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1. PLACE OF DEATH:

2.

USUAL RESIDENCE OF DECEASED:

6. () Name of husband or wife.. 6. (c)‘{\gc of husband or wife if

and that death occurred on the date and hour stated above.

(a) County (a) State. Lﬂ ggour 1 (5 County ﬂ
(b) City or t,own____.st.o.. _L.Quiﬁ 8 euri S t L oui 8 7
{If outside city or town limils, writq "RURAL" and oame of towsship) te) City or town . /
{c) Name of hosp:ta.l or institution: (1f outsida city or town limits, writa “RUJRAL"™) g
St. Leuis City Hospital-Max C, Starkloff ||, o . v, 4486 Porest. Park Blvd, :
(If not in hoepital or jostitution, Writs streat number or lneuimﬂemorial (If rural, give location) 0
{d) Length of stay: In hospital or institution
(Specify whethar (¢} Citizef of foreign country? {Yes or No)
In this community
years, tonths o days} I yes, name country. =
3. (@ I];w,r i MEDICAL CERTIFICA:ION lBth ‘
Foll NAmd __ Hellie MoCarthy oo Augus
3. () I wveteran, 3. (¢) Socml Secu.nr.y No. 20. DATEOF DEATH: Month....& _%'g_.......day 25 A
rame war ND %97 g year. ur. minute M
I 21. T hereby certify that I attended the d d fr80m1 72;-9"48
5, Calor or J 6. (o) Single, widowed, married, 19,2, to ~13- 19 i
4. Sex F emal e race Whi t dlvomed...___.._ngl e that I last saw BT alive on 8"'13“48 : 19,,..:

Duration

3320 N. Kingshighway Blvd.
T N gy 7w e L

19. (a)

7. Bisth date of decessed..... N OVOMNDET 24 i }_@_sé
(Moath) {Day) (Year)
8, AGE: Years Months Days I less than one doy
. 74 | 8 | 219 be so
o iribpaceS%e Tonis. - Missouri /7 Crcaligil A s r&slovmncy P
(City, town, or connty) (3tate or fauh;n wnntry) . ) = / (t/
10. Usual oecupo:ion..,.....,c...l,.gmuk S .%m::;::v_-ithh 3 moonihe of deait) ﬂ - A‘ et Mt
11. Todustry or business Jewelry CO * StaorETaT . PHYSICIAN
8f v vomeCharles Me.Carthy o/ |6l WMt
E 13. Birthplace : Ireland/ l " :?hej;g:ea:g
B ( 14, Molden same ‘Mhﬁﬁf’ﬂ‘%’ Toome§: = ==n il - Of sutopey harged st
q. tistically.
§ 15. PBirthplace TS m—ppo— rata e foaign ww) 22. If death was due to externai causes, fill in the following:
16. (2) Informant. Migs Nellie Driscoll, : (s} Acrident, sulcide, or homicide (specify)
() Address.': 496 8 NOI‘ thl &nd A.VB . (&) Date of ocourrence
17. (@) Bnria]. () Date lhereof.._.g..:mM (e} Where did injury occur? (City o town} {County)
. _{Bnml. cremation, or femoyul) (Month) (Day) (Year) {d) Did injury occur in or about home, on farm, in mdust.nal place, in pubhc plaoe?
() Place: bu.r[al ar cremation ca']' vary Ceme tery i
18. (a) Signature of funeral director. Cullinane Bros, " While at work? R amnd lm ﬁm)of in:urvum
() Address 23. : rE - ( 2;‘“-041 % TM D.orother)

Address 15_15__Lg.£g Gatte Avedue

to received local registrar) (Registrar's signatare)

d Embat ‘e St

t on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

P
-

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

Reg15tered Apprentlce No
working under my personal supervision.

M@JM%

. ‘ Licensed Embalmer No.oeeeo 3186

P. 0. Address.. 0 ve louis, Mo,

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

If this body is not embalmed, fact should be so0 stated above.

.




