"o. 300 FiLEd VAR 206 1949 THE DIVISION OF HEALTH OF MISSOURI 902
. El W
o STANDARD CERTIFICATE OF DEATH  State Fite No
. 31 Fi J‘ 1]
! SIRTH NO. REG. DIST. MO, = B ™ PRIMARY REG. DIST. Regirtrar’s No 2‘!¥ L
1 EIESCE OF DEATH : 2 USUAL RESIDENCE (Whers decessed lived, If Istitotion: reidence before
. COUNTY ) inoe betore
. _ . * STATE Missouri b CoUNTY L5
b. CITY (1 ogtcide corpurats limits, write RURAL and give ¢. LENGTH OF ¢. CITY (If ouradds sorporute Limits, write RURAL and give townabip) / “7
OR townatip) | STAY OR
5 town St., Louls P I ewEsl xSt Louis 4
. d. FULL NAME OF hospital or § i dd . STREET . .
é o HOSP I (If not in or ion, give street mrthn) d ADDRESS (If rural dv‘.lnadnn) jf.’.{
2.9 STITUTION. 3708 Gar'nl er 3708 Carnier
E aiDNE‘ACME OF s, (First) b. (M!ddlt‘) c. {Last) 4. DS.FII:E (Manth) (Day) (Year)
B [ (Tepeor Prime) Clara Coreman oo 3/11L/19
E 5. SEX ‘ 6 COLOR OR RACE | 7. #&RIED rs'z‘ygsc rgSRRIED 8. DATE OF BIRTH A I:EE Uo yen| @ e | YER | O Gom e
( )] - birthday) onthe| Days | Hours | Ain.
Female \ | White larried Mec. 8, 1876 72 | I
10a. USUAL OCCUPATION (Giwskindotwork | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (8tate or forsign conntry) 12, CITIZEN OF WHAT
dons ot of working fife, #ven if retired) DUSTRY | . _fa Y?
A ome - S+. Louls, HMissouri YrRTAL
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBANG OR WIFE
a Joserh Fennel ] Unknown Emile
1 || /5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17 INFORMANT' § SIGNATURE OR NAME ADDRESS
(Yos, b6, of utkiown) | (If yes., glve war or dates of sorvice} NO.
§ No - - Emile Coreman--3708 Garnierp
| 19, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
B || Eater on: |._DISEASE OR CONDITION . . .
2 {F tine tox (a3, (b, and () | DIRECTLY LEADING TO DEATH®(y) VV\/\A,IMMAJJ.L\_ , C&AM 1) 2 yrane
- *This docs not mean | ANTECEDENT CAUSES . 3‘/4_/ 3
< the mode of dying, such | Morbi¢ conditions, if any, giving DUE TO (h) _"LML
3 11 as deartsaiture, asthenia, | s to the adooe exuae (o) stating - - .
= e, Ii means the dis- | B¢ wnderiying couse lost. T
o || coms s, or compiica DUE TO (o) S ~
. || tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS 4‘}. . f i
= Condittons contributing to the death bul not ) 1??‘, F
3 related to the disease or condition cousing death. &
fz || 19a. DATE OF OPERA. | 19b. MAJOR FINDINGS OF OPERATION o & ? 2. AUTOPSY?
E TION‘ B F D E’
= . YeS No
[ 21e- ACCIDENT (Brecify) 215. PLACEOF INJURY (a.g..incrabows | 2Tc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICID home, farm., factory, strest, offles bidg. s1a)
& HOMICIDE
g 21d. TIME (Moctt) (Day) (Year) (How | 21e. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
WHILEAT NOT WHILE
I INJURY WORK AT WORK
b or F
E 2. I hereby cert?{y that I altended the deceased from __)u.fZ_L, IDL, lo _/MAJA.;L‘L, 19&?_, that I last saw the deceased
= alive on { 19.?.3_ and tha! death occu at _S5 A m., from the causes and on the daie stated above.
E 23, SIGNATURE M (Degree or title) ,| Z3b. ADDRESS o k. DATE SIGNED
R_.W w4 £301% Saparpen 3I-174G
E %.ONB U ERHI g vl..ALCRENA- 24b. DATE 24. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Olty, town, or county) (Btats)
)
& uria 3/16 /.9 Sunset Buria) Park St. Louis Co,, Missouri
DATE REC| REG, RS SIG; RE 25. FUMERAL DIRECTOR'S SI TURK . ABDRESS
% —_
#AR 19 W / 62’:0—-—6—0 m A 363l Gravois
(Licensed Embaimet’s Statement oo Reverse Side)




. - - Jom -
}
T
STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embaimed by me, or b},_'__......-.............
.......................................................................... s Student Embalasr No.
working under my personal supervision.
Signed. .l/éé
Stgned.c.ccveeanaanes teteaencssesnanan sarassaen Licenze
Student Embalimer % '
P. O Address_s_._é_'j...-.._.. .ot A Aniordl
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 embalmed, fact should be so stated above.




