. 5. No, 2
M—2.43
5-17.39

I Xasses

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

DEPARTMENT OF COMMERCE STATE BOARD OF HEALTH OF MISSOURI

Bustay o Tus Caeus STANDARD CERTIFICATE OF DEATH

ILED SEP 171984 | .

Regiatration District No.. S e - _...._.. Primary Registration District No.._

1003

State File No. 3@_&61 S
8029

1. PLACE OF DEATH:

{z) County.

(® City or town St.. Louls
(If outside ety or towa limits, writs “RURAL" and name of townahip)
(&) Name of hospital or instittition:

3524 a__McKe@n Ave,....

(If not in boapital or institution, weite street number or locatian) ‘

Registrar's No
2. USUAL RESIDENCE OF DECEASED:
(@) smte... Mig8OUry . ® coumy iy
© City or town St._Louls /&
(IF oxteide city of towa limite, write "RURAL") )"
(d) Street No._..___._ 3524 a McKe&n Ave,

(If curat, give location)

Length of stay: In hospital or institution
@ s o v (Specify whother (e) Cltlzen of foreign country? N Q (Vea or Ne)
In this community.
years, monihs or days) 1f yes, name country.

Full NaMe....Fannie Tate Thorahill MEDICAL CERTIFICATION

- —— et R 20. DATE OF DEATH: Month.... 98D4 e _day 1
3. (§) If veteran, 3. (e} ia urity 19 ’ ~

ear._ b OSSR .1 1+1 J inute.22 £ fyMm,
name war. No None ¥ &3 ° e b A
21. I hereby certify that I attended the deceased
) ‘ 5. Coler or io (a) Single, widowed, married. ‘1._3 ‘o

4. Sex.Fe.ma:le.... race.. L L divoreed Widow

(that I last saw h.w aliveon........ A S— A X
and that death occutred on the date and ur stat b
. Duralion

6. (5 Nameof busband B ¥R ... . 6. (c} Age of hushand or wife if
B.W, hornhill alive... 06 C o years || Immediate cause of death M_ N
7. Blrth date of deceased_ .. WS o 20 1864 - dndy |
{Month) {Day) {Year) N d
8. AGE: Years Months Days If less than one day Due to..__..__.__.._..__.m v
Ll 78 8 17 hr. min. || 777 - G 11“‘_‘,"—?
- . U Due to L.
9. BIrthDIZCE v St.Louls ... Mo. e
(City, town, or county) . {State or foreign country) J Y ,
QOthe ditions. Fy
10. Usual occupation Hougewife - (:n:l::dos’;xunn:y withia 3 montha of death) U Pl
11, Industry or business R PHYSICIAN
o ajor nn mgs —
(12, Nome Jamen C._ Coghlll 3 Of operations Undertine
=\ 13. Birthplace Kentucky | the cause to
(Ci wo, waty) State or forefzn ¢country) hould
%‘; 14. Maiden name mr 120 d M&CLS é‘ Of eutopsy :?a:’:'ﬁ “b;
= A tistically.
§ 15. Birthplace. ‘(0" pys w‘mm + (£ sg&us‘—nyw%xgn (LB 1f death was due to external causes, fill in the following:
15, G Info_f’ut_T “R, T m; mm 111l @ Accident. uicide, or bomieide (specify)
® .Add.rm 2 a McKead ‘Ave ) (5} Date of occurrence
i1 @ 2o BUPLALE () Date thereor. Q= Q= 1QAB Where did injury oceur? {City or town) _ (County) _ (Siate)
(B‘“i’“' crematicn, o7 removal) (Mooth} (Day) (Yesr) (&) Did injury oceur {n or about home, on farm, in Industria) place. in publ!c place?

{¢) Place: burial or cremation. Bellefohtaine. Cen
18, (a) Signature of funeral directorjf___‘g.m
®) Address /PO ST

19. (a) D L...M(b) —

Data mdvad bocal rexistrar)

" {Rexistrar’s dignatare) .—.

‘Vhile at wurhl. -

23. Slignatire

Addrest..io.n L'& o S

ince)
@ Means of immm@_m_w
h : e (M D, orother)

(Licensed Embalmer’s Statement on Reverso Side)

oot Date signed! "“-‘Ef’s




" STATEMENT BY LICENSED EMBALMER

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

, Registered Apprentice No.

working under my personal supervision, ‘ ’
| h ‘ Signed ; 25 i '
| - Licensed Embalrnelx\l 3 f g
R P.O. Address 2 L

Note: The nbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocatlon of license.) .

If this body is not embalmed, [act should be so stated above. o . -




