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DEPARTMENT OF COMMERCE

/s
Regfatration District No._..,......‘g....

STATE BOARD OF HEALTH OF MISSOURI 2 9 3 l 8

Buegau or Tag Cnsus ‘
AUG 21 1948 STANDARD CERTIFICATE OF DEATH Stase File No

Primary Registration District No.__é.g_é J— Registrar's Na _/ ij 3

1. PLACE OF DEATIL,

{a) County_...,_

() Clty or town @mo&iﬂ _Counfy L Y L d Py

(c) Name of hospital or institution;

Maplewood Nursing Home

(If quside eity or town limits, writs “RURAL™ and nj

{11 ot In hospital or fnstitution, write street
{f) Length of stay: [n hospital of institution

T

of township) /’

2. USUAL RESIDENCE OF DECEASED: a‘//a'

)} State Mo (8) County. L7

St Louis =
(Il outside city or town limits, writa "RURAL")} #

{d) Street No. lll Belll‘ieve

(11 rural, give iocation)

{¢) City or town

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

name war. No

3. (&) 1f veteran, 3. (¢) Social Security

No

Color or 6. (a) Sinzlc mduv‘
_ Female / t¥ e30*&:163&

7. Birth date of decensed_ MBI CNL 25th, ‘11355«

Li f {Specify whather {¢) Citizen of foreign country?. (Yes or No)
In this community. e /
yoars, monihs or daya) If yes, name country,
MEDICAL CERTIFICATION
3. PRINT Y -
Full name. Mary C. James August gth ‘

20, DATE OF DEATH: Month 32 7~ —

year. 194'3 .hnnr q‘ ﬁ mintite /U ' M
21. I hereby certify that I attended the deceased from M‘
Y e 1922 Vo Lttt
that Tlast saw he2—#alive on é/"—"———'ﬂ /!

and that death occurred on the date'and hour a{nlcd above.

lmzdiate cause of death
F

(Bnrul eremntlon urrmvnli,
"s... (:) le:e:&mial or mmat{nn

otosl Missour

(Moath} (Qay) (Yenr)
1

18. (a) Signature of funeral director. 0 S CAT J " Hoffmeiste

:

(Menth) {Day} (Yenr) 2
8. AGE: Years Months Days If leas thanone day . || Due teCt M A i L 42 S OXL AP Qb .
88 4 14
hr. min. D
- Iy ue to
0. mrnomccW@shington Co Missouri &/ =
(I(_IiIty. towon, ar m{n {Stote or foreign coontry} v - - P :
Oth diti =
10, Usual occupation oueew {:n;ﬁ:';..:;:, within 3 monthe ul’dnl.ha % [——
11. Industry or businesa . X i . ka fuld PHYSICIAN
E( 12 Name. Michel Flynn st Sndings: — —
£ : v P, N Underline
=\ 13. Birthplace Ireland </ : b death
= [ 14, Maiden name mﬂiﬁ“ﬁﬁ Wilke P fpretn ooty Of autopey St ot ' 2ha r::éi’&f
E{ , Unknown dstically.
g 15. Birthplace. o 22. If death was due to external causes, fill in the followlng:
t, lowg, of county, (Suuor foteign coufitry) - -
6. (@ Informane' LB Hd1th- ‘W ittwer {a) Accident, sulide, or homicide {specify)
"o Adwrem. 111 Bellrieve'™ R (8 Date of occurrence —
fey . —_
17. .(d) rial (&) Date lhumf 8/12/ 3 {e) Where did injury occur? {City or town) {County) {Stnze)

{d) Did injury occur in or about home, on farm, in Industrial place, in public place?

—

(3pecify tm of plare)

While at work? .. Means of INfUry.. it eeee
23, Sign'aturzé.(. » &L—%MM other)___.__

Addr é Date signed ... ..........

{Licensed Embalmar‘a‘Suumont on Reverse Side}
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STATEMENT BY LICENSED EMBALMER
£y . r -

» Cy -

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

[E Ly

TRégistered 'Apprentlct_z No :

i e

working under my personal supetvision. . L ¢ . : .
D e X it
) , S]gnpd £

. ‘ -'l P 0 Addres mastB o é.
Note;, The above MUST BE SIGNED BY THE LICENSED EMBAIMER 1n ]:ns OW'N I-IANDWRITING. (Fqure to comply with

[

the above. constltutea grounds for revocation of license.) - . .
If this body is not embalmed, fact should-be so stntcd above. _ ) ~: ‘ ¥ .




