Day] (Year) (&) Did injury occur in or about home, on farm, in industrial place. in publlc place?

(¢) Place: burial or cremation calva-rY Ceme t ery
18. {a) Signature of funeral director... BromschW1g Und_’
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& Addrepars & £ &C
ﬁp 2 b IQA( o
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2
O

(Specify typa of place)
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-
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23.
(Licensed Embalmer’s Statdmertf on Revemgﬂﬁ

{Datereceived local registrar)




STATEMENT BY LICENSED EMBALMER

P 1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

, Registered Apprentice No....._... e eeeeeeeereeeee e e e ,

"working under my persanal supervision,

Licensed Embalmer N03d76 ................

P.O. Address.......

Note: The ahove MUST BE SIGNED BY THE LICENSED EMRALMER in hna OWN HANDWRITING. (Fallure to comply with
the above constitutes grounds for revocation of license,)

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




