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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

e
L~

DEPARTMENT OF COMMERCE

BUREAU of THE CRNSUS

AL Ty

MISSOURI STATE BOARD OF HEALTH «
STANDARD CERTIFICATE OF DEATH Stte e o 262573/

Primary Registration District r;o.‘zt'.ﬂ.m._._.

1. PLACE OF DEATH:

St. Louis

(a) County.
{&) City or town

Famay

(¢) Name of hospital or inatituti

(If ootaide city wo lmiﬁ. write “RURAL" and name of towsilis)
°§‘¥- P

Mt. Olive and Zeiss Road

(1f pos Ln bogpital ar institation, write strest number or location)
(d) Length of stay: In hospital or [natitutlon

in this community.

{Specify whether

yenrs, montha or deys)

Registrar's No._tA_B_\j:.y____
2. USUAL RESIDENCE OF DECEASED: 7

aa) state _______Missouri ¢ county.....Ste Louis
(¢} Clity or town LEMAY

(If outaide city or town limits write “RURAL"}

(@ Street No. Mt . OYive and Zeiss RBoad

(If raral, give locatiua)

{¢) If {forelgn born, how loug in U. 5. A.7. years.

o (o FRINT JOHN F. KEATING 20¥

3. (b) If veteran,

3. (¢) Social Security

MEDICAL CERTIFICATION

20. DATE OF DEATH: Mouth.......‘.}.—..l'.l...l;x__._day lgth
vear. 1940 hour. minnte. 9 : Boa M

name war. No
21, I hereby certify that I attended the deceased from S MILE -~
§. Color ?r . J 6. (a) Single, widowed, married, 19_590 d u_ly IQ i 94:0
4. Sex.... Male m“——-ﬁ"h";—t—— divoreed. MATT 1€ ithnt] last saw b L1 ative on. €] Ulv 2 " 19.%9. '
6. (4 Name of hushand or wife 6. (c) Age of husband or wife If || and that death octurred on the date and hour stated above, Duration "
Marie Keating ative__ 90 years|| Tmmediate cause of death o
7. Bivth date of decensed___June 12, 1887 . Chronic Myoearditis ... ... |1 YT,
{Month) {Day) (Year)
8. AGE: Vears Months Days If less than one day Due to. _Gm.nlg_ln_tﬁzs__'_t.lg]:_ﬂmm emeea—e
) Hephritis 1
53] 1 7 b, min : ¥E
3 . . Due to.
9. Birthplacs St. Louis, Missouri 0
{City, town, or coonty) {State or foreign mnnty

[

Mt.

. Industry or business

0. Usnal mmﬁon___c_gmﬂwmm____ﬁ_

Qlive Cemetery

13. Birthplace

4 12. Name Georre. XKeating )
L) —

v

Ireland

MOTHER FATHER &

16. {c} Informant ...
(d) Address,

15 BirthmmmuM

City, town, or eolmt ____._{guu or forelgn country)

. or foret 3
{14 Maiden pame (City, tawn. t‘muiha rine "]_“}va';mum

. @ Burial

(b) Date thereof 1=

{Barisl, cremation, or removal) Mundl) {Duy) (Year)

Mt QOlive Cemetery

Other conditions
(Include proguancy within 3 montbs of death)

PHYSICIAN

Major findingy: l 'I _
Of operations
JIS4
v

Underline
the cause to

B - fwhich death
Of autopsy. should be

[charged s
ﬁltimlly_

22, 1f death was due to external causes, fill in the following:
(6) Aecident, suicide, or homicide (specify)

(t) Date of occurrence.

() Where did injury occur?
{(City or town) County) (State)
id injury\occur in or about home, on farm ia indusu{a.l place, in public place?

(¢) Place: burial or cremation

18. (a) Signature of funeral directo

() Ad

19. (&)
(Date received locat rexistrar)

2

W’Hl,e at erW ‘m of lnpfury——— 1
I (M. D, or o M’D

i;:?mh4I15 S. Grand BIVQ 3730f




<

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb.;-xln'xé'd by me, or by

, Registered Apprentice No )

L:censed Embalmer No............_._._.zg C) p ?(
p.o. Addm/ 2223

Notes The shove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.) .. . o
If this body is not embalmed, above space should be left blank. . o - 5 U

working under my perscnal supervision.

H
ta




