THE DIVISION OF HEALTH OF MISSOURI

No. 300 1 g )
e | FILEDMAR 5 1956 STANDARD CERTIFICATE OF DEATH State File Nowow g a Dl e
BIRTH NO. ___ REG. DI5T. NO. 31 8 PRIMARY REG. OIST NO. 1003 Registrar's No,... 5?6".
{. PLACE OF DEATH . 2. USUAL RESIDENCE (Where docoased lived. If institution: residence before
< “a. COUNTY mee e .. -..,LSITATE Mo R t. COUNTY adininalon).
b. CITY (U outeid to limits, write RURAL and i c. LENGTH OF || <. CITY s "
OR outeide corpurate Tenlta, write O downship) Y o this place) or St, Louils ey o Incorparated jowd
Town St, Louis mo, TOWN : Yes =
d. FH&P?‘FQIH_EOORF (If not in howpital or iznstitution, give atreet address or location) ADDRESS (If rural, give locatfon} ’ 2 |7 ] °
INSTITUTION : : é 1410a Montclair Ave. A
3DNE%T\EESOEF'D a. (First) . b, (Middle) ¢. (Last) 4, DATE (Month) {Day) (Year)
{ Type or Print) Emma Dora Tourville DEATH 2= 13- 1956
5. SEX I 6. COLOR OR RACE | 7. #IAD%I}AI'%B gIE\\IIgEChésRRIED' La DATE OF BIRTH 9. I:Gml;:.,lh L'IF Il:::l IDYEIR F UNDER 24 Maxs.
e gt , . (Bpecif; t ¥ o ays | Hours | Min,
femal white Mérch’1,1864 . ] l
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . : - 12, CY
done during mugg{.ork;uuf.,.un’;g,u::;) N DUSTRY | . S L1 {City and State or Forsign (‘aunny]/ -couﬂ%EP{,OFWHAT
housewife Be2tiLonis,I11incls : 3
13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
‘ Thomas Burke . : George
i5. WAS DECEASED EVER IN U.S. ARMED FORCEST 16. JAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yea,no, or unknowa) § (If yea, xive war or dates of servics) NO. H =
no none ospital Records
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN

ONSET AND DEATH
. Enter only onecause per 1. DISEASE OR CONDITION & M M
line for (), (b), and {¢) DIRECTLY LEADING TG DEATH* () %t o2 c 4&0
*This does not mean | ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if any, giing DUE TC (b)
as bearl fallure, asthenia, | 7ise to the above amsf (o) stating
de. It means the dis- the underlying cause last.

case, injury, or complica- DUE TO (e}
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS

I | Conditions contributing to the death but not
related Lo the dizease or condition eauring death,

WRITE PLAINLY-—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

19a. DATE OF OP']]::I%N 1%b. MAJOR FINDINGS OF OPERATION ‘ ) ) i 2. AUTOPSY‘!"
L HLo o ves L] woKJ
21a. ACCIDENT (Bpecify) 21b. PLACE OF INJURY (e.g..inorabout | 2Ic, (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE) ’
SUICIDE bome, farm, factory, strest, office bldg.,eta.)
HOMICIDE
214, TIME (Month) (Day) {(Yeer) (Hour 2te. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? '
WHILEAT ] NOT WHILE
INJURY . . WORK AT WORK )
2. I hereby certify that 1 aétended the deceased from =55,19__,lo 2m13=86 15, that I last saw the deceased
alive on 2=13~ 19____, and thai deuth occurred at + 25M, from the causes and on the dale stated above.
23a. SlGNATURE 0@ OT ty 23b. ADDRESS ' 23c, DATE SIGNED
27 5600 Arsenal St, | Zh /856
%446 NBU ER h‘! 3\}. CREMA- | 28 DATE 2%, NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (City, town, of county) "(State)
ION, ¥) .
IiDurf'aif 2-15-56 New Picker Cemetery St.louis,Missouri
DATE REC'D BY LOCAL 25. FUNERAL DIRECTOR'S SIGNATURE " ADDRESS
EG
FEB14 13§6 _Lloggz:t D.Kinealy 2228 St.Louis Ave,

‘/ jx ,a . (Licensed Embalmet’s Statement on Rlevefle Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emba

DY mMe, OF By ..o iiiiiiiiiiiieieiriirerraetraeectictteccsrennertamsesatisamantaatatistaaannan

working under my personal supervision..

Student.....coovriermrirrrioonitiaaaiiiiaaraaaaaas
Signature of Student Embalmer

Licensed Embal:rze%’lo.
P. O. Address ¢/

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

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

T4 this body is not embalmed, fact should be so stated above.




