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

THE DIVISION OF HEALTH OF MISSOUR!

ALED JAN 21 1950

STANDARD CERTIFICATE OF DEATH
REG. DISY. NO. ﬁL PRIMARY REG. DIST. NO: éa?ﬁ Registrar's Nﬂ.mi{-;ﬁo-lu-nnnn-nqnlmh

State File No

3382

BIRTH NO..
1. PLACE OF DEATH ] U 2. USUAL RESIDENcE (Where decessed lived. If institution: resldence bafore
a. COUNTY a. STATE b. COUNT adinimisn).
- St. Louia Mo, 8t., Louls

b. CITY (I oqtoide corpurate limita, write RURAL sod give

c. LENGTH OF

c. C'OTRY (1§ outedde corporste limite, write RURAL azd give township) ‘7// 'o 14

(Yo, 50, or gnknown} | (If yes. eive war or dates of sarvice)

Annie K3 mﬁﬁm%
16. SOCIAL SECUR{II'OY . INFORMANT' S SIGNATURE OR R E
10la C

HW, 1

nongas

. Enter only onecause per

18. CAUSE OF DEATH
1. DISEASE OR CONDITION

line for {a), (b), and (c)
*This does not mean ANTECEDENT CAUSES
the mode of dwing, such
as heart fallure, asthenia, -
de. It means the dis-
case, infury, or complica-

the underlying couse last.

DIRECTLY LEADING TO DEATH* ()

Morbid conditions, ¥f any, gising DUE TO (b)
rise to the abose causte (o) stating : . - B ] - "

MEDI

MWW

townekip) | STAY (in this place) ‘é
TOWN Normandy YT'Q,. TOWN ‘3
d. FULL NAME OF (1f oot in hoapltel or institution, gire streat addross or location) d. STREET (if.rural, givo location} =
HOSPITAL OR ADDRESS
INSTITUTION 7305 Woodland Way 2345 Woodland Way
3. NAME OF a. (First b. (Middie) ¢, (Last)
DECEASED ) . 4 DS‘II:'E (Month)  (Dey) (Year)
(Typeor Pint)  Jpmeg F. Casey DEATH  Jan, 14 1950
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In yoars| o UNDER @ YEAR | o oMDER 1 M.
WIDOWED, DIVORCED (8pecity} laat birthday) Monlhnl Days | Hours | Min.
male white 7 Nov. 11 1889 | 60 |
IOa USUAL OCCUPATION (Givekindot work | 10b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE (8tate or far-ln oounurr} 12, CITIZEN QF WHAT
paost of working life, sven if recired) DUSTRY d COUNTRY?
_.Poultrv Dealer gelf St. Louls Mo,
ﬂlan. FATHER'S m\uE 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
htd . .
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? ADDRESS

CERTIFICATION 5556& BETWEEN

ORZ Al‘%

DUE TO () .. .

tion which caused death.

-1, OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death bud not
related L0 the disease or condition causing death,

MERN

143X

2. AUTOPSYT

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS,OF OPERATION &(
#g " - v Cen ey
214. ACCIDENT (Bpeciiy) 21b. PLACE OF INJURY (sg..Inorabous | 21c. (CITY,. TOWN, OR TOWNSHIP) | (COUNTY) {STATE) .
SUICIDE bome, Isrm, fastory, strest, ofice bldy., et0.) 4
HOMICIDE < - e Y = LN
21d. TIME (Month). {Duy) (Year) (Hour) 21, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
oF N > WHILEAT[] NOT WHILE (]/\W- -
INJURY = WORK AT WORK i :

2. 1 hereby cetify tha! I auended the déceased from £ =
&, and that death occurred

aliveon _ L~ /% 198

/c mJb,go [ = 14

, 19028 | that I last saw the deceased
: m., from the causes and on the date staled above.

1. SIGNATUR m %@ (Degres 6r tltle)

23p. ADDRESS

57 2 N atarna €

23¢. DATE SIGNED

/= S0

24a. BURJAL. CREMA- | 24b. DATE

TIQN, REMOVAL Bpesity)
1al 1}

24c. NAME OF CEMETERY OR CREMATORY

Jan, 18 50

Calvary Cemehery ‘8t. Loule:

244. LOCATION (Olty, town, for county)

‘(State)

Mo.

DATE REC'D BY LOCAL

/- If?—s*om

WQW Y,

25. FURERAC DIRECTOR' S SIGMATURE

"ADDRESY

Drehmann-Harral, 1905 Union Blvd.

(Licensed 51&&&. Staterem on Reverse Side)




M \R1 1050

(TT o3 6)
‘a3pTag °N HZTL

STATEMENT BY LICENSED EMBALMER

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

.
-

: : - s , © Student Embaleer No. bl

working under my personal supervision.,

StUONt oversiacarsensisnnaisnaserasnnaas . S:gned”“"m_.M 4—-—

Student Eubalmr

.o . Licensed Embalmer No.,,

‘ P. O Addrus_mm .....

.Note: The shove: MUST. BE SIGNED BY THE LICENSED EMBALMER in hu‘OWN HANDWRITING (Failure to comply with
the nbove constitutes grounds for revocation of ln'znse.)

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




