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WRITE FLAINLY—USING UNFADING BLACK INE—MAKE A P

.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

31 8 FRIMARY REG. DIST. NO.I—O[_)QRtgiﬂrar': No.

FILED SEP 6 1955

/8] 46
6958

State File No..nreus

' BIRTH NO. REG. DIST. NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. If Institution: residence befors
a. COUNTY a. STATE b. COUNTY adnimion),
MISSOURI -
b. CCI)‘IE;Y (It outeide corpurate limits, write RURAL and give & ALYENGTH OF || e cgg . . s Tiesidenor within limits of
townahip) {ln this place) P . » city o1, N torwn?
TOWN ST LOUIS, ToWN ST LOUIS, RN gl =
d. FULL NAME OF (If not in boepital or institution, give stract address or loeation) F STREET (! raral, give location) Dw "D
HOSPITAL T ADDRESS }\
INSTITUTION DEPAUL HOSPITAL 2910 a NORWOOD AVE
3. NAME OF a. (First b. (Mliddle ¢ (Last)
DECEASED (First) ( ) ( l 4DATE  (Memth) (Dey) (Yew)
(Typeor Print)  LILLIAN SCULLIN oEATH AUG, 6, 1995
5. SEX , 6. COLOR OR RACE { 7. wm&g. glE‘\llgschésRmED. 8. DATE OF BIRTH 9. ':G;Eb&-;_ yosn W UNDEW | YEAN | F UNDER u uas,
X (Bpecit, t y Months } Days | Hours | Min.
reMALE /| warTE | MkRRoEn MamcH 1, 187h |81 o o] |
10a. USUAL OCCUPATION ke kindof wark | 10b. KIND OF BUSINESS OR IN; | 11. BIRTHPLACE” (c;0, wad State or Foraign Countrn) (] 12 SITHEN OF WHAT
HOUREWTFE ST LOUTS H.S.A.
138, FATHER'S NAME 13b. MOTHER™S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
JOHN REINER ANN BRODERICK 1| ,JOHN SCULLIN

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

16. SOCIAL SECURITY
(Yos, 0o, orunknowa) | {If yea, give war or dates of servics) NO.

NONE __

17. INFORMANT'S SIGNATURE OR NAME ADDRESS

JOHN SCULLIN 2910 ,a NORWOOD AVE

18. CAUSE OF DEATH

' Entéf only onecauseper | I DISEASE OR CONDITION

tion which enused deoth.

\ine fer (a), (b), end (c) DIRECTLY LEADING TO DEATH® 0y [f

ANTECEDENT CAUSES

Morbid conditions, {f any, giring DUE TO (b)
rise to the above couse () Hating
the underlyping cause last, .

*This doey not mean
the mode of dying, such
as heart fatlure, arthenia,

ete. It meana the dis-
DUE TO {c)

MEDICAL CERTIFIC.ATI ON

INTERVAL BETWEEN

[~ ONSET AND DEA
T3 mantha .

ease, injury, or compli

'

11. OTHER SIGNIFICANT CONDITIONS

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

2. AUTOPSY?

19a. DATE OF OP_FI%J;‘- 15b. MAJOR FINDINGS OF OPERATION
‘ . "/9-‘0 Ol wldw

21a. ACCIDENT (Bpect!y} 21b. PLACE OF INSURY (e.g., incrabont | 2lc. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)

SUICIDE ' +| bome.larm, lastory, strest. office bldy.. ate)

-HOMICIDE  © NP Tt .
21d. TIME (Month) (Day) (Yest} (Hour) | 21e. INJURY OCCURRED | 211, HOW DID INJURY OCCURT

..t WMILEAT[—] NOT WHILE

INJURY - = °r WORK AT WORK
22 I hereby certify th altended the deceased from —mé- 19 , lo (I b_ IPI.‘l that I last 2aw the deceaced

™ alive on , 1953, and that death occurred al _3_3_"_2 m., from the caLus and on the date stated above.

¥

{Degres or title)"‘

”LJQ

.23b. ADDR!

IYhee

A6 l5

Lia. SIGN% igzl?. Z
24n. BURTAL, CREMA- | 24b. DATE

TION, REMOVAL tﬂuﬁhl 8/10/55

24c. NAME OF CEMETERY OR CREMATORY

24d. LOCATION (City, town, o county) = (State)

S Bl

Y ST LOUTS MISSOURT
25. FUNERAL DIRECTOR'S SI1GNATURE ADDRESS

RE§ISTRARSSIGH§RE { ))' S |

STROOT - W

L

. &

(Liceused Embafmet’s Statement onm Reverse &390



STATEMENT BY LICENSED EMBALMER .

I hereby certify that the body whose name is recorded on the reverse side of this certificate was eml
by me, or by ............ P SO oeviten.., Student Embalmer No..........

working under my personal supervision..

Student ... ...
Signature of Student Embaimer

. . Lifensed Embalmer No.. W‘

P, O. Address /WW

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.

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




