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

X

%

DEPARTMENT OF COMMERCE
UREAU OF THE CENSUS

FILED OCT 4 foa7

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration Diatrict No.,...___l_D_QB

32488
9052

State File No

Registration District No. e Registrar's No.
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
. d_e0)
te) County () State__ Missouri . (%) County.
(b) City or town St LOUlS Mo [] .
af oumdn city or town limits, write "RURAL" apd name of township) (¢} City or town St . LO‘U]_ =] / 7
(¢} Name of hmpxstzg or mNstltu?}?n x (if outsida city or town limits, write "RURKAL")
- O *. .n:.Lon - - (@ Street No. 230N, Inion 5
(If not in bospital or institution, write strest number or location) {If rural, give location) U
(d) Length of stay: In hospital or Institution /.lr
(Specifly whather || (#) Citizen of foreign country? No - (Yea or No)
In this community. 60 YEeaArs
years, months or days) v If yes, name country.
PRINT R MEDICAL CERTIFICATION
full name_Isabelle Guthrie Fenwick Sept o8
gY 3. ) Social Secur 20. DATE OF DEATH: Month_ 2EPV,e day.
3. teran, . urit; - -
(b} If veteran G ¥ year 154 honr 9: L 00 A, M.
name war. No.
21, teby certify that I attended the decenae from
F / 5. Calor or 6. (a) Single, widowed, married, I 1% .23: 19.5% A
4. Sex‘""""“'.'"'“'—r Sl mce‘“"w" """"""" dworoed"M" """""""""""" l‘%ast saw hm alive on ‘-{- 1955 1,
6. (b) Name of husband or wife ... 6. (¢) Age of husband or wife if || 204 that death occurred on the date and ){our stated above, Dmu_;
Wm, Milson Fenwick 73 Immediate-cause of death ‘
7. Birth date of deceased.. 108 Cla 22 1874
{Month} (Day) (Year)
8. ACE: Yeats Months Daysa If less than one day Due to.. =¥ AL A
72 9 6 hr. miny
d_j Due to 4
9, Rirthplace... Ham:.(%.t.on _ Ont.a)xrio " _.Caz[lsada_f.._.._.-._.._.._.._). 3
ity, towh, or county) tate or foreign country,
Eﬂi.f i Other conditions..... /J‘ gff"r
10. Usual occupation..... HONS 8. : ‘. (Include pregnancy within 3 months of death) v l 7 i
11. Industry ot business. R I _____ PHYSICIAN
a . - ajor indings: - R
b h | - J‘ ‘| ~* Of operations N M MR AL s
§§ 12 xameRobert. Guthrie " i
(]
2\ 13, Bisthplace..__. Ganada . . o wm?h&“ﬁt}h
DLy, o furcign country. Of autopsy shou e
£ { 14, Molden name BR N RS Broonf LoTd - |euaracd ta-
stically.
EY 5. Birthphace...._.CANADE, jj 22, If death was due to exiernal causes, fill in the following:
= (CiLy, town, or county, (Stats or foreign country) * '
16 '(a) Informant. Wm' Mll Son Fem"i ck * Il (a) Accident, suicide, or homicide (apecify)
520 N . Union (5) Date of occurrence
- () Address - .
L - —
17. (@ ent omb’_m_ent {8} Date thereof 9-30-1947 () Where did injury oceur? T e perm
{Burial, cremantion, or rewoval) .. (Manth) {(Dny) (Year) (d) Did injury occur in er about home, on farm, in industrial place, in public place?
() Place: m&m‘gmm& .......... . 3
y / h /s polily type of place) i .
18: (ﬂ) Signature of IUneml d:rector While a A I A (¢} Means of xnjury e, ___§ ,,,,,,,,,
» Adiezs,, O175 Delmar M W
SEP 29 .19“4-1) 23, ‘:‘8}“/ (M.D. o z
(nul.u received local repistrar} £ {Registrur's sigoatore} Addr Date si m:d !
b {Licensed Embalmecr's Slnlement on‘f/{everlc Sldc) 7 /




STATEMENT BY LICENSED EMDBALMER

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

R E et e maenn £t eaanan e et et S emnee ) 42t et e samnm e s msememns s semsamemnmsem s einmns , Registered Apprentice No ,

working under my personal supervision.

P. 0. Address. B - %m/

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.




