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

ALED NOV 9 1950

ML UYWAY WU FMeAkIFT WV MbaAAIN

STANDARD CERTIFICATE OF DEATH

State File N,SBRSS_

lina for (a), (b}, and (¢}

' gIRTH NO. REG. DIST. No. /50 primary res. visT. w0 L2Y [ peoitearsNoo LEM
1. PLACE OF DEATH 2 USUAL RESIDENCE (Where decossed lived. Uf institution: residence befors
a. COUNTY a. STATE . . b, T . adinimloa).
Jackson Missouri coé’% iou:.u
b. CITY outzlde corpurate limits, write RURAL and give ¢. LENGTH OF ¢. CITY" (If cutalde corporate linits, writs RURAL and give township)
OR townahip)| STAY (in this pl
TownQak Grove, liissouri TOWN 5t Louis, 42..5
FHOL!S.P#ALLEO%F (If oot in hosplul or instisation, give strect address of locatlon) d.AS["r[i}REEEI'SS (U raral, dvo location} /
INSTITUTION 8656 oriole Ave.
3. NAME OF a. (Flrst) b. (Middle} c. (Last) ’ 4 Dg}*g (Month)  (Dey) (Year)
{Typeor Print)  HARLEN THOMAS LYNCH pEATH .oeT. 19,/950
5, SEX 0 6. COLOR OR RACE | 7. #ﬁ)rgwég Bﬁggcnésamso 8. DATE OF BIRTH 9..:\'?5 Un years| (F Uxotx | YEAR | F Gacen o sy,
~Male hi (Bpacily) irthday) |Months| Dayw | Hours | Min.
M White Married / 10-17-1906 iy , 2 |
10a. USUAL OCCUPATION (Givekindofwork | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or forsigs sountry) 12, CITIZEN OF WHAT
&‘éﬂrdwinl maoet of working lifs, even if retired) X DUSTRY . . . a COUNTRY?
Sales lahager Moving & Storage St Louis, Missouri UUSA.
13a. FATHER'S NAME f‘ﬂ 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
. L [ . .
HMichael Lynch Jane Collins Funice Lynch
I5. WAS DECEASED EXER IN'I:S. ARMED FORCES? | 16. SOCIAL SECURITY | 77 INFORMANT' 5 S|GNATURE OR NAME ADDRESS
{Yes, oo, orunknown} | (If yes! xive war or dates of servics) é’lo i .
No L90-12-675 Mrs. Eunice Lynch, St Louis, Ho
18. CAUSE OF DEATH - MEDICAL, CERTIFICATIDN gﬁﬂ\fﬂ;‘gﬂw%ﬂ
1. DISEASE OR CONDITION NSET AND DEA
- Enter only enecausoper | 1 tbe ol VEARING TO DEATH* g, 7 M Cacae2es & éaéd-l-d/«

*This does not meon | PNTECEDENT CAUSES

uk&u){;@w

P )

the mode of dying, tuch | Morbid conditions, if any, giving DUE TO (b
as heart faflure, osthendo, | rite to the above cause (o) stating
de. It means the dis- the underiping couse last.
ease, infury, or complics- DUE T.O (e).
tion which caused dcu!h I1. OTHER SIGNIFICANT CONDITIONS
" Conditions contributing to the death but ot :2 j
related o the diseaae or condition esusing death. < £ M
19a. DATE OF OPERA- | 19v. MAJOR FINDINGS OF OPERATION 7 Y | 20, AUTOPSY?
' TION

- YES @Nﬂ D
2la. ACCIDENT (Bpedly) 215. PLACE OF INJURY (e.g.. tnorabont | 2Ic. (CITY, TOWN, OR TOWNSHIP) (COUNTY} , (STATE)

SUICIDE boma, farm, {astory. street. offies bidg., ev0.y

HOMICIDE .
21d. TCI)ME (Monthy (Day)_ (Yewr) (Hour) 2le, INJURY OCCURRED | 2if. HOW DID INJURY QCCUR?

WHILEAT[ ] NOT WHILE
IJURY WORK AT WORK L,

22, I hereby certify that I attended the deceased from , 18 , to , 10 _, that I last saw the deceased

alive on , and that death occurred at $:95 Em., from the causes and on the date stated above.

232, SIGNATU chruor title)
R

23b. ADDRESS

<0 S0 ﬂ«/@@\%@ ey

3. DATE SIGNED
4 /ﬁ‘.ﬁ o/

TIONB}%’ E'}dl 31_ CREMA- zﬂ DATE 28:. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (OClty, town, or county) (State)
(Boecity) .
Buri D 10—23—50 galvapy Cemetery St_louls, Missouri °
25. FUNERAL DIRECTOR'S SIGNATURE ‘ADDREAS

DATE REC'D 8Y LOCAL
G, 20 1350

Calvin reutz Funeral Home, St Louis, Mo

ISTRAR'S SIGNATURE 3 78
h <. ~
- ([ * d Emb 1. I' [

on Reverse 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 e

R Student Embalimer No,

working under my personal supervision,

Student cucisseravervas vavensos Signed %A/g@ : MJ

5 t Embal
tudent Embalaar : Licensed Embalmer, No #7 %/

P. Q. Address ? Lo 2% 7:_%

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.

-




