S. No.300 THE DIVISION OF HEALTH OF MISSOUR! 1()}?21
e - FIED MAR 28 1950  STANDARD gERTIFICATE OF DEATH ) Stote Fite Nowoorrorooene

v, 10.48 °
/ — .)
BIRTH NO. e REG. DIST. NO, __ _ _____ PRIMARY REG. DIST. no]_O_Ql. Registrar's No.__..g_‘,.?_gfz “““““

. PLACE OF DEATH i 7. USUAL RESIDENCE (Where deceased lived. If fnati dunee befors
. COUNTY - a. STATE b. COUNTY . adlsion}.
/ . : Mo
b. CDIEY (If outetde corpurate limits, weite RURAL and give gerlerNGTH OF c. ng’ {If ouaide corporats limits, writs RURAL sad give townshlp) Fy
. township) {in this place)!
Towvn  St,Louls FOWN St.Iouis 2/69
FH&%PF‘PAT.EO%F (I ot in hospltal or tnstitution, give strect sddross or lecation) d. [;? F vorsl, shve locatlon) ¥/
oy
INSTITUTION. 34424 Virginia pim 34420 Virginisa
3. NAME OF First Middl Last
DECEASED 8. (Flrst) _ b ) ¢ (Last) 4. Dg‘F'E (Month)  {Day)  (Year)
( Type or Print) JosepRB P : Lawlex _oeaw Map —‘I 7- 1950
5. SEX o 6. COLOR OR RACE ﬁgﬁ 8. DATE OF BIRTH A 9. AGE Us yeurs| # imea | voaR YEAR | ¥ Groem e wmm,
(Bpnd.fy) , [0 Hours | Min.
Male © | Whnite padved So IMARLh A04880 | FopRs [T ™ |5
108. USUAL OCCUPATION (Givekindofwork | 10b. KIND OF BUSINESS OR IN. 11. BIRTHPLACE (Btate or forelgn oountry) - 12. CITIZEN OF WHAT
dona duting most of working Lifs, evan if retired) g . COUNTRY?
_AATCAMAN 1t 5hee Co | - Mp .
|3l._FATH[R'S NAME 13b. llOTHER - MAiDEN NAME 14. NAME OF HUSBAND OR WIFE

i UNKNolN . Lawler MARY . UNKUQ&;Q%: | Catherine R Lawler
17. INFORMANT" ¢

15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL/ sr-:cumw 5 5IGNATURE OR NAME ADDRES-S

oo orumknora) | Gt dmmarordnm ot Gertrude O'Donnell 3442a Virginie

18. CAUSE OF DEATH ) ME CERTll?is:AT N iNTERVAL BETWEEN
. Enter only onscause per 1. DISEASE OR CONDITION . ’ ONSET AND DEATH
DIRECTLY LEADING TO DEATH® (5 3570
y 24

Iine for (&), (b), and (c}

*This does not meen ANTECEDENT CAUSES i :! ‘ E ! “ .

the mode of dying, such | Adorbid conditions, if any, gieing DUE TO (b} — .
o heart fallure, asthenia, | Ti#e f0 the above couse (a)dating . . - . B T -, L.
de. It means the dis- the underlying cause laat, i

3 DUE TO (c) - : s

ease, infury, or plica- s
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS ,/E ' W T ﬁ k
Conditions contributing to the decth but ot / /W

related to the direase or condition causing deafh,

19a. DATE OF OPERA. | 19b, MAJOR FINDINGS OF OPERATION . e . o oo 20, AUTOPSY?
TiON A .
N . ves [ wo

21a. ACCIDENT {Bpecity) 21b, PLACE OF INJURY (ox.,lnerabout | 21c. (CITY, TOWN, OR TOWNSHIF) | (COUNTY) (,STA

SUICIDE home, farm, fastory. strest, offioe bldg..ene.) : . E/Q

HOMICIDE era ) )
214. TIME (Moatk} (Day) (Year} {(Hour} 21e. INJURY OCCURRED | 2tf. HOW DID INJURY OCCUR?

OF - s . .. | WHILEAT[—] NOT WHILE : . :

TNJURY & | work AT WORK .. .

2. I hereby certify that kauended the deceased from IBZA{:, {o ML'Z 194, that I last saw the deceased
alive om _J.L__ 19_.L and tha! death occurred at i&’_\_ m., from the causes and on the date staled above.

Za. SIGN RE {Degree or title) | 23b. ADDE\& . 23c. DATE SIGNED

"IN 5

WRITE PLAINLY-—--USING UNFADING. BLACK INK—MAKE A PERMANENT RECORD

TIO BHRIAL CREMA- 24b,.DATE 24c. NAME OF CEMETERY OR CREMATORY . | -24d. ION (Olty, town, or county) #  (State)
Birial {v | Mard/— 50 Calvary .- -St,Louis Mo . .-
DATE REC'D BY LOCAL | REGAFTRAR; URE 25. FUMERAL um:cron S SIGHA DREAS -t
REG. P et E.J.Schnur 3125 Lafayet% _

{Licensed Embalmer’s Staternent on Reverse Side)




@/
)
D

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 — oo

Student Embslmer No,

working under my personal! supervision.

SRUBLAT «ueeanrennaneanenreranonsennannns Signed....... /(Y MM .......

Student Embalmer
Licensed Embalmer No 4014

P. O. Address_-.-..alz.sm.lzﬁ.mﬁ.t_?.t@ ................

) 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.)

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

1 +




