No. 2

[2.45
17-39
X47070

DEPARTMENT OF COMMERCE

FILED WAY"T# 1947
..318

Registration District No._......

THE STATE BOARD OF HEALTH OF MISSOURI,

STANDARD CERTIFICATE OF DEATH -

Primary Regxstrapon District Na.

15300
2576

State File No.

) Registrar’s No.......

———1003

1. PLACE OF DEATH:

(8} County
(&) City or town

St.Louls

{It outaide city or towa limits, write I\UML and name of township)
(¢} Name of hospital or institution:
City Hospital

{I1f oot in haspital or instilution, writa streel number or localion}

{d) Lengath of stay: 0 hrs, -
{Speciiy whether

In hospital or institution

In this communnity....
years, months or doye)

2. USUAL RESIDENCE OF DECEASED:

Missouri
Stl.Louis

{Lf outside city or town limits, write *RURAL™)

2723 South 59th. St.

(If rural, give lecation)

O
3./7

b4
Jd

{s} State (&) County

(¢} City or town._.......

{d) Street No.

{¢) Citizen of foreign country? {Y¥es or No)

if yes, naine country.

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

MEDICAL CERTIFICATION

16. () Informant . MATrgaret 0'Neal N
(&) Addrﬂq . 2723 South H59th St. ’
1-7- (a) burial (&) Date tﬁer;a-xf May 6,1947

(Bunn] crcnmmn,otumval) {Mcnth) (Day) {(Year)

Oak Hill Camatary

. (@) ngnature of fineral director Jay -B.Smith
(3 Address 7456 Manchester AVE,

(s) Place bunal or cremation

P—A o -
(ile:ulrur [l lmnutuu)

Ful? Name... John H.Koonce .
o Tre 3 Borial Seemit 20. DATE OF DEATH: Month... &Y oy 2th
. veteran, . {£) Soda urity
natme war no No.____..QQQE,‘,,ﬂ,,,,__________ year, 1947 hour. g mimnp 5 A' M.
21. T hecply copify that I atdended th
5. Color aor 6. {a) Single, widowed, marri 19% 4’ 19
mal hite ; marri g = y
4. &X e /1 r‘(-}v t dl.Von:ed..._.___._._..._____.%....., that I last £aw h m&. allve ['» } 2 IR A A~ o oo oy SRR - L
6. (b) Name of husband or wife... Minnie 6. (¢) Age of husband or wife if [{ and that death occurred o ate and,hour %tatcd above. ( 5 ! Duraii
uralion
alive.eo.___yearg || Immgdiate gause dcnt (l
7. Birth date of deceased......... . HOVa 10 1868_ || A% z ------------------------- bxez "' Koo '
{Month} (Day) (Year)
et e oy e cenrenen W - =
8. AGE: Vears Months Days If less than one day Due to.., A awz‘“‘v\ j ;)/‘3
?
f 78 5 24 hr. min 77
Stl.Louls Couat M Due to-- VoV L4
9. Birthplace. sLOuls Loualy Qe - 5 . . s /‘;,}l )
{City, town, or counly) (8tate or foreign country) yi f;(‘
. Other conditions.
10. Usual occupation Ret ired Laboror {Include pregaancy within 3 monily of desth) j T _—
11. Indusizy or business . e et e PHYSICIAN
3 ' : , r findi . . T o
8 12. "Name...... Honry Koonce. - ‘ Pr | R : Undet
nderline
: i . : unlmpwn / the cause to
&= | 13. Birthplace e s Pt o whichdeath
N own, ¥ ’ oreign coantry .
8 { 14, Maiden namen. DALY HEFPAret senults Of autopey o phould be
] ~ . _tistically.
3 ; unknown »
& | 15, Birthplace + ~ Tere
g > (City, town, or connty) T inte o tor m“‘u.sr) |} 22. If death was due {o external causes, fill in tka following:

(¢) Accident, suicide, or homicide {specify) \

(#) Date of occurrence

{c) Where did injury occur?.
{City or town) {County) {State)
(d) Didinjury MW about home, on farm, in industrial ptace, in public place?

: Wh-ile at

23, Signatur e (M, D, orother)..-..

Address. QS‘? 5“0

1. o MAY S b z
@ (Dgt;gwad lm:n]% @ -

Date signedé:éﬁ.‘;”ﬂ 9(
F

(Liccnsed Emhbalmer’s Statecment on Mﬂ:ne Bide)
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o S

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. R ’
9@/ L E L L
. Signeds W/

Licensed Embalmer No 5 PL éjé
P. 0. Address.. 7 5/—\(’ Z W”M/"é/f’f

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

If this body is not embalr%ed, faect should be so stated above.




