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

DEPARTMENT OF COMMERCE

ﬁ818

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

. Primary Registration District Now... ...

20395
5034

Siate File No.

Registrar's No.

1003

1WED JUuL 8

Registration District No..

1. PLACE OF DEATH:

{a) County .
{t) City or tSwaik. Sta. lowis

(lfoumdu city or town limits, write “RURAL"” and name of township}
{r} Name of hospital or institiution:

Park_lane Hospital

(If not in hospital or institution, write street pumber or location) i
(d) Length of stay: In hospital or institution day
(Specify whether

In this community.
‘years, months or days)

2. USUAL RESIDENCE OF DECEASED:

(@) State_. Missonri &) County.
{c) City or town...... . St.. Louis I 7
- (If outaide city of town limits, write “RURAL ) § /

(d) Street No 221748 St Vincent Ave
(If rural, give location)
(¢) Citizen of foreign country? (Yes or No)
If yes, name country. f)

MEDICAL CERTIFICATION

(B:urul,cremnuon or {Month) {Day)} (Yeer)

Place: burial ar m@%r\ n,%er‘f %
Signature of funeml directol

)

3. (1) PRINT
FULL NAME_ Ca‘oher;.ne Mary Walsh ~ Julv
3. (&) If vet 3. (&) Social Secarit 20. DATE OF DEATH: Month. WA day 1st
B veteran, (2 cia urity
. N year. 1544 hour______,-________lg....___.....4.,.minute.._.‘ﬁ'.ﬁ__._.&....M .
name war. Lhone o
21, I hereby certify that 1 attended the deceased from
‘ 3 5. Coloror 6. (a} Single, “m%-}%ﬂ AL A e d 196G to, et Bt 10K,
s s cemale | e Yhitel mere st saw by alive on Lecatfird 300 1ol
6. (b) Name of husbanderwife____ . ... 6. {c) Age of hushand or wife if || @nd that death occurred on the date and hour stated above. ‘ Durath
. E uration
alive............__....years || Immediate cause of death
7. Birth date of deceasedMasrchl?___ 1865 ______ M/& Z&Z ﬁ{%ﬂ ."ji-/.f:é/
(Month) (Day) (Year) L
8. AGE: Years Menths Days If less than one day Due to. @% D‘Z@W* “’_A’ /4{
, i i
,‘"/ » 79 ) 14 SRS -t X S 7 ' 4
q/ Due to
9. Birthplace, - Irela.nd_..___ - - e -~
(City, town, or county) {State or foreign coantry) i ﬁ
1 Usual . NQ - ' Other conditions l/l 2‘!
0. Usual ocecupation........ NOTE Includ v within 8 b of doaity -'/ éj’
11. Industry or business. ) PHYSICIAN
= Majoer findinga:
12. Name 'Thomas_¥al.sh o f Of operations.... / -
V1 L‘f Underline
%113 Birnprce_Ireland Oilar _Jreland 7 o the cause to
ity wn, (3tats or foreign conntry) of A houl
%‘ 14, Maiden name, ﬁj rj‘fﬁa-re autopsy 7 X :h:r‘gleg s?a?
B T 1 q ll A o tigtically.
© | 15. Birthplace relan : P
= 1 {Civy, o, ot comate) Beatn o Torvia comaird 22 If death was due to external causes, fill in the following:
16. (a) Informant_ JAMES_JOYCE o ('1) Accident, suicide, o homicide (SPCHY v
(b Address 3217a St Vlncen'b Ave (8 Date of oscurrence
4
. (@ ..Burial @) Date thereof..._7 4 1947 Where didinjury occur? (City ot town) (County) {State)

(d) Did injury occur in or about home, on farm, in industrial place, in public place?

.o (Speml‘vl-vpe of place)  }

18. (@) W}u!e at work?____,,,_,.__,,, : (z) ans of i mJury & -
3} Addmss 50?9 /”}
19 (( ) ﬁ 23. Smnature j ...6’4{ .:,..Q,{QQW(M D.orother)..._.._...
¢ {Dats reeerved a local r;;ntnu- {anu—nr s signatare) ‘Address._../, ‘f'/'! #, % ........................... Date signed.. /_:{,/
A

(Licensed Embalmer’s Statement on RHeverse 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 LI

? H

, Registered Apprentice No - )

working under my personal supervision.

| | i _ '. Signed___f 2L %

f —
Licensed_Embalmer No.... 2. ~ g;f ......

| | | | . —
P. O. Address.. 57 = ey

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

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




