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M—2-43

LD,

UNFADING BLACK INK—MAKE A PERMANENT RECORD

4

WRITE PLAINLY—USJ

DEPARTMENT OF COMMERCE

)EP l‘L wx Census

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

26751

State Fils No.

7834

Registration District 1\0_8}.{% Primary Registration District Nou..oooooooooe.... Registrar's No
1. PLACE OF DEATH; Bt sty a|] 2 Usuu.ﬁnr.élgiwts OF DECEASED: g
- e il —
(a) County... St Leu ) t stare Missouri (%) County /? 7 rd
(9 City or town . UlS, [kO., ) St. Loui YA
(I gutside city or town limita, write “RURAL" and nama of township) (¢) City or town - Ou 8

(¢) Name of houpilﬁl_ or institation:

John's._ Ho ﬂpitaLJ

(If mHn heospital or lnsntut.inn write street oumber o:-i:cu_l._x;;)_- T
{4) Length of stay: In hospital or institution

(Specily whether

In this community. ... _
years, monihs or deys,

{If outside city or town limits, write “RURAL")}

@ Street NoD.648A_ Maple. Ave. s

(If rural, give location)

(¢} Citizen of {orelgn country? £+ _{Ves or No)

If yes, name country.

{a) PRINT

FULL name_ Nellie Howard

3. (5) If veteran, 3. (¢) Social Security

name war, No
8.,Color or 6. (a) Single, widow mairl
4. Sex f / race w 0d1vorced..____£__......?

6. (i) Name of husband or wife.oveucoeeeee.

7. Birth date of deceased... 3 U1y 31d //?Z

6. {¢) Age of husband or wife if
................ years

MEDICAL CERTIFICATION
20. DATE OF DEATH: Month, ,/2417@2: day.

year._.é-? #——
21. [ hereby cer?( that I attended the decased from
2, w0

that I last saw h.. £ alive on ,?'-—' 3d =
and that death occurred on the date and hour utaled above

Immediate canse of geath

. j¢
minute. %/PM

wi?

19 .

—

Z 0
£3

Duration

—

{Month) {Day) (Year} B o
8. AGE: Years Monr_hu é'} If less than ooe day Due lm /-c‘_\, et Lk i
g / )‘f. mfn -"-““—".-W -
St, Louis, Missourl 720 | A
9. Birthplace 2 o

© (City, own, or county) (Stats or fareign country)

housework

10, Usiral occupation

Other conditions
{Iactude pregoancy within 3 months of death)

5
™™

i

N

11, Industry or business Y Prre £ PHYSICIAN
ot ajor findings: R
2y 12 name.St€phen Howard : Of operationa..._._ ; Urdertine
2 15, Birehplace Ireland 4 ‘ 'f e caeto

) wo, ¥ {State or foreign Gountry) W (=2
;'E‘ 14. Maiden name__ﬁéf’ oKueunl iv Of autopey n-houldsbs
z . Ireland - tistically.
g 15. Birthplace T amn“) i r‘mhnﬁm] i 22. If death was due to external causes, il in the following:

Lo . N
16, (a) ;,,fomtm J ames. J. %g rd || te) Accldent, auicide, or homiclde (specify)
(¥} Addresa 0648a Hap-le VEa, (#) Date of occurrence

17, {a) buI‘ 1 a 1 (8) Date thereof. 9-2-43 () Where did Injury occur? ¥ or town) (Connty} (Sinte)

{Burlal, cremstion, or removel) {Montb) (Deay) (Year)
(&) Place: burial or cremationt A VALY _Cemetery. ...
18, (a) Sigmature of fuzeral director__S111. 1.1 va n R'r' others
® Address_2

or- U
19, (a} - (b) [ .!...
{Dota raceived local registrar) {Roglstrar's |irnamh-)

[
Did injury occur in or about home, on !a:m In industrial place, in public place?

Specify t f place)}
¢ ! (, l)” (:Mp '101; of injury... s

Zaﬁ@

B— _.Q (M. D, orothu)

M “V e Diate signed.... .

Slznnture....

Addma;

v (Licensed Emhbalmer's Statement oo Reverse Side)



Dr. Bob Hyland,

o THT Topke
ér/ﬁly | = - :

STATEMENT BY LICENSED EMBALMER

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

., Registered Apprentice No

SlgnedOvMQD. o W,

Licensed Embalmer N03077 ........................

P. O. Address.. M%m,m ............

Note: 'The above MUST BL SIGNED BY THE LICENSED E MBALMEH in his OWN HANDWRITING.. (Failure to comply with
the above constitutes grounds for revoeation of license.)

working under my personal supervision.

If this body is not embalmed, fact should be su stated ubove.



