FiEY UL & 1900 THE DIVISIUN QOF FEALTH OF MIbaUURI (&154:09

e STANDARD CERTIFICATE OF DEATH State File No.. i
BIR'TH NO. REG. DIST. NO, & li;‘l_ PRIMARY REG. DIST. .0.1003 Rggulrar‘Ng 4_()’20.? P
I. PLACE OF DEATH ‘ 2. USUAL RESIDENCE (Where deceased led. If mneet Prm————,
0 a. COUNTY 7 a. STATE Mo. b. COUNTY sdmimiont.

b. CCE)EY (It outside corpurate u._,l.,_.,'.,u. RURAL Mm‘:-“mhjp) c. ALyENGlI; '.‘S'F.‘ < Cng’ (I outsde corporate limits, write RURAL snd give w-uupj
a TOWN St .Loixis S e y; '$WN St.Louis
g d. FH&SLP%ME OF (It not in hoapital or lnstitaticn, glve strect addrem or location) (| 7d @DRESS 11 raml, dnlosd.i) a. L)
0 INSTITUTION. o, John's Hospital LLOL Lindell Blv
E 3.6UEACME (JEFE a. (First) W (N_Ilddle) ¢. (Last) . 4, DA}'E {Month) (Day) (Year)
E (Typeor Printy  DI'e Robert F. Hyland veaH  Dec,ll, 1950
E 5. SEX d - l 6. COLOR OR RACE ) 7. #&RIE% glE‘\;'gEchEISRRIED. 8. DATE OF BIRTH #| 9. AGE un:-;.n ¥ UXDER | YEAR | ¥ Door u
. y . (Bpesity) . otha Heurs
\ M, W, B Mar.6,1886 ol ko el s
N 10a, USUAL OCCUPATION (Give kind of werk: | 100, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE &
done during most of working !I.!(l‘?.wok:ﬂ mh:;) h DUSTRY . e Oriurtln eu:mlry) / 2 crﬁTERr:'IOFWHAT
Physician : Michigan De
i3a. FATHER'S NAME 13b. MOTHER™S MAIDEN NAME f4. NAME OF HUSBAND OR WIFE
Michael Hyland Sophia Minogue lirs.Genevieve Hyland
i5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECUR[TY 17. INFORMANT 5 SIGNATURE OR NAME ADDRESS

e AT 32 v s.Genevieve Hyland,l)j0l, Lindell Blvd,

B OF DEATH 1. DISEASE OR CONDITION - CERTFICATION ,E bm?\lﬁb DEATH
e oLy OhamUPe" | 'DIRECTLY LEAGING TO DEATH"(4) X

Mine for (g), (b}, aod (6}

This does mot megn | AYTECEDENT CAUSES
the mode of dying, such | Morbid conditions, if any, gHM DUE TO (b)

a3 heart fallure, asthenie, rise to the above cause (o) slating
de. It means the dis- the underlying cause last.

eare, injury, or complica- DUE TO (c)
tion which caused death. | 11, OTHER SIGNIFICANT CONDITIONS w‘aj Fo-
" Cunditions contributing to the death bul niot
reluted to the disease or condition causing death. r i

WRITE PLAINLY—USING UNFADING BLACK INE—MAEE A P

i9a. DATE OF OPERA- | 195. MAJOR FINDINGS OF OPERATION | 0. AUTOPSY?
TION i
21a. ACCIDENT 21b. PLACE OF INJLRY 21c. (CITY, TOWN, OR TOWNSHI cou
e Sicine Eoets) | et :.mj.?f“ &f..’ﬁ;:m e ¢ WHHIR —— ¢ NTY) ETATE)
HOMICIDE _
21d. TIME (Month) (Dwy) (Year) (Hou) | 21, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? f’
INJURY " = "o J ",?{‘J'J‘AEE] | - 7
22. I hereby certify th endcd the deceased from i /2 1 to /VAE 19__.., that I last 2010 the deceased
alive on __ 7 /7 , and that death occurred at _l:_. ﬂ 8 from the causes and on tbe dale slaied above.
3. SIGNATURE (Degres ot titls) | 23b. AD &;7’11-: SIGNED
Y "
0‘7}7’?:%, v
TIONB g&l 3 J.ALCREMA 24b, onré Z4c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City,.sdwn, or county) (State)
{Bpecity) " .
Burial 7/} ec 34,1950 Calvary C {  St.louis MO.
DATE REC'D BY % 25 NATURE .;ju' S SIGKATURE RDDRESS
B 451350 jf r . 3810 Lindell Blvd.

(Ticensed Embalmer's Statement on R




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___...

. . S5t 1 D R
working under my personal supervision. %mba ma r%z)?
Signed P i Wﬂé’é

$fgnedicceeca. rrenserscstnstanennean

3 . sesavmn . 5
Studant Embalmer Licensed Embalmer No. cj’??

) ' ) - P. O. Address 9/ 7/0 M

Note: The asbove 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.




