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WRITE PLAINLY—USING TUNFADING BLACK INE—MAKE A PERMANENT RECORD%

FLED MAY 24 1936

BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

____ REG. DIST. NO. _S_ﬂﬂ”“m\' REG. DIST. m-ﬁg. Regizsirar's No.,......

e ruen 19181

({3

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where decesssd lived.

I iostitation: residencs before

10a. USUAL OCCUPATION (GiveXind of work

cﬁn.dnrin;mu;t working lifa, sven i retired)
ousewlie

10b. KIND OF BUSINESS ?Jg‘l‘g“{.
At Home

1. BIRTHPLACE
Herman, Mo.

{City and State or Foreign Comntry) C

8. COUNTY oy . Louis 2 STATE Mjgsouri b. COUNTY St Louid'oleio-
b. CITY (If outaide corpurats imits, writs RURAL and give ¢. LENGTH OF c. CITY Residencs within limits of
R . w: 5T, i OR [peotporul
TOWN Vglley Park semnhia) ol Town Rock Hill 463 ! il e
FULL NAME OF . . STREET. ,
d. e/ Ry E 0 (If not in hoapltal or Institution, give streot address or losatlon) . RN o ru.rt! glvs location
INSTTaTION Moll Nursing Home 1216 McKinley
3, B‘E%’EASOEFD B. (-Ir‘il'st) b. {Mlddle) ¢. {Last) 4. Ds}'E (Month) (Day) (Year)
(Typeor Prit) | FlOTa Sullivan peatn  May 5th 1956
5. SEX / €. COLDR OR RACE | 7 ‘P‘?ARF%I’E% EIIZJESCIEBREIED' 8. DATE OF BIRTH 9, AGE Un n;n ¥ ur 1 TEAR | ¢ unDeR u oums,
\ { 0, L H. Min.
Female Raoed - rine 13th 1879 e o pion -l haad

12. CITIZEN OF WHAT
RTRY?

| ete.

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND’'OR YIFE

»_Julius Blust . Johanna Oberg | Peter L, Sullivan

15. WAS DECEASED EVER IN [J,5. ARMED FORCES? | 16. SQCIAL SECURITY | 17, INFORMANT" &

(Yes. o, or unknowa} | (If yea. xiva war or dates of serviee) NO. ° 5'%15“% 2‘% Nf“e. ADDRESS
No - Hone None Jeds Sullivan

18. CAUSE-OF DEATH: -~ . . - . . ] CERTIFICATION s e Eﬁ'zlo nlv% BETWEEN

Enter only onscausoper | I DISEASE OR CONDITION" P ‘ M NSET AND DEATH

Iine for (a), (b}, and (c) DIRECTLY LEAD!NG TO DEATH (a) » .

 SThis does not mean ANTECEDENT CAUSES 7 ma

Morbid conditions, if any, giving DUE TO (b)
rise to the cbove coute {a)' stum:
. the underlying couse last. .

DUE, TD ()

the mode of dying, such
s heart failure, asthends,
It means the dis-
case, injury, or complica-

+ T

s A b W"

4

IT. OTHER SIGNIFICANT CONDITIONS

" Conditiona econtributing fo the death but not
relaled $0 the disease or condition causing dealh.

tion which caused death,

19a. DATE OF DP'FI%‘?& 19b. MAJOR FINDIRGS OF OPERATION ) 2, AUTOPSY?
_ 4222 | vs[] wB
21a. ACCIDENT {Bpacily) 216. PLACEQOF INJURY (eg..lnorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY} (STATE)
SUICIDE home, Iarm, factory, sireet, offioe bildg, wta.)
HCOMICIDE o .
2id. TIME (Month) (Day) (Year) (Hour) 21e, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
. WHILEAT/—} HOT WHILE
INJURY m. | "WoRK AT WORK . -
22. I hereby certify thgi I aliended the deceased from _L.C.__ IB.u%to ‘u%L 19..@ that I last saip the deceased
alive on . 19 ond that death occurred at i ;m., from‘the causes and on the date stated above.
3. SIGNATURE’ o (Degreoo Zb. AD Zic. DATE $IG
| 1l 22 Dtto, /A

24c. NAME OFPCERETERY
Memorial Park

Z48% DATE

H=Q=t6

24a. BURIAL, CREMA-
TION, RE!Hg\iAL (Bpacity)

OR CREMATORY

24d. LOCATION (Oity, town, or county) / 7 (Btate)
Ste Llouis Coe. Moe

DATE REC'D BY LOCAL ; REGISTRAR'S SIGNATURE

g

§-8-5C |l b N

75, FUNERAL DIRECTOR' 8 S1GNATURE

JAY B

TH Ma lewood, Moe

o Statement on Reverse Side}

ADDRESS




.+ STATEMENT BY LICENSED EMBALMER
‘:\:

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emt
by me, or by ........... retesatammrae e e aaeeeree e aneaebesaedasitaenTaraanaarnir e nn , Student Embalmer No.......... |

working under my personal supervision.. |

|

|

i .

i Student .. ...oiiii it Signedé&_..é’...
‘ Signature of Student Exbalmer

]

Licensed Embalmer No. ﬁ’;é

P. O. Address..ﬁ..:? ..... Lo /8

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 emnbalmed by a STUDENT, he also shall sign in his OWN handwrttmg

T4 this body is not embalmed, fact should be so stated above. - -

- . . . : i -




