No. 2 DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI " 6252

s Hfﬁ“ﬁ“ﬁé‘ﬁ@f: STANDARD CERTIFICATE OF DEATH State Fie No

17439
/3'“7070 Registration District No...._..._...A..........g--‘! R Prim.a.ry Registration District NOw oo

1. PLACE OF DEATH: B - +2. USUAL RESIDENCE DF'DECEASED:

{a) County
{#) City or town

St.Louls,Missoury, (@) State...
(Tf outeide city or town limiis, write “RURAL" &nd name of township) b
(¢} Name of hospital or institution: (e City o town oo

(W)
St.Louls City Hospital-Max C, Starkloff @ e A0 3

(If ot in hospital or institution, write strest number or location) : m emor
(d) Length of stay: In hospital or institution

%Y

- Fd e

{If rmnﬁve location) ' .
{Ves or No) /

O M

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

{8pecify whetker || (¢) Citizen of foreign country?

In this community._...... ¥
years, montha or days) Ii yes, name country.
MEIMCAL CERTIFICATION
3. (z3) PRINT j .
FULL NAME MIQHAEL FAY March ’ Ath

20. DATE OF DEATH: Month day.

3. (b) If veteran, e 3. (&) Sdg} it
. 9 W - N year. 1947 hour. 9 : 37 minute. A
name war. [
21. T hereby certify that I attended the deceased from 2/24/47
4. Sex.%{&&

6. (a) Single, widgwed, rffrried, ) 19 ton 3 /A /47 T
6. (b) Name of husband or w"fe e 6. {&) Age of husbauid or wife if §| and that death ocenrred on the date and hour stated above.

divorced. =l of A 2. that I last saw h im alive on - - 3/4/4'7 19 :

. Duration
alive.._ -...vearg || Immediate cause of death

7. Birth date of deceased : :WM Wm -
(Month) (Day) {Year) .. '-‘
izz:s ,,,,,, 6:,522 .. & %;0d

8. ) Vears Months Days If less than one day Due to..

f.(’/ég 70 br. mmin ;/}1?
9 Birthplace -m...Mo g P o e T ‘W? 77777777777777777777777777

1t, tuwn mun&y) {State or forcign counu‘y)' l -
A
U el Other conditionis ..« #. m ,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,
sual occupation o

{1nclude pregnancy w:Lhm 3 lxmnl.bs death)
1. Indestry or busiafds ] <o PHYSICIAN

.

[

0.

1
a S .o * . || Major findings: . - | A . _
g 12. Name .- Wﬂ'l{'f M ' 4 Of operations.. : WJ : :
B D L . C 0 : Underline
- . . . o—...|the cause o
= | 13. Birthplace._ b PILOE b \which death
AT C fureign coungry)

o . "m (Grate or i OFf autOD8Y ceememececcceneene M .................................. should be
E{ 14. Maiden name r\‘\ : £ L} tJJ T .charge]c} sta-
= . . n ..[tistically.
=
&1 15. Buthplaoe OW "
E. : (Siate ox forcinn wum")/ 22, If death was due to external causes, fill in the following:
16. (e) Informant - {c) Accident, suicide, or homicide {specify)

) (b} Date of sccurrence

-
=

{City or town) (Couaty) {State)
@’ Dld unu.ry occar in or about home, on farm, in industrial place, in public place?

» =
Aighas_ 2D © }l /‘HME
(a.) M {c) Where did injury occur?

(Buml cremnmn, or removal)

-.
(c} Place buna.l m.' cremauon. .

*

v : p 4 (Specify type of place) .
18. (e} -..lgnalu.re af funmﬁm i umiaany B Sy B 4 ‘While at work? e - .{e) Means of injury..
() Address.. ? b o L. ) G
. o |23, signature . 4 etbe 35& b7, e u—
’ Ea_l:u— rec %&al re;z'u!'.r'ur) (Regutru a mmtuc) Address____ Date signed.... . —

{Licensed Embalmer’s Statement on Reverse Side)




- STATEMENT BY LICENSED EMBALMER

I hereby certify that the bddy whose name is recorded on the reverse side of this certificate was embalmed by me, or by.

, Registeref Apprenhce No

 Signed %WCCJ(/ (/Q (7/ LE L bé
Licensed Embalmer No'. ';_’C./ {0 A

-y P.O.Addressik... i Bl

Note: The above MUST BE SIGNED BY THE LICENSED EMBALNMER in his OWN HANDWR
the above constitutes grounds for revocation of license.)

working under my personal supervision,

. (Failure to comply with

If this body is not embalnéd, fact should be so stated chove, -




No. 2B
—3-45

I Xa3a80

3

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

DEPARTMENT OF COMMERCE
BURBAU OF THE CENSUS

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration Distr;ct Na_/..oﬂ..a_j-

State File No %' %

Registrer's No......_

1. PLACE OF DEATH:

{g} County
() City or town

(¢} Name of hespital or institution:

").T. 1’ ) m T
(If outaide city or town Limits, wotie-"RARAL" 2nd name of township)

{d} Length of stay: In hospital or institution

{11 pot in hospital or institation, wrile street number or location)

2. USUAL RESIDENCE OF DECEASED:

(a) State. (b} County

{¢) City or town

(!f outaide cily or Lown limits, write “RURAL"™)

(d) Street No.

{1f raral, give location)

{Specily whether (¢} Citizen of foreign country? (Yes or Na)
In this community.
yoars, months or days) If yes, name country. _‘A‘ i
3. (¢) PRINT ~ MEDICAL CER
FULL NAME . L;Z:MHAWW._._.._. ”/ 5(
. DATE OF PEATH: Month_____{®
3. (8) If veteran, 3. fl Security ?
. minute ..M
name war. KNeo
5. Colw 6. (a) Single, widow mattied 19
4. Sex 37 k | race divorced _ S 19
-------- H
6. (b) Name of husbandorwife ... 6. {c) Age of husband or .
Duration
alive.. a0
7. Birth date of deceased
(Moneh) S \\D¥re\ .
8. AGE Yearn Months
. SK]
¥ 7
9. Birthplace . .
{State or forsign country) A
10, Usual Other conditions......
- Waual ocou A {Iaclude pregnancy within 3 moeaths of death)
11. Induatry or hysin PHYSICIAN
=] - Ma%:fr ﬁndin%z:: -
operationsg,
E, 12. Name, pe Underline
;: 13. Birthplace . 3’}%}?‘&23
(City, town, or county) {State or foreign conatry) Of autopay should be
5 14. Maiden name. : c_ha}-geﬂ sta-
tistically.
g 15. Birthplace T ——— Giate or forsign somr) 22, If death was due to external causes, fill in the following:
16. (¢} Informant {s} Accident, suicide, or homicide {specify)
(&) Address. (&) Date of occurrence
Where did injury eccur?
17. (a) {6) Date thereof @ i
. N ¥y or town) {County) (Stated
(Burinl, eremation, or removal) (Moath) (Day) {Year) (d} Did injury occur in or about home, on farm, in industrial place, in public place?
(<) Place: burial or cremation.

18, (a)
)]
19. {a})

Signature of funerzl director.

[{Data received local rexistrar)

(Specify typa of place)

While at work?... oo (¢) Means of infury
Address..so oo LR e
23. Signature {M. D or other)
() :
(Regqtnﬁ dgnammiw Address......... Date signed .







