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i —10-47
. 5-17-39

WRITE PLAINLY—USE UNFADING BLACK il\TK-—'MAKE A PERMANENT RECORD

FEDERAI SECURITY AGENCY
National Office of Vital Statistics

FILED NOV 12 1948

Registration District Nowooeeeneeeee ..

MISSOURI DIVISION OF HEALTH rsqqk‘?o

STANDARD CERTIFICATE OF DEATH State File No
Primary Reg‘iftmtinn District Now .. ~_—m3 Ragistrar's No.

9521

1. PLACE OF DEATH:

i

USUAL RESIDENCE OF DECEASED:

4, Sex

Femeale ,}' > Umite

6. (b) Name of husband or wn.fgba_'..l.‘.l_e_S_.

7. Birth date of deceased.....5 OLY,

6. (a) Single, wﬁ &d,wmaa-l}

6. (¢) Age of husband or wife If

alive
31 1866

Z

e - om N resdegn wtin ot T e =N M T ) T i
(@) County 5%, Loiiis @ sare MESBOWL 0 T Couney  aomst
(#) City or town : S . - S8t. Louim 4
{!f ouulqu city or_lnwn limits, wrils “RUJRAL" and name of townmahip) (¢) City or town * 7
{¢) Name of hospital or institution: {If culside ciu or town limits, writs “RURAL"}
2931 Iowa Ave, / @ Stroet No 2931 Iowa Ave, - :’7
{If not in hospita) or inatitution, write streat brimber or location) ¢ (If rural, give location)
{d} Length of stay: In hospital or institution - _:j
(Specify whether (¢) Citizen of forelgn country?. (Yes or No)
In this community
years, months or deys) If yes, name country,
' MEDICAL CERTIFICATION
3. (ay PRINT
NAME...... 82T Ce Buck 20. DATE OF DEATH: Month October d %
v Oon a’
3. (&) 1f veteran, | 3. (6} Social Security No. ! B 4 F
year. hour. minute M
name war.
21. I hereby certify that I attended the d d from.

oo PO 30  HE

that 1last saw hos__ alive .on_._é..?jw

and that death occurred on the date and hour atated above.
Immedi use of death

;. K Vtne bral oD

S S— 19.&.. §

{Month) {Day) (Yaax)
8. AGE: Veara Months Days If less than one day Due to —
| 2 | 5 | 29| | -
T. min
. -1{ Due to el A . .
’d bl 4 ’
9. Blrthplace St..  Louis Missouri” {§ .=/ ™
{City, town, ar tount, {Suats or foreign country) . ﬁ/ R Y
10. Usual occupation o LOHS C:ther conditions........... iy :
11. Industry or business . . PHYSIGIAN
John L, Cunninghem .. . Major findinga: : T . —
E 12, Name . ‘ 1 Of operations, S
2\ 13, Birthotace ~ Ireland / thecae o
i ’ (Cllm;t comstgdy oy (Stats or foreicn country) " Of autopsy :’houldube
& { 14. Maiden name g L : T
stically.
S{ 15. Birthphace . +roLand 7 22. If death was due to external causes, fill in the following:
= . (City, Lown; or county) (Stats or forelgn country) - e € 4 *
16. {a)’ Informant Charles Cunningham - || (@ Accident, suicide, or homicide (specify)
(®) Address....; 2931 Iowa Ave, (b} Date of occurrence
. @ . Burial ‘  Date thereot,__ L1/ 3/48 () Where did injury occur? T
(Borial, cremation, ar remaval) Calv. (é‘“a“l?g%‘” (Your) |} (4) Did injury occur in or about home, on farm, in industrial place, in pnbllc place?
() Place: burial or cremation 5 ary - Ty -
of .
18. (a) Signature of funeral director. ohn H Gebken Sons at wo o (Sn-:-f:r ‘"’” :an.a ofi me U
® 2630 G;avois Aves ..12‘2:(
Fi V —M @® 23 Sigpat . (M P.or ot.her)
19. & . v W o B S
@) o (Date roccived local registrar) epistrar’y sigusiure) Addm 2)...2 .f s‘ d__!’!!ﬂ_‘f__ -—eeeee—._Dhate | ed.._.. fL.=. J
[4

(Liccosed Emhbalmer’s Statement on Reverso Side)




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,

Licenscd Embalmer No.. 4144

P. O. Address 2630 Cravois

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above l:onstltutes grou.nd.s for revocation of license.) ..

If this body is not embalmed, fact should be 50 stated above.




