THE DIVISION OF HEALTH OF MISSOURI ;'.:8 5!

vo-20e FILED AUG 29 1955 STANDARD CERTIFICATE OF DEATH 51616 File Nowereommmnn
' BIRTH NO. REG. DIST. NO. 3 l ’ PRIMARY REG. DIST. NO. _:;Icn_. Kegistrar's Nn._l.&.’.ﬁ..............._..

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whero Jdocoased lived. 1f ingtfration: reidence before

a. COUNTY St. LOl.li s a. STATE MO . b. COUNTY adipisaion).

c. LENGTH OF || «c. ciTy - 4 s Restdence within Timits of
& city or incorparsted town?

STAY « in )] OR I .
i Weak’ Towr St Louls. i o jun.¥ 0 MO,

b. CITY (If cutcids corpursts limits, write RURAL and give
OR townahip)
ToWN  Affton

d. Fgé_SLP'IqTéﬁrll.EO%F (1¢ Rot in hospital or institution, give sreot address or loeation) A%Ti;IIEEESrS (If rural, glve location) 1
instrorion 9508 Cloverhurst Dr. 4974 Magnolia Ave. }I |
3 NAME OF a. (Firsh) b. (Middie) <. (Last) “DATE (Mot (Dap) _(Yem
(Twpeor Print)  ANNA 0 'ROURKE DEATH Aug. 2 1955
5. SEX / 6. COLOR OR RACE | 7. MIADR.O%}ED. i‘é‘];‘vggcfggRglED,/ 8. DATE OF BIRTH Q.I:GE (lo ,ve;n l\: Ug.u | YEAR | I UNDER u mms.
. {8pecif t on Days | Hours | Min.
Female White Married "7 lapril 11, 1879 e | |

10s. USUAL OCCUPATION (e kiad of vork [ 10b. KIND OF BUSINESS OR IN: | 11 BIRTHPLACE (0, 0y State cr Forcign Govstes) Ol 12, CITIZEN OF WHAT

dgns doring most of w life, if ratired) o
ousework At Home St. Louls, Mo. R
13a. FATI:IER.S NAME 13b. MOTHER"S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
John Lansing { Unknown George M. O'Rourke
I15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT S SIGNATURE OR NAME ADDRESS
{Yes. no. orunkoown) | (If yea, eive war or datew of service) NO

No ___None None  |George M. O'Rourke 497l Magnolia Ave

18. CAUSE OF DEATH DICAL CERTIFICATION lg;g;l\:AL BETWEEN
, Enter only onecauso per .1. DISEASE OR CONDITION - 7 ! AND DEATH
line for (a), (b), and (c) DIRECTLY LEADING TO DEATH'(a) t H h! 3

*Thiz does mot mean | ANTECEDENT CAUSES

the mode of dying, such | Morbi¢ conditions, if any, giving DUE TO {B)
as heart faflure, asthenda, | Tise to the abore cause (a) stating
de. It meens the dis- the underlping cause last._

|- case, injury, or complica- : DUE TO ()

tion 1ohich caused death. | 11. OTHER SIGNIFICANT CONDITIONS v 2
Cunditions contributing to the death but 7ot QAMD HUean T

. © 4 & | related to the direase or condition causing death. :

19a. DATE OF OP'FI%AN 15h. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
/55 X ves L) o m

2la. ACCIDENT (Bpecify) b PLACE OF INJURY {ox..inorabomt | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)

SUICIDE home, tarm, Iaotory. sirest, offios bldy..et0.)

HOMICIDE
2id. TIME tMenth)  {Day) {Ywar) (Hour) 2fe. INJURY CCCURRED | 21f. HOW DID INJURY OCCUR?

F WHILEAT ] NOTWHILE

o)
INJURY - WORK AT WORK PO )
22. I hereby certif; I aitended the deceased from ;i@agy I.an, to __8.1_.2_, 19ﬂ, that I last aow the deceased
alige on , 19_1"_", and thgl death ab€urred at Ll-lé_ m., from thk causes and on the date stated above.
| {Degree ot titl){ | 23b. ADDRESS 72 | ?TE IGNED
- -
S20% - FZf 3

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A fERMANENT RECORD

u;.;isuméi_. ctzgﬂk 24b. DATE 240 NAME OF CEMETERY OR CREMATORY | 24d. ON (City, town, or connty) { [ Giste)
¥) .
uria Aug.6,1955 | Resurrection Cemeter St. Louls Co., Mo.
DATE REC'D BY L%Céﬁél. REGISTRAR'S SIGNATL 25, FUNERAL DIRECTOR'S SIGMATURE ADDRESS
_5}547:?5- ' riegshauser 228 S.Kingshighway Bl.
L (Licensed Embalmer’s Statemment 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 emb
byme, OoF by ... i s e e aaeas , Student Embalmer No...........

working under my personal supervision..

Student .. .. ...l
Signature of Student Embalmer

P, O. Ad‘dress ......................

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.




