. 8. No. 2
M—0-441
5-17-39

FHEEY

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

BumreavU oF TRE CENSUS

DEPARTMENT OF COMMERCE

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

 Primary Registration District No... .- nﬁa

8

16235

State File No.

Registrar's Nam..rﬂqgi';""

1. PLACE OF DEATH:

{a) County.... .
Sl Louils,

{d) Cityortown »
(I_founldo city or town imits, write “RURAL" and name of townshlp)}
{r) Name of hospital or institution:

2. USUAL REJIDENCE OF DECEASED: g0
{a) State______Mi.,Ss..ougl_ (8) County. /7
(¢} City or town St L} LOU.i 8, 7‘/0

(If outaide city or town limits, write "UWURAL"}

11. Industry or business.

E{ 13. Birthplace....... Unknown ?

% [ 14. Malden name. fzry ratlzler (State or foreign count) |

g{ 15, Birthplace Illin 018/

= (City, town, or county) . (Suu_nr {oreign couatry)

16. (@} Informant. _ Sxlebeds &1 . lllng bbb st
@) Address__. 400 6. Nor~ stead Ave

Burial . & Dae thereo. 2/ 12/ 43

O s {Month) (Dry) (Year)

() Place: burial or.é!ué&n., Calvax_'y Cehetery

17

Alexian Bros Hospital 7] : @ swetro. 4006 North Newstead Ave --.~
(If ot in hospitsl ar institstion, write street pumber or location) (iFraval, give locatian)
(d) Leogth of stay: In hospital or institution
(Spacify whetber |[ (¢) Citizen of forelgn country? (Yes or No)
In this community.
yoars, mantbs or days} If yes, name country.
MEDICAL CERTIFICATION
full fame___Matthew K. Hulling N
- 20, DATE OF DEATH: Moot MBY day 8%
3. () If veternn, 3. {(¢) Social Security 943 8 BOP
name war. NA'Q&?.QZ":J!519 year. hour mh""" M.
21. 1 hereby cergify that ] attended thp deceased from
5. Color or 4 6. (y Single, wi'&owed. uiarried. Z Z 1. 6{3

bt » f s
4, Sex Mgle &mn Whid d[vcrc,d___a!_;:__e_d__ that Ilast saw b im aliveon ; E 1
6. (&) Name of husband or wife.o...ccvnmrrineese. 0- {6) Age of husband or wife if || and that death occurred on the date and hour ll’.at:( above D

Eli Zzabet h Hull ing alive ..M .. years || Immed; tse of death uration
J 7. Birth date of d d June 30 1882 M <
(Month) {Duy) {Year}
8. AGE: Years Months Days 1 less than one day Due
60 | 10 | 8
Iu .hr, .min.
D to.
9. Birthplace Illin Oi s / e
. . {Ctty, town, or couniy) {State oz forelgn conntry)

10. Usuval eccupation........ Me at Cutter Other conditions

(Include pregnancy within 8 months of death) / ﬁ j

PHYSICIAN
Majcg; ﬁndingia =g -
Rrﬂ' oS,
° : "' : - Underline
; the cause to
Iwhich death
Of autopsy.... should be
ata-
........ tistically.
22. If death was due to external causes, fill in the following:
(8} Accident, suicide, or homicide (gpecify) =
(&) Date of occurrénce.
Where did i occur?,
€ Where did injury I N N

(d) Did injury occur in or about home, on fa,rm in induatrial plaoe In public place?

3troot Specify typo of place)
}B' (e} S[gnature of fu“gg gqu’o;ﬂt """ troot. - .Carr While at wo ¢ o ¢ ‘)'wh‘f’leans of Injury...oee.-
¥ Ad VA ’ 23. Signature. FINANL ddedod | A . (M. D or other]
A .f. . - e 4
19 (@ (Date received local registrar) -(h}'t existrar's signature) Address. WA (i Date signed..”

(Licensed Embalmer’s Statement on Raverse Side)




STATEMENT BY LICENSED EMBALMER

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

.+ Registered Aﬁpr‘entice No

: ' g g ) T )
D .o T . . ’ o LicéﬂsédEmbalmerNo"ZZG s

- S P, Addressﬁ// ”,% o O PP,

Note: The above MUST BE SIGNED BY THE LICENSED E\IBALMER in his OWN HANDWRITING. (Failurcﬁﬁnply wit

the above constitutes grounds for revocation of license.)

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



