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DEPARTMENT OF COMMERCE

JFILED Nov T 1949

BUREAU OF THR CENSUS

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH_

Primary Registration District No.__ i Fa Va P

State File N&SZ{;!;’ ........
8038

Registrar's No.

1.;PLACE OF DEATH:

{a) County
{b) Citr or town

() Name of hospital or isstitution:

St Leuls

(1# oniside city or town limits, writs * *RURAL" ond name of townahip)

Oa Harney Ave, /

(d) Length of stay:

In this comtnunity.
years, tonlhs or days)

(If not in hospital or iasitution, write street number or location)
In hospital or institution

{Specify whether

2. USUAL RESIDENGEAF-DECEASED,

smei.S?OllI.‘i
City or town St Louils

(Il outaide city or town limits, writs "RURAL"™)
6050a Harney Ave. ’ ‘

Street No.
{if rural, give location)

(a)
()

() County

(d)

(&) Citizen of foreign country?.

(Yes or No) 0

If yes, name country.

MEDICAL CERTIFICATION

3. PRINT 1 i
Sofe FRINTMattie Marie McDonald Oct. 20th.
3 1) Social Security 20. DATE OF DEATH: Month.......... day
3. () If veteran, . I 4 hour a 50 minute A * M
name war Ne 21. 1 jereby crtify that T attended the/deceased f 4 /
. i attende: eceaae rog
/ 5. Col‘o'i‘ﬂr. t 6. (a) Single, -wiflﬁwed, married, (f/ W f :’?z m 19..‘.'“1..&.
4. prema le race 1ie divorced__..g.].:.‘__];t;...gg. that I last eaw hw‘_ alive on ? |¢£é
6._(b) Name of hushand oF Wife.. e 6 (£) Age of husband or wife if and that death occurred on the date and hmﬁ- stated above. Duration
omas McDonald alive___ 1M years || Immedifle cause of death.. y vy . 4
7. Birth date of deceased........ 215 o 2 2nd . 1876 &U wes /M ru/ng ,,,,,,,,,,,,,,,,,,, Aot _&m
=T - T (Month) (Day) (Yoar) / - P
8. AGE: Years Monthe | Days If less than one day D.ue to X
- o
/ 70 I 28 hr. min, || 5
- 17 e to g
9, Birthplace St. Louis 1M0 hd z = V& L 4
{City, town, or county) {State or forcign country) I /
. hi dition:
10. Usual occupation Housewirle ... .ooe:.oc. .t c:;-n:]l;:::tul[n:n:! within 3 months of drath) f

i1. Industiry or buginess : e fadiim PHYSICIAN
5 (1 name Michael Mahan . ... ... . 77 | "6 oot : : T
S s e L1 01218 ' e
£ 1 13. Birthplace ; Y (State o 1 ocouniry} whichldeath
. y v o focclen v of hould b
ﬁ 14. Maiden name ﬂi’ﬁrﬁswﬂ autapey - sh:rged sta?
E . lreland 7" I tistically.
© | 15. Birthplace - 22, 1f death was due to external causes, fill in the following:
= (City, town, oy cogaty) {State or foreign country)
16 -('a) Informant Thomas ﬁcﬁon&ld -+ || (@) Accident, suicide, or homicide (specify)
) & o050 4 Harney Ave, (®) Date of occurrence
17 (@ g riel (b) Dite thercnf 10/25/ 46 () Where did injury occur? pirpermer prom— o
(Burial, crecmation, ar romoval} (Month) (Day) (Year) {d) Did injury occur in or about home, on farm, in industrial pla.ce in public place?
(¢} Place: burial or crematmn.calvar Y Ceme.l;.g-‘r y
Sallivan Funeral Dixl.
18. {e) Slgnatu% &1 eral directyr., . : ¥,
m orth znclid Ave,
9. @ F I3 Atk a ot

,..4%:13&5: ® “)/
{Dato recer 1 ] r/

{Flegistrar's signature)

(Licensed Embalmer’s Statement on Reverse Side)



Dr. John G. McSwiney L - ) DR L
50I4 Thekla DR
¥MJI. 4688 REs.CO, 7812

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....

working under my personal supervision.

/S BeS3

Licensed Embalmer No

P.O. Address........cooooieeen

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

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




