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" PLAINLY—USING UNFADING BLACK INK—MARE A PERMANENT RECORD

WRITE

THE DIVISION OF HEALTH OF MISSOURI

21193

FLED AUG 2- 1055  STANDARD CERTIFICATE OF DEATH State File No..oomer s
'BIRTH NO. REG. DIST. NO. ,_3,,1__8__ PRIMARY REG. DIST. NO. 1 OO d Kegistrar's No 5508
I. PLACE OF DEATH 2. USUAL RESIDENCE (Wbert deccased livel, 1f institution: residonce befors
a. COUNTY a. STATE Mi s Souri b. COUNTY ndimisslon).
b. CITY (If outcide corpurato limits, write RURAT, and give ¢. LENGTH OF c. CITY l . d‘ Is Hesidence within Limits u-:.—
woghip){ STAY (in this OR N own?
ow  St. Louls e e _rows St. Louis G S
d. FULL NAME OF (If not in boapital or institation, give streat addtoss or location) STREET (It rural. give Iocation} a?‘; gj7
HOSPITAL OR . ADDRESS D
mstruton ~ Incarnate Word Hospitalls? 1411 Missouri
3. NAME OF & (First) b. (Middle) ©. {Last) 4 DATE (Month)  (Dey)  (Year)
(tvpeor Prit)  MARGARET PEDIGO peATH  June 22 1959
5. SEX l 6. COLOR OR RACE | 7. MIAD%'T}EB E.EEECMSRRIED# 8. DATE CF BIRTH 9-:.Gsh:;w;n ;{F U"l:fn 1 YEAR | & unDER u Hes.
B {Bpecil. - t om Days | Hourm | Min.
Female White Widowe 4-21-1880 ’ |
10a. USUAL OCCUPATION 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . .
?lonudu.rml most of worki u(r(;i-:::;n‘;l:v:;:dl; b STRY (City and State c: Foreign Coustrv} iz C{JTIZER"}OFWAT
Housewife Own Home St.Louis, Missouri | UsDeA.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

: W

I5. WAS DECEASED EVER IN U.S5. ARMED FORCES?

(I yea, give war gr dates of servicn)

(Yes. po, of unknown)

16. SOCIAL SECURITY
NO.

17. INFORMANT' S SIGNATURE OR NAME ADDRESS

2

Francis H.Kennedy,71% Chestnut St.

18. CAUSE OF DEATH

‘. Entter only onseause per -

line for (a), (b}, and (¢)

*This does not mean
the mode of diing, such
a2 keart failure, asthenia,
ee. It means the dis-
case, infury, or complica-
tion whirh caused a'zath

I. DISEASE OR*CONDITION -
DIRECTLY LEADING TO DEATH‘(a)

ANTE.CEDENT CAUSES

Mortid conditions, if any, gicing DUE TO (b)
rise to the above couse (a) stating
the underlying couse last,

- DUE TO (g)

EDICAL CERTIFICATION

_G_eg_!.:a[ ( :-e,( Aﬁnrmm/eru.

INTERVAL BETWEEN
[s) AND DEATH

Wy g

‘?eqrm

11, OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not
related to the direase or condition causing death.

/-7[7&» Tede. o

19a, DATE OF OP'IEFOAPJ 19b. MAJOR FINDINGS OF OPERATION ] 0, ﬂJTOPSY?
- ' .
. YES D NO

21a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY (e.z..inorabout | 21¢. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)

SUICIDE home, farm, factary, suroot. office bldy., s10.)

HOMICIDE . .
2id, T(I:mE (Month) (Day) (Year) (Hour) 2le. INJURY OCCURRED 1} 2i1f. HOW DID INJURY OCCUR?

WHILE AT NOT WHILE

. INJURY. WORK AT WORK 33 u

2 I hereby cerhfy that I cttended the deceased from _A@.ﬂé_ 19:'£ to ._E_ELC_A_ 194507 that I last saw the deceased

19_.!:[- and that death occurred at /_Mm , from the causes and on the daie stated above.

23a, IGN TU (Degmnor l.il.]e 23b. ADDRESS 23:. DATE S5IG|
DN RE 0‘;.. ?:EMA) 24b, DATE 24z, I\AV!E’DF CEMETERY OR CREMATORY - | 24d. LOCATION (Clty, town, or county) (Siate)
emoval 7| 6=-25-1955 I Hiram Cemetery St. Louis Co., ~Missouri

DATE REC'D BY L%CA

(LN 25 1956

L

25. FUNERAL DIRECTOR' S SIGNATURE ADDRESS

AL 47 £s 51GNATuz %‘9

McLaughlin Funeral Home, Inc,

(licensed Embalmer's 5

74

“TIOT TataVette




l_ ) .

A . Y Pt . , 3 . wo .

STATEMENT BY LICENSED EMBALMER

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

DY ME, OF By ittt et eiiaaee et ana s , Student Embalmer No..........

working under my personal supervision..

Student..... e e meeemeeeeeeseaeaeaeresemeaatbeaiaas
‘hgmt.urc of Student Embalmer

Licensed Embalmer Noj...ﬁ.._(
P. O.cAddress 57 o 5

- «» 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.

1¥ this body is not embalmed, fact should be so stated above.




