THE DIVISION OF HEALTH OF MISSOURI -

No. 300
’ . STANDARD CERTIFICATE OF DEATH = g0 ricno... 9966
I-ED MA R 97 1 £
'BIRTH NO. REG. DIST. NO. privary wec. 0157 8o YV Q . Registror's Nowe AR LD.....
f 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers decsassd lived. It institutfon: resllsnce before
a. COUNTY a. STATE b. COUNTY adiniseion).
Missourdi
ﬂ" b, C!TY I oatzide corpurate limits, write RURAL and give c. LENGTH OF |[. ¢. CITY (If cutaide corporate limite, wette RURAL acd give township)
townahip) | STAY fin this place) OR M
TOWN St. Louis P TOWN gt . Tonds 2./
d. FULL NAME OF (1f not in hospital or inatitution, sive street addm or location) d. STREET (1t rural, give location)
HOSPITAL OR ADDRESS
INSTUTION _ 4814 Fountain 19, 48314 Fountaln
3DNEACPEESOEF:) a, (Flrst) b. {Middie) Fi ¢. (Last) | &, Dg;E (Month) (Day) (Year)
(Twpeor Print)  Michael Lewis Galvin DEATH  Ma 12, 1952
5. SEX /y 6. COLOR OR RACE ) 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9, AGE (Jo yearn| 7 voER 1 YoAR | O owER & wRn,
WIDOWED, DIVORCED (8pecify} st birthday} | Montka ’ Hours | Min,
a egro single 7. |11/1a/51 3 lo7 | ]
10a. USUAL OCCUPATION (Givekindof woek | 10b. KIND OF BUSINESS OR IN- | 1t. BIRTHPLACE (Stats or forelgn country) 0 12, CITIZEN OF WHAT
dona during most of warking Life, svea if retired) DUSTRY COUNTRY?
none | _hone St., Louls, Misgourl
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

(Yeom, o, 67 ynknown) | (If yea, xive wir or dates of servios)

Elmer Gaivin ______iDorothy Jagkson . none
IS. WAS DECEASED EVER IN U.5. ARMED FORCES? ‘ 16. SOCIAL UR;"IEJY 1. INFORMANT'S SIGNATURE OR NAME ADDRESS

no nona __Elmﬂ.l‘_ﬁamn.’_ABM]maln—
18, CAUSE OF DEATH MEDICAL CERTIFICATION . INTERVAL BETWEEN
 Entercaly coscsussper | 1. DISEASE OR CONDITION ONSET AND DEATH

line for (a), (b), and {(¢) DIRECTLY LEADING TO DEATH® ()

<731 docs mot mean | ANTECEDENT CAUSES ( g ﬁ t.’: : @ z
the mode of dping, such | Aorbid conditions, if any, giplng DUE TO (b)

g, .| rise to the above cause (a} sial
of heart fallure, asthenta, .| T8 ring cquae last

ete. It medns the dis-

WRITE PLAINLY——USING UNFADING BLACHK INK—MAEKE A PERMANENT RECORD

east, infury, o complica- DUE TO ()
tion tobich coused death. | 1. OTHER SIGNIFICANT CONDITIONS
. Conditions contributing to the death but not
related to the disease or condition eausing death. . ,
13a. DATE OF OPERA- | 190, MAJOR FINDINGS OF OPERATION ’ oo - . PR . 2. AUTOPIY?
TION '
. wo L3
21a. ACCIDENT (Bpecity) 21b, PLACEOF INJURY (a.4..incrabeut | 21c. {(CITY, TOWN, OR TOWNSHIP) T, (COUNTY) (STATE)
SUICIDE -~ . - bome, farm, factory, streat, ofice bidg. ste.) o . P
HOMICIDE ) )
2id. TIME (Mooth) (Day) (Year} (Houn | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? ;. i
. WHILE AT} NOT WHILE - 4 ’
INJURY m- | WORK AT WORK : - \
22, [ hereby cerhjy !ha.t I atiended the deceased from 19 , o ., 18 , that I last saw the deceased
alive on , 19—, and that death occurred at § FEF . , from the causes and on the date stated above.
K ] '?GNATUR 7 {Degroe or title) | 23b. ADDRESS 2%. DATE SIGNED
.4_&},(_4,2 é y vy, W ' . g sl I
"Q‘q - 1300 Clarie Avanua 452,
L BURIAL, CREMA- | 24b. DATE ¥/ 24c, NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (City, town, or county) (State)
. TION REMOVAL tipeeity) . M) : : -
1 cema.t.ax:%_—st.—houia—Co*,—ua._
DATE REC'D BY LOCAL R'S SIGHATU FUMERAL DIRECTOR' S S1GNATURE OORESS
MAR 13 1987 MM Jp) BATES FUNERAL HOME .
Gatas, 4.0/ Finney Ave,

(licensed Embalmer’s Statement on le’ll Side)




et

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 —reeeeece —

Student Embalmer MNo.

working under my personal supervision. é?
Qmmprl ;4“”—&‘

Student ...as eertemtassanasancasatassrns N
Student Embalmer

Lu:enaed Embalmer No.. 83889 . oo

P. 0. Address—.41u7_Finnay Avenue

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

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




