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

-

DEPARTMENT OF %OMMERCE THE STATE BOARD OF HEALTH OF MISSOURI 3 08(15
BUREAU OF THE SUS
D FEB B{,; U‘Bﬁ STANDARD CERTIFICATE OF DEATH State Fite No.. f=47 "
lglatmﬂon Distrlet No..o... Primary Regiatration District No .. Registrar's No............ 6,58__
1. PLACE OF DEATH: - 2, USUAL wijjm DECEASED: 7y
(a) County oo R P T b -(ﬂl‘Stntc-......;MSSQuri .......... - (5) County... il K A
(b} City or town St..Louls " p ¥ d 7
If autslds city or town limits, write “"NURAL" und namo of township) (¢} City or town St - Loui 8
(¢) Name of hospital or in.vitituuon: (If omtside city or town limits, write “RURAL"} q
._Ann's Home @ sweeno St Ann's Home, 5301 _Page Blvé'.
. {1f not in hospital or institution, wrils streot nnIg o location) (If rural, “" Tocstion)
{d) Length of stay: In hospital or institution Years N 0
50 (Specify whather (¢} Citizen of foreign country?. Q (Yes ar No}
In this community, year 3
years, months or days) If yes, name country.
3 ﬂ PRINT JOSEP QN MEDICAL CERTIFICATION
FULL NAME___.~. HINE MANTION .
— o e 20. DATE OF DEATH: Month... 9 &RUATY, 19th
o veteran, e uAty year. 1947 hour. 11 mintute. A M
name war. None No. Nﬁflp ! hetab ity that T ;
21, eprby certify that attended eceased from
[ | 5. Coloror 6, {a) Single, widowed, married, Q’ /- 19 é‘ M [ f 19‘[L'7
4. Sex.. F.e 2. mce-%ite d”m-—'s-ingle _,Jhat 1 last saw h. €1 _alive on i 19%;
6. (8) Name of busband oF Wife. .- 6. (&) Age of husband or wife if || and that death occurred on Z gate and Msmt'ﬂ above. Duration
I - :__:;e-a-rs Immediate cause of death>
R Y 7S 7 7, 51876 Tty eyt / raq
(Month) (Day) (Year) - / N { '
/B. AGE: Years Months Daya If less than one day Due to i \; f; : |
1
J 70 | 3 | 12 N . -
/J Due to.. = ’{n 5
o BinhplaceEdwardsville, .. Illinois. V/J .
ty, town, or coant; {State or foreign Country, ¥
NODe o BTy yoo. Other conditions. M ] ﬁ
$0. Usual occupation : - 2. (include pregnancy within 3 months of death) l {7
11. Industry or business, =TT R i PHYSICIAN
r findinga: . -
E 12. Name.. IROMAS Manion . .. .- . A ot opua:%u’ns.....;_...  Underline
& | 13. Birthplace ) _(sllﬁlri‘nmg"i"" S )/ 7(-0 the cause to
tato or fore, countr, 3
8 10 st rame AT Ha 11 0y i i Ofauooay hoald be
, I1linois / dstically.
S | 15. Birthplace - 22. H death was due to external causes, fill in the following:
= {City, town, or county) {State or foreign country) .
16. (z) Tnformant ‘Mrs . Joseph Ot Neil]l - N (@) Accldent, suicide, or homicide (specify) o
® Address.......+248._DESOLO AVe. . . .. _. || ® Dateof occarence
. @ _Burial . () Date thereof___L=B1 =47 _{[© Whersdidinjury occur? Gty o oy iy o
(Barial, cromation, of removal) . (Momb) (Day) (Year) (d) Did injury occur in or about home, on farm, in industrial place, in public plaoe?
(c} Place: burial or cnmaunn_calv Cemet ery . .. -
. f place; —_—
18. {0) Signature of funeral director__ —="_ «_ /£ Saedd T e at wo k?____,__:_______w.,:,,.—(.%.ﬂ’ z‘guii:ans’of m)urym*u,..._ ..- U
(b) Address East Grand Blvd. | ) h
.. (M. D T ot
19. {a) JAN 2O 1357% '1' I3Na A e <> o /
{Dats roceived local registrar) (Registrar’s signnture) F ........ Date signe;

\

(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,

Sig

Licensed Embalmer No. J g y /
P.O. Address....DZ../,. /7ﬂ7-/%6_

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,




