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MANENT RECORD

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PER

o

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

FILED NOV 10398

glstration Distrdet Mo i -

THE. STATE BOARD OF HEALTH OF MISSQURI

STANDARD CERTIFICATE OF DEATH

Primary Registration Distriet No.___ 2 T ¥ 3

324 2
State File No,_. ey e oemeeas
91890

Regisirer’s No.

1. PLACE OF DEATH:

2, USUAL RESIDENCE OF DECEASED:

¢0Q

16. (¢ Informant. MP'S Fmma Carrell - = 7%
®) Address___ 2003 Howard St,

1. @ - Burlial % Dite théreat 10/31/44

(Buﬂll.mmuon,w remaval) (Month) (Day) (Year)

(¢} Place: burial or cremation . calv B.PW te!'_y

18, (¢} Signature of funernl director.. M M—h I y
@ Address_lo).oo WY, F. £

19 @ ;B".;r,;u,veﬁmia;ﬁ,)IgﬂAf"“' r“"" Ay seamtors> R““

(a) County. lsﬁ% a8 Euri (a) State Missourl (#) County. } - )
(8) City or town ] QU3 s t [ ’},_,'
{If outside city o town limits, write “RURAL" ood name of township) (&) City or town . Loui | @
(c} Name °2f 15’8’%31 ‘i";nsmuﬂ"‘a st (If outsids city or town limita, writs “HURAL')
owar . 2 !
{H not in bospital or fostitulion, weite steeet sumber or location)} {d} Street No'""""""‘5"9-5""HQ‘“%&%:;E"F_:.&:)m"'_"'"""""""""""""""'
{d) Length of stay: In hospital or institution no
’ (3pecify whether [ {¢) Citizen of foreign country? (Ves or No)
In this community. [
years, months or days) 1§ yes, name country.
MEDICAL CERTIFICATION
3. (a) PRINT .
FuLL name___Thomas_P. Carroll
o * o e 20. DATE OF DEATI: Month. OCEODAT 4oy 28
N t N . (e cia) C '
® veteran no no year 1944 hour._... ..8..:.;5Q.A.A..u.......minute ................ g.hl.
name War. No.
21. I hereby certify that I attended the d direm O Eober
0 5. Color or 6. (a) Single, widowed, married, || _18 , ‘d 4 wletoher, 2% 10, 4 4
4 Sex TNA 1e. race white ! d“’“"md-zn-a—r-r~i—e—d~: that I last saw nL I _alive oG LODE Y 28 PR I‘L‘Q
6. (8} Name of husband or wife.........— .. 6. () Age of husband or wife if and that death oocurred on the date and hour etated above, Duration
BEmma Carroll alive.. 10 years || immediate cause of death Myo-cardltlis-
7. Birth date of deceased January 2nd 1863 .Arterlo sclerosls.decompensatgd......
(Month) (Den) e || Hepetlec -cgrrhosis
8. AGE: Years Months Days If less than one day Due .,GG neraiized anaserce / 1/
Extreme-senilit 4
te Lo
o mewpmce.BOOPAA o T11 1 YA
. - {City, town, or connty) - - (State or foreign country) / jf ,»
. Qthi dition
0. Vnntoecmion— StORDEAbbOL A
11. Industry orb SajeEnd PHYSIGIAN
B [ 12 Name Unknown . - "Of operations. NO NG : )
= L Vl ' L - . Underline
ﬁ 13. Binhnl'mp Unknown :vhheiglcllratg
- {City, {Stata or foreign country) 0 - hould b
E 14. Maiden nanle "Uhﬁﬁ“&ﬁn ooy %h;;.:cﬁ m;
istically.
E 15. Birthplace... - Ireland - 22. 1f death was due to external causes, fill in the following:
= {Cily, wwn, or county) {State ur forcign country)

(c) Accident, suicide, or homicide.(specify)
()
{e}

(@)

While at \;vor -
2. 5.\)
37/8

Address.:..... .2 £ £

Date of occurrence.

Where d:d injury occur?.

(City or town) {Conxty) (State;
Did injury occur in or about home. on farm, in industriai place, in public phee?

(avec-f:r typo of place} J
. (¢} Means of lnji._.__...@_.__._.__
\ D.orothery ...

ﬂ . Date signed........_.......

(Licensed Embalmer’s Statement on Roverse Sidei’




STATEMENT BY LICENSED EMBALMER S

-~

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

: Registered Apprentic?l‘ﬁ_\
working under my personal supervision.

ngned ...... A{ mh,/ _' _.

Licensed Embalmer Né A ]
P.O. Ad:iresstﬂ.loo_W,?'/ AL DA

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING., (Failure to comply with
the above constitutes grounds for revecation of license.) -

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




