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i W;RI_TE PLAINLY—USE UNFADING BLACK INKE—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE

BuUREAU of THE CE.

FILED JAN 3

Regtistration District No.

THE STATE BOARD OF HEALTH OF MISSOURI

Nfm]gﬂ,&i STANDARD CERTIFICATE OF DEATH State Fite No
..318

i 296

Primary Registration District No. ......_......H..,w..‘l O 0 3 Registrar’s No RG‘;’,

1. PLACE OF DEATH:

(¢) County.
(b) Clty or town

5t. Louils

(1l cutside city nr town limits, write “RURAL" and name of township}
(¢) Name of hospital orb
¢ m%' Thri irmary

(I€ 5ot in hespital or institotion, write street nn?ba «z location) m

{d) Length of stay: In hospital or institution 2 Yeuars

In this community. Llfe
yenra, monLhs or days)

" (Specily lil'uthn

!

(@)
@

@

(e)

2.

USUAL RESIDENCE OF DECEASED:

3 . M ,5/
State Miss ouri (&) County. /
Gity or town.... oL+ _Jouls.

4
_ (If outside city or town limita, write "“RURAL™) ‘—3?
Street No. 5800 Arsenal, S5t / ]

(1f raral, give location)

—, —— R
Citizen of forelgn country?. No, (Yes or No)

If yes, name country rvaronian L

full

PRINT  Cormelius (jalvin

NAME

3. (b) If veteran,

3. (¢} Social Security

name war. = No -
0 §. Color or 6. (¢} Single, widowed, married,
o sex. Male 1 race.iite J divoreed....SANZLE. ....

MEDICAL CERTIFICATION

DATE OF DEATH: Month.. 920UAYY 4. 20th;

20.
year 9Lh5 o L:i25 it P, M,
21. T hereby certify that I attended the deceased from .. AULUST. 25
10h3 o January 20th; o 45,
that I last mw.‘;;im aliveon... J.ANUATY 20th; . wh .

.

6. (¥ Nameof husband or wife ... 6 {c) Age of husband or wife If || #nd that death cccurred on the date and hour stated above.
alive....T............years
7. Birth date of deceased....J ANUATY Lih; 1872
{Month) {Day) (Yoar) z .
" e arcarees
8. AGE: Yeara Months Days If less than one day e to i f
73 0 16 A
e M . min. / g{,-
1, . U Due to. 'y s
9. Binthplace_ O.C+ HOULS, Mo. 7
{City, towa, or county) - (State or foreign conatry) _ I =
. z Other conditions
10. Usual occupation Laborer ~ T (Inelude rregnancy within 3 moaths of death)
z b -
11, Industryarb PN : PHYSICIAN
- N or findings: I
g 12, Name Cornelius Galvin o Of operations. . Urdert
i [ nderline .
{ 3 : : th t
21 ss. birpiace COUREY Kerry Ireland ll"‘)' s
-n. compty, ate or forcign country shou e
a 14, Maiden name é % Lrorman ) Of autopey charged sta-
E C ountv Claire ~ Ireland L el
© { 13. Birthplace *. - 4 22, If death was due to external causes, fill in the following:
= *,  (City, town, or county} (,E}l.alﬂ or foreign country)

16.5 (a)
. ®
17. (a)

-
19, (a)

L
" Informant il

Windsheimer .

(a)

Accident, suicide, or homicide (specify)

Addresa 5800 Areénal + 5t ‘ (& Date of occurrence
. 1 \ - -
burial (& Date thereof 1-24-45 |l () Wheredidinjury occur? T e i
(Burial, cremation, or removal} {(Month) (Day} (Year) (d) Did injury occur in or about home, on farm, in industrial place, in pubhcplace?
\- () Place: burial or cremation CalVer Lemetery
18. (s) Signature .,f funeml mmmrSouthe o Euneral HOoMe  whte st workdrm o e Y e of 10URY. e o
_Address__ rand Blvd. .} . : ; : (j e
‘J‘{‘N 2 9 45 23. Signature,. AL M. D, orothes .
to received bocal reristrar)’ ﬁ - : y 3 Address 25 £ 00 _(Baatsnel). . Datesgnedl zZ2-%

(Licensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

..... , Registered Apprentice No

working under my personal supervision.

Note: The above MUST RE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING, (Failure to comply with
the above constituztes grounds for revocation of license.)

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



