No. 2 DEPA%TMENT OoF %OMMERCE THE STATE BOARD OF HEALTH OF MISSOURI
12-45 UREAU OF THE CENSUS
w5 || EILED MAR 3 STANDARD CERTIFICATE OF DEATH suae e o LAY
X47070 " 'r“"i
Registration District No.__....! _ Primary Registration District No.or......... ,,..1.{.}9'.'_} Regisirar's No, O Aud W
1. PLACE OF DEATH: 2, IDENCE OF DECEASED:
USUAL RES d’M
a (s} County..... . (a) State Missouri (5 County.
=) () City or town St. louis /
) {If outside city or tawn limits, write "RURAL'" nod name of township) (&) Cityortown..St. Touisg 7
[5] (¢} Name of hogpital or'inat.in.mon: . O ~ (I onlaide city or tows limits, write “RURAL")
= N ._Homer.G. Pnillips Hospital & |0 sreno. il Tomm miois 3619 Shenna eﬂn
= (if not in hospital or institotion, write street number or location) (If cural, give location)
& (d) Length of stay: In hospital or institution...... & JAY S N
. (Specify whether || (¢} Citizen of foreign country? o (Yes or No)
- In thiz community.,
:;“: years, mooths or days) If yes, name country.
= MEDICAL CERTIFICATION
B || full NAMe.... Molly Quinn
- 20. DATE OF DEATH: Month Mal'e ... . day.13
< 3. {8) I veteran, 3. (¢} Social Security
= year....lQl..’Z......,____ hour 9 minuote, 22 P M.
i name war. == N LT W
- 21, I hereby certify that Y attended the deceased from -
EI 3 5. Color or 6. (o) Single, widowed, married, Mar. 11 19 1;7,,‘ Mar, 13 19___4_'_?:
,) 4. sex Female™7 race...CQL.... divorced .38 Pa || tpai 1 last saw R €L __aliveon__Mar. 13 19. 47
Z 6. {5} Name of husband or wife .. _._.___ 6. {c) Age of husband or wife if || 2d that death occurred on the date and hour stated above, i
=] A Duration
M VJ i l 1 i am Qu 1 n n alive..o.ecceroree.......¥EBTE Immediate cause of death !
C 1l 7. Btk aateof deceasea_ NOV. 27 1913 -.Brancho-pneumonia . vt Undet.
5 (Monih) (Bay) (Year) v
-] - .
4} /8. AGE: Years Months Daya If less than one day Due to., 1 \
Z . iz
E V' 3 3 3 l 6 hr, min 4
Due to
o, Bi:thﬁlacé............A;.:.ga-ns B8 st T
= . ty, town, or county, tate or forcign coootry
= [ 10. vsat occupation_:Dome stic Other coudltions._ca.'[:clﬂ_OIE’aB;?F Stomach ... |.. Undet.
wn
= {| 11. Tndustry or business.... 7% S E PHYSICIAN
o . e or tndings: —

- >I,, - ﬁ 12. Name, 'S.-Hill { operations "
= = : . / P R i Underline
Z |5\ 15 Binpiace. - M183, e 2 evich death
- HT'S or counly) (State or forcign country) Of aut . Yar should b
E § { 14. Maiden name He Jon nnson autopsy-—- Y85 charged sta-

. tistically,
=
g g 15. Birthplace (C“YM:;S" ?n-.uounty) State or foreian iﬂuﬂ 22. If death was due to external causes, fill in the following:
= 16. (a) informant _. M yr tl a._Graham. |} 6®) Accident, suicide, or homicide (specify)
B ® Address__+_r4232 W, Garfield @) Date of occurrence
1. —Burial ®) Date thereol.._3=1 B=47 (€) Where did Injury occur? (City or town) (County) Etate)
~ It (Burial, cremation, of ramoval) (Month) {Day) {Year) (d) Did injury occur in or about home, on farm, in industrial place, in public place?
St
© Pace: barial or crematio¥@ shington Park : N
18, (a) Slznnture of funeral d:rectutCha ) ‘ J Ge te 8 \iﬂ‘hﬂe at w ______________ET_{, t’; paof ,_.am nl ________________ 0____ -
(5) Address 4107 in ney Ave,
23. Signat ol P A .or 51]1_)'_'*
w o AR 17 1947 :
@) {Date reccired local registrar) )é (Registrar & signatum) Address t tl er -_Date signed. 3/_.5.147
(Licensed Embalmer’s Statement on Roverso Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate almed by me, or by

John Ke. Cunnlnghm. . ‘_,_/ o i 452

working.under my personal supervision.

P.O. Address.... 4107 _Finney Avenue...

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

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




