No.

2

-12-45
-17.39

[ X47070

. WRITE PLAINLY—USE UNFADING BLACK mK—MAkE A PERMANENT RECORD

R T ay

DEPARTMENT OF COMMERCE -
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Primary Registration District No._....._

THE STATE BCOARD OF HEALTH OF MISSOURI
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* NDARD CERTIFICATE OF DEATH, ..
. EED e 24 BT 1bos

4 sex FEmale nee WhR1ltE divorced..._".v_i_d_g_w.....ﬂ

1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: -
< i i Ath-vg
{a) County (o) sate.. MiSsoURr] ®) County
. (b) City or town St. Louis (‘t LO i ﬁ
(If outsids city or town limits, write "RUKAL” and name of township) (o) City or town wle uls, /4
() Name of hospital or Institution: A onmiu city or town limits, writs “RURAL") ’
4251 Athlone Ave @ Street No.... F281 one Ave ¢
{[f not in hospital or institoiion, write sirect number or location) (if rural, give locotion)
(d) Length of stay: In hospital or institution N . d
{Specify whether {¢) Citizen of foreign country? {Yes or No)
In this community.._... ..
years, months or days) I{ yes, name country.
MEDICAL CERTIFICATION
3. {s} PRINT
FuLL name Aliece Burns . Dec 12
20. DATE OF DEATH: Month ) day
3. (&) If veteran, 3. (c) Social Security 12 45p
- e m e = NO ne year. hour. minute M.
name war. No:
21. I hereby certify that I attended the deceased from.. NB Y %D
. Color or 6. (a) Single, widowed, married, T RN (L S— i

Lthat I last saw h. ._?_.;.‘ahve on ot o] I . 19.2‘;

19. (a)

(n.umﬁf;ﬂ;m g ‘;,’:,.(2“%) Q-

6. (2 Name of husband or Wife.oe.. 6. (&) Age of husband or wifc{f_ and that death occurred onthe date and hour stated above. Duration
.George Burns. . iV years || mmediate cause of dcarn (e %2 R £ B Cat,. L a..m{' Rl ..
7. Birth date of deceased........ M ay 12 1855 % !IL ER 051 6 S SN
{Month) {Day) (Yeax)
8. AGE: Yeara Months Days if less than one day Due to /?\l
, 91 7 0 ) _ 1A 77
T. ITILN.
/ Due to j j
" 9, Birthplace. z - - - Irepand /4 R 7 #f
{City, town, or county) {Stats or forcign country) ] {
o At Boma = - s 4 Other conditions....
19.  Usual occupation (lzclud ¥ wilhin 8 montha of death)
11. Iadustry or business. By Bl T PHYSICIAN
) or findings:
5 12, Name Jobhn Carter : 4| Of operations. Underline
E 13. Birthplace Ireland 7 ;héc?gsézg
" (! ar Col (Suuurfmxgneomu,) Of auto should be
B 14, Maiden ma,..fﬁe ﬁ"ty “tane UnKHSHE "yl Ofsuorsy E — e
. titically.
=
g 15. Birthplace T P — =, (suulrp-‘ :u?“(}) 22. If death was due to external causes, fill in the following:
. .16 (@) Tnio . Grac:ﬁ Callahan ol (e) Accident, suicide, or homicide (apecify)
@ adaress__ 4251 _Athlone AYe_.._.._.,m_._ﬁ_.___.____ (%) Date of occurrence
17. @ - Buprial ® Date mriZ{JﬁLé& || > Where did injury occur? i o
(Burial, cremation, or remaval) (Maoth} (Day} (Year) {4) Did injury occur {n or about home, on farm. in industrial place, in public place?
© Piace: busa o fofib/_CaLvary Cometery | _ /
1 o} Slgnal.ure of luneral du'ector ..St I.'OQJL I G_&J.‘I.‘O_ll ...... W'hllc at :Drk? R ...ETI;, ?3‘ ﬁpm,of O UTY oo
® Address_ 4600 Natur 1 ‘
e (M. D. arother)

a _________ Date signed. Iﬂ [[{J#‘

(Licensod Embaliner's Statement on Roverse Sido)




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.

P. O. Address

-
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN IL\IéWRITINGwmlure to comply with
the above constitutes grounds for revocation of license.)

1f this body is not embalmed, fact should belso stated above. : .




