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WRITE

THE DIVISION OF HEALTH OF MISSOURI 24’?!_)V
State File Na..

USING UNFADING ‘BLACK INE—MAKE A PERMANENT RECORD

2. I hereby cerfify that I altmdcd thedeceased framaiz.i__ IB-rV to ) ™ AO 19& that I last saw the deceased
, and that deaih occurred al 9_,30_3,31 f lom ths]causes and on the date staied above.
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z4u l\A‘\'lE OF CEM[—.‘I’ERY OR CREMATORY 244/ LOCATION (City, town, o7 county) ¢ - ' (State)

Ju - 9 '::I Calvar emetery ondis Mo,
REQISTRAR'S SIGNAT DIRECTOR'S SKGNATURE AODRESS
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24a. BURIAL, CREMA- | 24b. DATE
TI!?_ON REMOVAL (Speetty)

«B\WRTW WNO. ___ ___ . =
1. PLACE OF DEATH ’ 2 USUAL RESIDENCE (Whert decossed lived. If lnetitution: residencs before
a. COUNTY B a, STATE T\ b. COUNTY adanission),
- St.louis 2 MO St.louis .
b, C]TY (I outaid te limits, writs RURAL and gi c. LENGTH O©OF c. CITY - .
olualds corvorate limits, w * Owasbipd | STAY (in thia place) OR 33 L? & ?gfylgfﬁ?mﬁh#mmwﬁf
TOWN Py TOWN UanEI:S] tI C:l :t:[ Y_ % «
F[‘Ll]éé‘.' NAI\;I_EOC')‘F uf mot in bo.plml or i g el ASI;T‘gREEE;s (If rural, give location)
INSTITUTION - st,, Marx Hospital 6311 Cabanne Ave.
36%%!2%9%% © B (.Hrst) 4 -.';r.‘,r . _b. (Middle) ¢. (Last) 4. DS-EE (Month) (Dsy) (Yesn
(Tepeor Print)  John . Ca Sullivan ' . DEATH  July 20,1955
5. SEX O 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH }.{ 9. AGE (In years| IF UNDER | YEAR | IF UNDER w1 HES.
WIDOWED, BIVORCED (Hpc\:ifr/ Last birthday) | Montha l Days | Hours | Min. *
M. e M- _56_ Q? l '
i0a. USUAL OCCUPATION t(‘.iq. m dot work' | :J0b. KIND OF BUSINESS OR IN- | 11. BIRTHPLAEE ] R 37 cr
done during moat of working ur..-:aa!:! .u.:fr:'a; :r'i, DUSI:RY (City und State cz Foreign Country) i couﬁ%ERr\‘qOF WHAF._W
i __nsuranc-pf{"o- . St.Louis,Mo, | U.Sa
132, FATHER'S NAME N\}_‘,f" 13b. MOTHER 5 MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
_ John T.Sullivan Margar.et A Murphy Mrs,Florence Sulliv
15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY 17. INFORMANT' S S{GNATURE OR NAME ADDRESS
{Yes. no, or unknown) | (If yea, rive war or duu of gonrlco) -
Yes World War # 1, 88-00 0690 Mrs,Florence S
18. CAUSE OF DEATH MED[CAL CERT[FICATION OR;RV BETWEEN
Enter only onecsuseper | . DISEASE OR CONDITION - ﬁl‘ EA?’
lne for (a}, (b}, aad (¢} DIRECTLY LEADING TO DEATH‘(a) . SY
*This does not mean | PNTECEDENT CAUSES " BWM} M’\ M’H
the mode of dying. suck | Morbid conditions, if any, piving DUE TO (b
af heurt failure, asthenia, rize to the above cquse (a) ataziiw R . 4
ete. It means the dis- lhc.undcrlumg cause tast. -
cade, injury, or complica- DUE TCI (e}
tign which caused death, | 11, OTHER SIGNIFICANT CONDITIONS
. Conditions contributing to the death but nof
related to the dizeare or condition causiag death. /
19a. DATE OF OP_II::IROAhi 15b. MAJOR FINDINGS OF OPERATION 20. AUTOBSY?
- /é j X | v wo L]
2la. ACCIDENT (Bpecity) 21b. PLACEOF INJURY te.g.. Inorabout | ZIc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE}
SUICIDE home, farm, factory, atreet, offioe bidg.,ato.)
HOMICIDE
21d. TIME (Mouth) {Day) (Year) (Houn 21e. INJURY OCCURRED { 2i1f. HOW DID INJURY OCCUR?
IN?JRY WHILEAT ] NOT WHILE
Lt WORK AT WORK y, s
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e % . - ASTATEMENT BY LICENSED EMBALMER
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I hereby certify that the body. whose name is. recorded on the reverse side of this certificate was emlJ‘

by me, or by ..o e , Student Embalmer No..........

working under my personal supervision..

Student...oovrrmnniiiiiiiie e caiaeeaeees Signed T TN L ST L AL K S Sl
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. {
to comply with the above constitutes grouﬁds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

I¥ this body i's nét embalmed, fact should be so stated above.
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