. No. 2
-11-10-39
5-17-39

T X21492

DEPARTM ENT OF COM
BURRAU OF THE w
ct No ___2.9_1_ |

MISSOUR| STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No....

Stasg: File No..3_3_76_8_

- PLACE OF DEATH:

(2} County.
St . Jonis,

(b) Clty or town
{If outside city or town Hmits, write "RURAL™ and nams of townehip
(¢) Name of hoapital or Institution: °

—-Jdogsphine-Heltkemp Hospital. 1

{1f not in houpital or institntion, write strest number or tocation)
(d} Length of stay: In hospital or institution

(Specify whether
In this community.

e Rzg'l':'lrar'sl: No 848 5
2, USUAm OF DECEASED: '

(s} State MO . () County.
{¢) City or town St.Louils, / 7
0 (If ontelds city or town limits, writs “RURAL™) /
(d) Street No 4148 Shaw Blvd .

(If rural, give lucation)

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

Ireland,

16. Birthplace

years, monthg or dave} {e) If forelgn born, how long in U, 8. A.? years.
MEDICAL CERTIFICATION
8. (a¢) PRINT
ruLL Name___Mary E,.Hogan
_rou 1 ¥ ) £ .8 ——— 20 DATE OF DEATH, Mom0C tODET ay. 10th,
. Veteran, . (¢} Sodal t
i year. 19 40 hour. 5 minute 4:5 P M.
name war. No M
21. I herebyTcertify that I attended the deceased from
5. Color or 6. (o) Single, widowed, martied, g 3_,2__ e 19 to /0 ~ (o 196 &
N 5 R St - 19,

4. Seerma le mce__l[.h_j_n_t_.e divnrced....ﬁl.d.o.ﬂ.._ that T last saw h € 3~ _ slive on 1 ~Jn 19/ Q
6. (5) Name of husband or wif| ——— 8. () Age of husband or wife If || and that death occurred onjthe date and hour stated above. Dration

ural

R .~ Y I, AlivVe e _years I te cause eal

Peter H.Hogan. years|{| Immeg deagh
7. Birth date of decensed . WILKNOWN 18867 v Ko ’ M_
{(Month) (Day) (Yeer) : o
8. AGE: Years Months Days if Jess than one day Due to .5 "{?’
75 Dont :KIIOW » hr. min "/ ]
. 0 Die to

0. Rirthplace..... 3 v adlQUIS. ; - _—— I : :

(City, wown, or county) (Euu or foreign mnmrx}— - ey

Other condition: I R %

10. Usual octupation C‘/&f p% % M/M (Inclode preguancy withi months of death,

11, Industry or business PHYSICIAN
[ M findinga: . —
é{m. Name_._._. _Michfe'l Aonn‘nn] ] A e 7 o

nderfine
= L Binnpiace.. dxeleand, {ihe cause to
o ﬁ%f towr, or €ou) ly)M {Stata or farsign country) Of autopay. /—‘ :Fhouldmbo
: { 14. Malden name MBTEBTEY " Moprisey, — " [etmrged
. tistically.

(City. town, umunlr)

‘Mrs..Roy Spier
/LY 5 Wawy 3 \ \L D
17, (@) Burial (8) Date thereof. 10-14~40

(Buhl. cramation, or removal) (Maoth) {Day} (Year)

(© ‘Place: burial or cremation._ 08 lvary Cemetery

18. {a) Sigoature of {unetal d
(b) Addr

19 : e
ARt @

(St?ta or foreign conntry}
16. (a) Infnrmant
(b) Address

22, I death was due to external causes, fitl in the following:
(s} Accident, sricide, or homicide (specify}
{b) Date of occurrence.
(¢} Where did'infury eccur? e

{City or town) {County) (Stata)
(£) Did injury occur In or about hume.mhaf?‘ln industrial place, in public place?

._.._zi:.._

M. D. or IO ——
.Date signed/d -/ MO

—

(:!p-dh type of place)

e at wo Z {0 Me:u:: of
23. Signat w

{Licensed Embalmer's Statement on Reverne Side)




STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

, Registered ‘Apprentice No

working under my personal supervision,

AR Y 74 S
P.O. Addmaé(? oW O T

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 hody is not embalmed, above space should be left blank,




