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FILED JuL li‘ ANDARD CERTIFICATE OF D&Sﬁg Stee File No
: b b rd
Registration District No.o oo . P'n R:g:stmuon District No._....._.._.._........... Registrar's No. 5 ?3 ?
1, PLACE OF DEATH;: " 2. USUAL RESIDENCE, OF DECEASED: L} 6! 0
® Coron St Touindo @ sute MI8SOUTL ) coumy [
®

® ity er town (l!‘nuuu.l- &ity or town Limit, wnla.llUllAL" and namea of Wowahip) (¢) City or town ssxxxxumx s t Lou is
{¢} Name of hospital or ingtitution: (If octaide city or town limits, write * RUML")(‘

St. Louis City Hospitel #le () |l sueeno. D877 Lotus Ave, 7 b

ks {If Dot in hospital or institation, write street number or location) (If rural, give location)
(&) Length of stay: In hospital or institution.. __Am0=15 days . /)
(Specifly whether {¢) Citizen of foreign country? 2 (Ves or No)

In this community
years, months or days}

If yes, name country

3. (a) PRINT
FULL NAME

MICHAEL MCCULLEN

MEDMCAL CERTIFICATION

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

EWTE 20. DATE OF DEATH: Month .9, U]-.Y day.. 18t
N N 3. it it
3 (b) If veteran :) mabrogney =} SR— 191}‘5 O . 6 l& 5 minute. 2.!.... M
[+]
it 21. T hereby certify that I attended the deceased fro}L v/ LYAVY/ R
5. Color or 6. () Single, widowed, married 10 o 7 1 hs 19, ;
.« s Male /“ et 11 b0 divo, M—M&rlw‘i CA o 11ast saw b__AMBalive on 7/3/h58 19..._
6. (b) Name of husb:md or wife (¢) Age of husband or wife if || and that death occurred on the date and hour stated above. Davati
Cath., O'Reilly Totullen alive Immediate cause of death.. : "d/ T
7. Birth date of deccased.... May 4 8{?6 ----------- ; ---------- !
{Month) {Day) {Year)
8. AGE: Years Montha Days If less than one day Due to ‘?_.Q/\N ’g M_
6 | 1 |27 o i || =
i ue to
9. Birthplace.....~....™ Ireland /,
(CiLy, town, ar county) (State or foreign cauntﬁ)
.. . itions :
10. Usual occupation Maint enance M&Il Lo ' " ‘ 4 c:}:‘:l:g:gw%;mmr within 3 months of death) / ,/ .
11. Industry or busincss i N PAYSICIAN
. . ajor nndings: . .
E 12. Name R »McCul'len i . 1y ! bfo ugons 4 “WWHHC
g . .. . Ireland L’ ‘-T— f"'M the cause to
E\us. moowie— .. . _lreland 5 o=t e
ty, towa, of or foreign country] Of At shou e
5 14. Maiden name ~"Dunn freland o " etly
- relal = :
§ 15. Birthplace. T ———— PPy T —— {)l 22, 1f death was due to external causes, fill in the following:
T r
16, (&) Tuformant Cathe rine McCullen .. 7 || (o) Accident, suicide, or homicide (specify)
@ Addwess.... 2077 _Lotus Ave, ' (%) Date of occurrence..—._.
17. (a) Buri:a l N (b) Dat:ll.hermf =~ 7/5/45 (c) Where did injury occur?, (City or town) Cor
(Buriat, cremation, or remaval) Ca ]_va ry (Moutb) (Day) (Yoar) (d) Did injury occur in or about home, on farm, in 1ndust.nal plzme in pubhc place?
{c) Place: hunal or cremation
-18. “(a) Slgnatu.re of funeml d:tector St oo t"c &I‘I‘Oll e raseaen “ lule at v.orl:?....‘.._...........‘,..,fsj.;..mf, l(n)” 'ir ::;:,)0[ jnj ury........,..H ______ o
® Address Faty Brjdege Ave.___ '
e Seudhor it " 23. Signatare ____-8___._ - (M. ID. or other)...———
19. (2) {Date w—eglrglk_mz; ( ) T T (ﬁ;; I“l'lllm‘l!l:;m" T Address 161 — 7/&‘1&511&1 """""""" -4

(Licensed Frabalmer's Statement on Reverse Side)



STATEMENT BY LICENSED EMBALMER °* R

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

s

working under my personal supervision.

S

Note: The above MUST BE SIGNED BY THE LICENSED FMBALMFR in hls OWN HANDWRITING (Failure to comply with

the nbove constitutes grounds for revocation of license.) . .
If this body is not embalmed, fact should be so stated above. ’ . :
oLy - e S e s



