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State Filé No. 14667
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ICATE OF DEATH

PRIMARY REG. ODIST. mO. 1

BIRTH NO. — REG., DIST. NO. Regiztrar's No,o o srresomsmmss
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoased lived. If lostitation: residence before
a. COUNTY a. STATE MissOuri b. COUNTY adinimion?,
b. CITY (1! cuteide corpurate limits, weits RURAL and give ¢, LENGTH OF ¢. CITY d b within limits of
OR nabip)| STAY (in this placs} OR city fowe?
TOW g+ . Touls omase “I Tows  St. Louis T
d. F'L{erls.P{JAMEOOF {If ot in bospital or instisation, give strect address or loeation) || o 'ASJSEEEESFS (If rural, give location) eh TN 7
iNsTiTuTioN ~ St. Louis State Hospital /2 5400 Arsenal Street o
3. NAME QF 8. (First) b. (Middle) ¢ (Laat)
DEaE OF ot 4. Dé'll;E (Month)  {(Dey) (Year)
( Type or Print) aile Kelly veatH  April 10 1956
5. SEX } 6, COLOR OR RACE | 7. MARF&ED. NE#’SSCP&%RRIE /|-8. DATE OF BIRTH 9, AGE (I:hnan ;: UNDIR | YEAR | ¥ CMOER 1 by,
(B } coths | D H Mia,
Female White WPaRRa g ORe June 9, 18688 | “f§" e
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- | 11, BIRTHPLACE e 12. CITt
dona dering most of working life, .:“nu- :odr::l = DUSTRY {City and State or Foreiga (‘nunuyl‘,f,. COUNTZ'EP‘:'?FWI-MT
. DNomastic Iralan Ireland
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND’OR WIFE
, Sarah Frane i
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 15. SOCIAL SECUR]'Ial’ 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yee, np, orunknown) | (Il yge, xive war or dates ol sorvice) N -
No | “%one None Yre O Jobec— 5016 N. Union Av.
8. CAUSE OF DEATH MEDRICAL CERTIFICATION INTERVAL BETWEEN
| Enter only onecauseper | ). DISEASE OR CONDITION _ ONSET AND DEATH
Line for (8}, (b}, and (o | PIRECTLY LEADING TO DEATH" ;) Bronchial 3 days
eclasls
*This does nol mean ANTECEDENT CAUSES
the mode of dying, such | Morbid conditions, if any, giring PUE TO (B)
a8 heard fatlure, asthenia, | rise {o the above couse (a) stating
de. Jt means the diy- the underlying cause last.
care, infury, or complica- DUE TO (e}
fion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS Obesity advanced
Conditions contributing (o the death but not
related fo the diseate o condition causing death. HEATH -hypertrophy-dilatation
13a. DATE OF OPFI%N 15b. MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
l)‘ ‘; / 1\ YES NO D
21a. ACCIDENT {Speciy) 21b. PLACE OF INJURY (e.x.. inorabout | 2Ic. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE bome, fsrm, fuctory, sirest. offios bldy.,eta.) .
HOMICIDE
21d. TIME (Month) (Day) (Year) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY QCCUR?
QF ’ WHILEAT ] NOT WHILE
INJURY WORK AT WORK
22. I hereby certify that I atlended the deceased from ML, to April 10 , 1956 , that T last saw the deceased
alive on April 10, , and that death occurred al m., from the causes and on the date sialed above.

:ﬁxrumz %

(Degroo of {jtle) (i:‘zan. ADDRESS
Zee 22 SO0 Arsenal Street

[ 23c. DATE SIGNED

_14-10-56

24! BURIAL CREMA-
(Bpwelty)

244 DATE

4/12/56

24c. NAME OF CEMETERY OR CREMATQRY
Calvary Cemetery

24d. LOCATION (Clty, town, or county) (State)

St. Louis Miasouri

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

DATE REC'D BY LOCAL
- REG.

25. FUNERAL DIRECTOR'S SIGNATURE ADDRESS

RENCE MULLEN & 301\7’5165 Delmar Bl.

(Licensed Embalmetl Statement on Reverse Side)




- H

STATEMENT BY.LICENSED EMBALMER

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

byme, or by ... .. cissenes M‘_‘“ ............................ , Student Embalmer No,.........

- e ‘l

working under my personal supervision..

Student......cocvmiiriiiiia e tiea e e Signed
Signature of Student Embalmer

Licensed Enxfbalmer No..)é./vi.‘

.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 QWN handwriting.
1€ this body is not embalmed, fact should be so stated above.

AANF T T A F ALkl




