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WRITE PLAINLY—USING TUINFADING BLACK INE—MARE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI

LED JUN 20 1955  STANDARD CERTIFICATE OF DEATH e rie ... 19932 ‘
: BIRTH NO. REG. DIST. NE'). 3 1 8 PRIMARY REG. DISYT. NO. 1003 Kegistrar's No.....: ......490{:)_.. |
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. 1f institstion: residencs before
a. COUNTY &. STATE MiS Souri b. COUNTY adiniston).
b. CITY (If outside corpurato limita, writa RURAL and give c. LENGTH OF ¢, CITY d Is Hesidencw within limits al
R ownship) | STAY (in this place OR » n ral
TOWN St. Louis T T T e woan St. Louls l = H Wowm‘f
d. FULL NAME OF (If not in hospital or institution. give strect address or loeation) STREET {If reral, give loestion)
HOSPITAL OR DRESS
INSTITUTION _ Enroute to City Hospita ﬁ Aeme dotel -1 4040 Olive St.
3. g:-:?:héﬁsos':: o. (First) b. (Migdie) c. {Last) 4, DATE (Month)  (Dey)  (Year)

(Tossor ons MARY CARROLL oA June 3, 1955

5. SEX ] 6. COLOR OR RACE | 7. w[.?)%%:%g PSF\\:’ggCI‘ESRHIED. 8. DATE OF BIRTH 9. AGE&:{:i";“ IF UNDER | YEAR | IF UNDER u Hms.
. (Epaclt, t ay, Montha | Days | Hours | Mia.
Female’ | White | Singke Oct. 11,1899 | 55 ™|
10a. USUAL OCCUPATION (Giveklnd of work §| 10b. KIND OF BUSINESS OR IN- 1 11, BIRTHPLACE . .
done during m:\ntolworﬂnllﬂc.lvonnil n:ir:d) DUSTRY {City nad Scate cr Foreign Countey) () Izcgbﬁ'erR’S(?OFWHAT
Typist orner Eng.Cd. St. Loyis, Missouri _i_ TISA
134, FATHER'S NAME 13b. WOTHER'S MAIDEN NAME 14. KAME OF HUSBAND OR WIFE
. Joseph Carroll _ Ellen Duggan None
I?{. WAS DECS‘EASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECUR:;I'OY 17. INFORMANT'S S! GNATli:E OR NAME ADDRESS
4 .or unknown} If yeou, give war or dates of service) .
oo | RS om0 Unknown John Carroll, 4%117a Cleveland

line for {a), (b}, snd (c)

*This dpes not mean ANTECEDENT CAUSES - z z Z @ :

the mode of dying, such | Aforbid econditions, if eny, pieing DUE TO (

as heart foiltre, asthenia, | Tise to the above cause (a) sinting J

etc. Il megns the dis- the underlying cauase last. s,’ W? 5 Z f

case, infury, or complica- DUE TO "M -‘-m LY
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS

Conditions contribuling to the death but ot
related to (he dizease or condition canaing death.

18. CAUSE OF DEATH MEDIGAL CERTIJFICAT INTERVAL GETWEEN
‘B : 1. DISEASE OR CONDITION HSET AND D
- pater anly oneeauUse per | Ty IRECTLY LEADING TO DEATH? 5y « M oy 4 m-q“caji

19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION 20. AUTO!
TION P - :
- YES ND D
2ia. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (e.x.inorebout | Z1¢. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm, fsatory, strect, office bldg., ete.)
~ HOMICIDE .
214. T(BME (Month} {Day) (Yea) (Houry | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? -
. WHILE AT[™] NOT WHILE
INJURY - WORK AT WORK C:Zé RN
22. I hereby certify that I atiended the deceased from 19 , lo , 19 , that I last saw the deceased
aliveon 19_, and tha! death occurred M ., Jrom the causes and on the date stated above.
IGNATURE egroe or title) J} 23b. ADDR& 23c. DATE SIGNED
,‘Q%M A
%_4[a Bunm\lr_ALCREMA- 'EDDATE 24z, NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Cily, town, ot county) (State)
pecify)
Rehbvat 6= 6-55 Mt,Olive Cem , St. Louis County, Mo,

DATE REC'D BY LOCAL ERAL DIRECTOR'S SIGNATURE
REG.

DRESS
ISTRAR'S SIGNATUR - Zf.{c‘f:aughl n F.H. Inc.,2301 Lafayette
Loandst Mo

JUN & 1955

(Licensed Embalmer’s Statemeut on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emt

BY I, OF DY i e , Student Embalmer No.--.......

working under my personal supervision..

LR R Ts =8 o1 PP Signed. M . e r T iy

) 7
Liicensed Embalmer No:‘f!'.‘.l‘.(::.g

f P. O. Address%ﬁ"z‘

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F
to comply with the above constitutes grounds for revocation of license), ’
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
' I¥ this body is not embalmed, fact Should be so stated above.




