THE DIVISION OF HEALTH OF MISSOURI

5. No.30 H JA
o0 | FUEDJAN 191949 STANDARD CERTIFICATE OF DEATH v e o LB
BIRTH NO. — REG. DIST. NO, &_8___ PRIHMY REG. D!ST- I01Q_D.3._ Ragistrar's No. e vewerrenen 166.._
. PLACE OF DEATH Z USUAL RESIDENCE (Whars decessed lived. 1 Instltutlon: residence bafors
a. COUNTY a- STATE b. COUNTY adinkmion).
o A 2l
b, CITY (If outslds corpurata limits, write RURAL and give c. LENGTH OF c. CITY (If outside corporats limits, write RURAL and give w'mlhlg)/ i
townahipd| STAY (in thie place) /7
ToWN St, Louls T0=0=13 | _TO% St. Louis,
d. FULL NAME OF (If not in hospital or institution, give streat addross or location) d. STREET {If rursl, give location) ’
HOSPITAL OR /") Afiﬁ.s j
INSTITUTION ity HoAapital # 1 ]
SgE%héES%';) a, (First} b. (Middle) el ¢. (Last) ‘ 4. Ds‘ll:_'E (Month)  (Day} (Yean
( T¥pe or Print) John Ronan DEATH 1l 6 1949
9. AGE (In years| I UNDER | YEAR | IF UNDER 4 ues.

[ast birthday}

5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH
' WIDOWED, DIVORCED (Bpétity)

Monthl] Days Bonnl Mig,

Male f ) white Widowed £~ 12.23.1878 70
10a. USUAL OCCUPATION (Giekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or funln oouutry) 12. CITIZEN OF WHAT
done during mniiwurﬂu Liis, wvan if retired) DUSTRY COUNTRY?
n Ste Louls, Mos
13a. FATHER'S MAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
James, P Ronan { Theresa Wallace ®1len  Ronan
I5. WAS DECEASED EVER IN 1).5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S S|IGNATURE OR NAME ADDRESS
{Yes, o, of unkvown) | (if yes, xive war or dates of service) NO.
no Neliie Rornasn 18268 N Jefferason Av
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
Enter anly enecauseper | 1. DISEASE OR CONDITION DEATH
lige f?r (8}, (b), and (€} DIRECTLY LEADING TO DEATH‘(a) (:erehr_a l APQP ! ex!:
*This does not mean ANTECEDENT CAUSES !
(he mode of difing, such | Morbid conditions, if any, giving DUE TO (b) S
a# heart faflure, asthenia, | Tist to the obose cause (o} dating W X
dte. It means the dia- the underlying cause last. C ’;; M - ,
caue, injury, or complica- DUE TO (c) A 4 i ,

tion which coused death, | tl. OTHER SIGNIFICANT CONDITIONS B i i
Conditions contributing to the death bul zol .
related to the disease or condition causing death. fh

19s. DATE OF OPERA- | 15b. MAJOR FINDINGS OF QPERATION ' s’ 20. AUTOPSY?
TION :
- / v o - YES D NO D
21a. ACCIDENT (Bpacity) 21b. PLACE OF INJURY (e inorabeat | 2lc. (CITY, TOWN, OR TOWNSHIP) £, ~ (COUNTY) (STATE)
SUICIDE homa, farm, {actory, atreet, office blde., ev0.) -
HOMICIDE )
21d. TIME . (Month) (Day) (Year) (Hour 2le. INJURY OCCURRED 2if. HOW DID lNJI_._lRY-OCCUR?
Q WHILE AT ] NOT WHILE
INJURY WORK AT WORK
2. I hereby certify that I auended the deceased from , 19 , lo , 18 , that I last saw the deceased
aliveon ____~ , and that death occurred a1 20A m., from the couses and on the date stated above.

l% 23 ESS 7 Z3c. DATE
@ NATURE é {Degroe or it b/AD‘;Roa y ? 7'.?6:;:

WRITE PLAINLY-—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

24n. BURIAL, CREMA- | 24b, DATE g 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, town, or county) (5tate)
TION, REMOVAL (Speatty)
Buria 1-8=49 | Calvary Cemetery St. Louis _ Mo
DATE REC'D BY LD%%L S SIGNATURE 25 FUNEFAL DIRECTOR'S $IGMATURE ‘ADDRESS hd
REG. :
1N 7 1049 | ﬁrg’{g 1| Goodhart & Good hart 2228 St., Louls

(Licensed Embalmet's Statement on Reverse Side} AVE




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed bym:ur—bg‘_.ﬂ"g--..
+

............................................................ s " Student Embalasr No.

v - -

vorking under my personal supervision.

Student L.sesennesncassainns oAb R Signed___.%m
Student Embalmar
Licensed Embalmer No 5 'z [\3

P. Q. Address_‘ﬂlzmiﬂléﬁ“.ﬁgmm.a :

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 body is not embalmed, fact. should be so stated above. . ' . - -

i
i
]

.



