4

No. 300
10.48

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

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH State Fie Now.

FILED MAR 12 1956
" REG. DIST. NO, é’ 1 PRIMARY REG. DIST. MNO. _iﬂ‘ !\'m:’:!mr':No.....\f..é..i.........._.

BIRTH NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where detoased lived. 1f institution: residence befors
a. COUNTY . 'a- STATE dintralon?,

St. Louis

b. CITY (If cutcide corpurate limits, writa RURAL and gire
rown Kirkwood o)

d. FULL NAME OF (If oot in b give atrect address or location)

WermononSt. Joseph's Hospital

COUNT
> Yst. Louls

d b !}uldmn ﬂu:mugmm of
a rity qf incorpora {own?
v TR D

Mo,

c. LENGTH OF c. CITY

ot 485
Y hedths -rown:Richmondé’Height

. STREET (If ranl, give location}
*' ADBRESS

itaf or i

INSFITOTION 7235 Delta Ave,
3. 6'5‘?;"&5 SOE'::) a. (First) b. (Middle) ¢ (Last) I 4. DS'II':E (Month)  (Day) {(Year
(rypeor piny SLSTER MIRIAM CLARE McDONALD oeath  Feb, 20th 1956
5. SEX [ 6. COLOR OR RACE | 7. M]ARR{.IJEB Ns‘yggcnésﬁglzgf £)| 8 DATE OF BIRTH 4 5. AGE (o yean] i uoce 1 vk » oo i .
Female White | “BYRe{e " “**! Dec. 14th 1893 &% [“E|°E ™™
108, USUAL OCCUPATION (Givekiad ot work | 100. KIND OF BUSINESS OR IN. | 11. BIRTHPLACE

(City and State or Forsiga O:mnny)_,o 12. CLTIZE'::,OF WHAT

St. Louls, Mo. FugRy,

14, NAME OF HUSBAND'OR WIFE

done during most

Sister

13a. FATHER'S NAME

1R Fellglontst. Joseph Sisters

13b, MOTHER'S MAIDEN NAME

7559.

» Malachy McDonald

Catherine W

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

(Yea, Bo, o utikmown) | (I yes, give war or dutes of serviee}

——o---- None

no

——s.

16. SOCIAL SECURITY
none

17. INFORMANT" §

S SIGNATURE OR NAME

ADDRESS

Sister Ann Catherine 7235 Delta Ave.

18, CAUSE OF DEATH
. Enter only onecause per
line for (s}, (b), and (¢}

*This does nol mean
the mode of dyinp, such
ox keart faflure, asthenia,

1. DISEASE OR CONDITION

ANTECEDENT CAUSES

the underlping couse lasl.

DIRECTLY LEADING TO DEATH® (5

Morbid conditions, if any, giving DUE TO (b)
rise to the abore cause (a) statlag

MEDI AL CERTIFICATION

INTERVAL EETWEEN

ONSET AND DEATZ

de. It means the dis-
ease, infury, or complica-
tion which caused death.

DUE TO ()

11. OTHER SIGNIFICANT CONDITIONS

Conditions contributing ta the death but not
| _related to the disease or condition causing death.

19a. DATE OF OPERA- | 13b, MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
TION
/ 7; X YES m wo [

21a. ACCIDENT {Bpaciiy) 21b. PLACE OF INJURY te.x. Inorabout | 21c, (CITY, TOWN, OR TOWNSHIP} (COUNTY) {STATE}

SUICIDE bome, farm, factory,atreat, office bldg.,at0.)

HOMICIDE
21d. TIME (Month} (Day} {(Year) (Hour) 21e. INJURY OCCURRED | 21f, HOW DID INJURY OCCUR?

WHILE AT NOT WHILE
INJURY = | “work AT WORK [

19_5: lo 19[& that I last saw the deceased

2. ] hereby certify that I atiended the deceased from %!Mﬁﬂ_b__
alive on _EﬁLLq_, 18 , and that death Beeurred at 1. P , from the causes and on the dale staled abaue

(Degree 0 ;meﬁ:f 23b. ADDRESS . DATE SIGNED
Yid Lvan Fef.alfosh
- c. NEME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or county) (5tate)
Feh 22. 1956] Calvary C'emete ry St. Louis, Mo.
DATE REC'D BY LOCA6L REGISTRAR'S SIGNATURE FUNERAL DIRECTOR'S S8IGNATURE ADDRESS
2. -2 ~5"C | Nardont A Q“.ﬂ. MO '0_ 6536 Clayton Road.

(Licensed Embalmer’s Staternent on Reverse Side)




/.STA.TEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embals
DY IME, OF DY oo ittt iir e iarrraccerre e ceiiecsaciatiessemaaaemmasasccsernnnnan P s Studeﬁt Embalmer NOo,.corveennnn..

working under my personal supervision..

Student....coeerri i iiediie s i SignedQZ.

Signavure of Student Embalmer - v : .
.- chensed Embalmer 06[/7‘
. P. O. Addresgxy: 'C7§C> ......
- Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. {Fail
to comply with the above constitutes grounds for revocation of license). .

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
T¢ this body is not embaimed, fact should be so stated above.




