V. 5. No. 2
0OM~—5-43
ev. 5-17-39

Sho I X36671

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

DEPARTMENT OF COM%%

Registration District No.

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District Noeo— . 1 0 0 3

6100
State File No
Regisirar's No. 23}?6

1. PLACE OF DEATH:

{a} County

Mo

2, USUAL RESIDENCE OF DECEASED:

5.0

. (a) State &) Count
@) City or town St . Louls (#) County ‘_
{IF outsida city or town limite, write "RURAL” and pame of townshit) () Cityortown..Sbe  LOuis / /
(¢} Name of hospital or institution: (If outsida city or town kimite, writs “RURAL ") _\/
Homep. Phillips Hospital |l swetvo..... 2113 _Aubert Avee .. }Y ¢
{If not in hospital or institution, write street mlmtcl ar Icu:nhnn) (If rurnl, give location)
(d) Length of stay: In hospital or institution. ' 0
{Specily whsther (¢) Citizen of foreign country? NG (Yes or No)
In this community Li fa -
yeurs, montha or days) o e L1 T ¢ O SOV O
- MEDICAL CERTIFICATION
{3} PRINT IRENE CATHRELL
NAME
3. ) I 3. (9 Sodial Securt 20. DATE OF DEATH: Momn.... March. . _day__.5Hih
- veteran, . {e 2l urity
- - year. 1947 hout:. 12 mtnum______z_g _____ P__gM
name war. No.
21, I hereby certify that I attended the d d from.
. .E; Colot or 6. (a) Single, widowed, married, 19....., to. i 19, ...}
4. sex. FPAmAale ] rce. aivoreed Widowed 'éﬁt Ilast saw b alive on 9
6. (6) Name of husband or wife.... . 6. () Age of husband or wife if || 2nd that death cccurred on the date and hour stated above. Duration
Geo. Ms Cathredd . o ._.years || Immediate cause of death

7. Blrth date of deceased..... N OV emb-er —5-* e lB-BTY")—

8. AGE: Years Months Days If lesa than one day
59 4| o h
- r.
. 9. Birthplaceoo— b Lolig . MOe . -
(City, town, or county) {Stato o foreign country)
10. Usnal oceupation..-EraGhic AL DUrg:t 4 NE 0&::‘:::’;?;:::, e momb‘f{ i
11. Industry or business. _F.SI‘.I' ier__HarI'j_s_ H_Qme f.Oﬂ %Gdﬁ - !J.n“" PHYSICIAN
é 12, Name “Unegeilable.c it o il rp 7 OF operations.1........ci ! 5 Lard ] e
a naerune
2 13, Binpiacez__UNava i_l_g_b.le . . : R ot e T e e the cause to
{¢ s or county) '’ (State or foreign conntry} o houl
g 14. Maiden name Cﬁ’fi?ﬂ Gagway. "B aiopey” e should be
v At 1o : T tiatically.

§ 15. Birthplace (&Hrl%ffmiﬁ,)a;bl e :\ (;“m Pl munu’{? 22. 1f death was due to external causes, fill in the following:
6. (c) Toformant. Trens  Cathrall b, o[ (@) Accideat, suicide, or homicide (specify)

® Addross..-_D0D3_S.. Ia le_,, Chicsago, Il:L(‘? Date of occurrence

- Lve e

1. @ “Bupial’ ®) Date thereot - 3B _-- || () Wheredidinjury occuc? ity or towmy . (Conatn)

. (Burial, °f“m“°“'°_f'°m‘f°')f' " e (M“‘“M (Day) CYear) (d} Did injury occur in or about home, on farm, in industrial place, in pubhc plaec?

() Place: busial or cremation Y18 Shliﬂg ton!Park

" Signaturé of faneral directailS g 84 J Ga_t_e S N
Address 4107 Fin ne,y_.._Av_e,.

... MARS 1340 A

{Date received local resistrar)

egistrar’a signature)

{Licensed Emmbalmer’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 certifi

_flohn. ¥,.Cunningham . ! (Rl
working under my personal supervision, / )
4 7N

R

1825
4107 Finney Ave,

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 i3 not embalmed, fact should be so stated above. -




