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a0 JuREAy oF TaE Canes STANDARD CERTIFICATE OF DEATH Stote File N
7-39 0
xsean |LED JAN 2 5 1945 318 Primary Registration District No..,......,..,..r......_....] 0 O 3 Registrar's No.“"“...“_m__SZa,Ji._

Registration District No...oooooeee.....
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: d[—( .
. . 5
g || @ comwr : @ sae.Missouri ® County g
& || ® cityortom St.Louis,Mo,. ; . 7 7
[&] (If ontxids city or town Limits, write * "RURAL" and name of township) () City or town. St - Lou i <] ) 7
=) (e} Name of hospital or institution: H Sdloiq an UF outaide city or towa Lmite, write “HURAL) & ;;?
St. Louis City Hospital- ax C. Ptarkloff. 4978 Quincy St..
Ez {(Ifpotinh lor § write street or M&mori&. (1f rural, give location)
&= (d) Length of stay: In hospltal or Instivmion_©_d8YS 7
(Specify whether || (&) Citizen of foreign country? NO, (Yes or No)
In this community P /
years, montkn or days) [d If yes, name country. /4
M o ) MEDICAL CERTIFICATION
& || 3 (& PRINT Fannie Spinney Jan 16 th
< 30 It 3. (o) Social Seewit 20, DATE OF DEATH: Month . day.
N veteran, . {e al urity
a N year. 191#5 hour. 10i55 mintite, M
name war. o
- 3 21. I hereby certify that T aitended the deceased from 1 lh/ b-5
= 5. Color or 6. (a) Single, widowed, married, 9t 1/16445
J || « s=Female | e White () awvocea.d ingle |l st ewn®T  stiveon 1/16/45
E 6. (b) Name of husband or wife........ccwcrureee 6. (¢} Age of husband or wife if || and that death occurred on the date and hour stated above.
A . alive.. ... years || Jmmediate cause of death
ot 7. Birth date of deceased . 0€ PL__L&th, 18685, S 4 L— -
5 {Month)} ({Day) {Year)
=
o L 8. AGE: VYears Months Daye If less than one day Due to
=V 791 al 2 e i -
- T ue to
<o, mempmee Sto_Louils Mo, () - .-
{City, town, or county) (_suu ar foreign country) ;’},’
= 10. Usual occupation T, — : . Otfhe‘r conditions “within 3 mouths of death) (/]
[72] ¥ wi mouths o U
- 11. Industry or busi i 'ﬁ = PHYSICIAN
;Id g 12. Name Wi 1'1 1am K . Spinney T s g{ﬁ;é‘:ﬁ;q 1 P ole ey ’ g
wl B k [74 I hUnderline
Z ||Z\ 1. Birthpuce NOL. Known, \ |tbe cause to
3 o imaia eounty) - (Stataor foreign comntry) Of autopsy : shouid be
= § 14. Maiden name__. 0 _/_‘ 1A 2 T ) L ‘tm;m-
= -
é g 15. Bmhpm"—""ig—?—g:n%gn_nn_ ---------- Eote o fameiem oty 1| 2% If death was due to external causes, fill in the following:
= 16. (a) Info L%N ora_ l@_uDD . (e} Accident, suicide, or homidde {specify)
B ) Address__4978 _Qlli_l’lQI St \ (¥ Date of occurrence
17. (@ Bu r ia 1 - ) Dm'e th"'mf /1 9/4 5 (e} Where did injury occur? (City or town) {County) (State)
(Burial, eremation, or removal) ~ (Month) ('D'V’ Ye)) || (&) Did injury occur in or about home, on farm, in industrial place, n public ptace?
" (¢} Place: buna.l ot cremat.lun.s_t 3 ’ '_.&_01_13", g e
"18. (a)” Signature of funeral dlrecmr .
) Address. 7027 Grav’of’s Avea' i
19 - 1@1 _— o ff AN A e
© el 18 W) 2 fdeely
{Licensed Embalmer’s Statemnent 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.

i B

Licensed Embalmer No -3 K 7 7

P. 0. Address-__79 1? M

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

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




