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WRITE PLAINLY--USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE
BURRAU OF THE Cll\SU‘S

FIED.NOY 25

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
1003

Primary Registration District No.. ... % ™ ™ - R,

2 e
Ly

(1

38 250
9702

State File No,

istrar's No.

1. PLACE OF DEATIl:

2.

USUAL RESIDENCE OF DECEASED:

. ot I S
(g} County, Mlasouri
) City or towm St N LouiB (a) State MEBBOUT L t .. (3 County n/ 7
(1T gutside cily or town Ilmits, writs "RURAL™ snd osms of township) (&) City or town 3 Loulsg /) e
(¢) Name of hospital o institution: U - (11 ouzelde city or town Hmlts, write “HURAL™Y) ® = g
City Sanitarium 2l & suetyo. 5400 Arserdl St ,5
{1 ot in boepital er institation, wriulug nember nrinﬁ] l 3d (If rural, give loeatlon} )
(@) Length of stay: In hospital or institution Q B ) i
8 (Specify whether || {¢) Citizen of foreign country?, (Yes or No)
In this community...... lyear 8
yaars, months or days) If yes, natne country.
MEDICAL CERTIFICATION
bl BRT  THOMAS QUIRK.
FULL NAME Q 20. DATE OF DEATH: Mo NOVEmMmber, — 12th
3. () 1f veteran, 3. :) Soclal Security ear 1946 10;20 e P m
name T ° 2i. 1 hereby certify that I attended the d d from
5. Color or 6. (a) Single, widowed, married, 5 Sep't 29 1“1_. [ N..QY...._..J..E..,,........... w19, ,‘.‘}’6
t.Sx _Mpole | ne white divoreed.... 81 0EL S’ +that T last saw hi_m,... alive on Nov., 12 WA .
6. (8) Name of hustand or wife.. ... 6. {£) Age of husband or wife it [} and that death occurred on the date and hour stated above. Durgtion
alive. oo " Immediate cause of death ;
7. Bt date of d July 1% 18665 Bllateral Bronchc-pneumonia |5l dasx.
; 7 (Montt) (Bon) (Fors Generalized Arteriosclerosis [1941x
8. AGE: Years Months Days If jess than one day Due to
81 3 2 9 hr. min. j ‘.} !rl
Due to__
9. Birtbplace t. Louis . = Missouri /) o
. . (City, town, er county) - {Siate or foreign conntry) & TR, [ l iy
Oth ditl
10. Usual occupation. n 11 (:n:l;dc'::;lo:l:::) within 3 montfy of death) J
11. Industry or busi oo i PHYSICIAN
= : ajor findings: —_—
& ( 12 Name. not known - Of operations i
= R 7 et o A Y. | Underline
= | 13. Binthptace not_known Which death
. {City. town, or coogty) 4. . (Stats or lorsign try} no ’ " o
% (13, Maiden name_ o OL KOGUIL oot Of nutopey ;!"':{:E:ﬂ‘s.?:
= - tist v.
. V - - -
_E.E 15, Birthplace Vs gy fwont“) kno n reTe P S 22. 1f death was due vo external causes, fill in the following: *
16. (a) Ipforman —_ A N (@) Accident, suicide, or homicide (specify)
(b) Address S400 Arsenal St () Date of occurrence
17. (2} LURIA L . (%) Date thereof.. /.. N6 || @ Where did injury occur? G i o
(Buria), cremation, or removal) (Month} (Day) (’ ear) (d) Did injury oecur in or about home, on farm, in Industtial place, in public place?
(¢} Place: burial or mﬂo% __}[
18. (a) Signature of funeral director. 7 US‘KJJ . While m’mﬁ?ﬂ.{, ‘(?)” !."l;!::;)ol' inlury..........
5) Address 7/
19 ((u)) Nn\! é% }g» ’; 3. Sigoat 2‘& { m (M.D. wo:huma |
) (Dute received bocal restatrar) (Registrar’s sirnnture) - TAddress. ﬂ -——-@%}:‘iﬂr_ Date dzned[[/fiél/é
L4 [ 4

(Liconoaed 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

Signed W // M

Licensed Embalmer No é/ﬂ & -

P 0. Address

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

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

working under my personal supervision.




