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" WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RE

'
i

DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI

Bomeay or rus Cansus STANDARD CERTIFICATE OF DEATH,  son s 19208

D JUN 14 1841318

[
e stration District No..corurcececaammmee—ne " Primary Reglstrdtion District No._—— ..., Registrar’s No......... _5,07_0_

1. PLACE OF DEATH:

{a) County.
(5} City or town. SI a. ..Inu.iﬂ., Miasouri

If ontrida city ot town limits, write "RURAL” and pamo of townahip)
{¢} Name of hospxta.l or lnstitution:

De. Paul Hospital

{IT not In hospital or im{llutmn. wrile street number or location)
(d} Length of stay: [n hospital or institution

(Specily whether

In this community.
years, months or days)

2. USUAL RESIDENCE OF DECEASED:

Vi

@) sute... Misaonril . ® County

{¢} City gr town St._louis / 7
(If oatsids city or Lown limite, writa “RURAL™) ‘
(@ Street Now.._s 4560 Iexingion Avenue, 7
(I cural, give lu:al.wn) i
{Yes or No)

(e) Citlzen of foré{n country?

If yes, name country.

S PRINT o emond M, O'Neill

3. (b) If vetetnn, . 3. {¢) Social Security
name war. No
,\5. Color ar 6. (a) Single, widowed, married,
4, Sex m&le // mryhite divnrmdm'arrled
. f
6. (b) Name of husband or wife.......ovvsisreeeee. 6. () Age of husband or wife if
Eva O'Neill aliven o yeQTE
7. Birth date of deceased._Fabruary.14th. 1901
(Moath) (Day) (Your)
B. AGE: Years Months Days If less than one day
: 46 3 LBl ¢
hr. min
~9.’ Birthptace:.__. Pennayly_ania_ e : e

(City, town, or counLy) {Stats or foreign muntry)
10, Usual occupation___Salesiian -

11, Industry or business... Genama.l Ba.king Compeny. ...
8 { 12. Nome. JORD-ONOELL oo
[
21 13. Birthplace Coms Ireland '
{CiLy, town, gr county) . (Stals or fureign couotry)
§ { 14. Maiden name... Mary. { unknoswn) ; L
59 15. Birthplace . Ireland 45’
= {CivLy, town, or counly) ) , (State or [oreign wun}tx)
16. (o) Informant MIa. Pea 0'Neill=- Wife, = '
® Address_-_ 4060 _Lexington Avenue,
17. @ . Temoval ... (& Datethereof E=5=47
(Blni.ll,mml ) . (Moath) (Day) (Ycar)
(c) Place: burial or®emalion”.__..... / H_Eanns:,tllanla_.__.._._n
“ig. (a) Signature of funcral dzrectnrsullivall Brﬁt"l.er.S., e eeeemeen

@) Address.... 2849 North Euglid Avenue,

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month.__ J U@ day.._Oth
v 1047 10 :50 ;

21. 1 herchy certify that I attended the decease

that I last saw h.==¥alive on ‘ _____________
and that death occurred on the

Immediate cause of death

Due to.

Other conditions.__________ i o S "’:‘ ]
(Inchade preguancy within 3 montha of death) # s [
& - ..| PHYSICIAN
j di . .. . Lt
Mmc‘;;o:er’::fgﬁnu Tt / /
- H Underline
[ the cause to
'whichdeath
Of autopay should be
leharged sta-
tistically.
22, If death was due to external causes, fill in the following:
(a) Accdent, suidde, or homicide {apecify)
(%) Date of occurrence.
{¢) Where did injury occur?.
{City or Llown} {Connty} {State)

(4} Didinjury occur in or about home, on farm, in industrial place, in pubiic place?
.




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.

......................... Registered Apprentice No

working under my personal supervision.

L:censed Embalmer No. 53 § m

P. O. Address

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.)

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




