DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOQURI ;q’g

£ Jﬁﬁ’ IEQSU% ST ANDARD CERTIFICATE OF DEATH State File No
. Priimary Registration District No..__..__.l Q 0 3 Regisirar's No......-_..__ﬂ

Reg!stration Disttict No..
1. PLACE OF DEATH: ) 2. USUAL RESIDENCE OF DECEASED:
(a) County.
N (a) State. . il - B County
(8} City ot town._. ... ot Louisg
(If outside city or town limits, write *“RURAL" and nams of townsbip) ) Cuy or.town 4‘ e M d
() Name of hospital or institution: {If outgide city or town limits, write “RURAL") .r}
Barnes s
(If pot in boapital or institution, writa sireet pum! laghul.wnj (d) Street No (1 rural, give location)
{d) Length of stay: In hospital or institution
(Specify whotber || (e) Citizen of foreign country? (Ves or No)
In thia community -
years, months or days) - If yes, name country.
MEDICAIACERTIFICATION
3. {a) PRINT
348 FRINT Joseph Mack Cullen ;O
20. DATE OF DEATH: Month day.

oK \'Etemn.none 8. {e) Social Security mr._“_,zmﬁ_é_g__% R S minute... \f‘_a_A}{

name war. No. none M
0 2{. I hereby certify that I attended the d m.

5. Color or . 6. (a) Single, widowed, married, rg’/ : /
7 Wihd O inglo o= R AN (fih 10 44

Male te . wi
4. Sex...- ! divorced... Z20 80T || that Tlast saw hefter ive on_, S & a— - 19,%#
6. (b) Name of husband of Wife.qererceceeee 6. (6} Age of husband or wife if | and that death occurred on the and Rour stated above, Duration
2liVe eusneuresivessnnnryears || Immediate cause of death
. N T
7. Birth date of deceased Nov. 25 ] 1935 ------------~--—----v---—-----—---ﬂ--w----- MJM
{Month) {Day) {Yoar)
8, AGE;: Years Months Days If less than one day Due to..... M M VW S
r‘/ —
" 8 6 14 | hr, min n
Due to k™ \.an’""A‘ - -
9. Birthplace.__________ w88t wtelouis, 111 1 L Ve
{CiLy, town, or county) {State or foreign cottntey) [ 4 ﬂ
" At School . Other conditions..__ L,
10, Usual occupation - (Include pregnancy within 3 months of dealh)
i1, Industry or business : : PHYSICIAN
L . Major findings: X R
! 12, Name Joseph Mack Cullen. ‘ s..-|| - Of operations - - )
. . . I Underline
a 13. Birthplace bast btc Ioul 5] 3 Ill . ‘L"E)}i:::ﬁ[:liz:g
{Cityy, N - {Staws or fureign country) Of attopsy. should be
E 14, Maiden name. Kﬁ'ﬁé’ c:TUHIlSOI.\ * . . . cihnrgeﬁ sta-
.. . i ' |tisticatly.
= S 15. Birthplace renn, 22. If death was due to external causes, fill in the following:
= ‘or county) {State aor forejgh cauntry) "
16. (a) Informant % M (s} Accident, suicide, or homicide (specify) . ;
¢
@) Address.. 2a8% Stelouis, I11 1944]] ) Date of occurreace
17. (a) Burial (b) Date thereof. June 12 (e) Where did injury oceur? (City or towa) (County) Gt
(Barial, cremation, er removal} {Mooth) (Day) (Year) (d} Didinjury occur in or about home, on farm, ia industrial place, in public phce?

9

{c) Place: burial or cremation...
18. (a) Sigrmature of funeral director..

() Address._____ Past. btgl;ou:l.s 111

19. (a) .. e ,,m,,,edjim }344 (b)}

. v {Specify type of place) .
Wl:u.le R (2) Means of Injury.....to e mememees

23. Signatare... /7 0-13(‘7%"“-'\ D (M.D.oromer)..éz.ﬂ.’ Lad
Address Q-‘o )C——-—VLA \_, Date signed_ ...

( emum— s nignature)

(Licensed Embalmer's Statement on Reverse Side)




STATEMENT BY LICENSED EMDBALMER -

working under my personal supervision.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN ]L\ND“’R]T]NG. (Failure to comply wi
._the above canstitutes grounds for revocatmn of license.) . .

If this body is not embalmed, facl; should be so stated nbovg.:t =k



