THE DIVISION OF HEALTH OF MISSOURI

S, No,300 - ; .
“ % | ALEDSEP 6 1956 STANDARD CERTIFICATE OF DEATH sue rie n2DI0D
! BIRTH NO. REG. DIST. NO. __:____,__8_ PRIMARY REG. DISY. NO. _ma Kegistrar's No.__.:.....'.?M:
0 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. If inatitution: residence before
a. COUNTY E“'Bﬁﬂuﬂ‘i a. STATE Missouri b, COUNTY sd.ntrelon?.
b. CITY (If cutside corpurate llmits, write RURAL and give ¢. LENGTH OF c. CITY d. I» Residence within Uimlts of
wnahip) i o) OR nco n
Town  St,Louls o f%ﬁ%‘i'i 2 own St,Louls .S WMD.:‘ -
d. FULL NAME OF (If ot in hospital or instizution, Eive strvot sddress or locatlon) STREET {Uf rorsl, give locatlon) té b
HOSPITAL ODRI ;
WefiiirSh  chronic Hospital 7 9°"*%600 Arsenal ot
35&}\0!\&%5%[:0 8. (First) b. (Middle} c. (Last) 4. DSFE (M"f‘h) {Day) (Year)
{ Twpe or Print} Edward Finnegan DEATH 7 28/5
5. SEX O 6. COLCR QR RACE | 7. #{\%R‘.!’Eg EIE\YSSCESREIE 8. DATE OF BIRTH 9. AGE (b !’n)nr- z:; Imu;lfﬂ lnl‘uu IF UNDER 4 WES,
X [ t birtbday, on ays | B Min,
Male | white widower 4/11/ 7 B , ™
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE T : , -C2| 12 CITIZEN OF WHAT
d Quring most of working kife, sven if retired) DUSTRY vy and Stete or Forsiga Country)
o Reoter St.Louis,Missouri PISiE.
135, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND'OR WIFE

.

John Finnegan.

Anna Bowes
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=
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«
ﬁ i5. WAS DECEASED EVER [N U.S5. ARMED FORCES? | 16. SOCIAL SECURIh'B’ 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes.no,or unknown} [ {1l yes, kive war or dates of sorvice) . .
3 ‘ Chronic Hospital,5600 Arsenal
E 18. CAUSE OF DEATH MEDICAL CERTIFICATION IgTEE}ML BETWEEN
|4 . Enter only one eause per 1. DISEASE OR CONDITION N AND DEATH
Z [ Itme for (a), (1), and (o) { D'RECTLY LEADING TO DEATH"(y)
5 *This does mot mean | ANTECEDENT CAUSES
- the mode of dying, such | Morbld conditions, if any, giving DUE TO ( -
& as heard faflure, asthenta, | rite lo the above couse (o) dating
= ele. It menns the dig. | ‘he underlying cause loat.
) ease, infury, or complica- DUE TO (c}
2, tion which caused death. | 11. OTHER SIGHIFICANT COCNDITIONS
4 Conditions contributing to the death but nol
53 | _related fo the disease or condition causing death.
> 19a. DATE OF OP‘FJFE)"I'Q 1%b. MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
z : “
= %3 "* YES D KO @
G 2ia. ACCIDENT (Boweity) - " 216, PLACEOF INJURY (o.x..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
b SUICIDE - homae, farts, faatery, sieest. office bldg..ete.}
] HOMICIDE - ) . .
g 21d. TIME (Month)  {Day) (Year) {Hour) 21e. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
: WHILE AT NOT WHILE
| INJURY WORK AT WORK B
L]
; 2. T hereby certify that I auended tfg deceased from 2/ 2 355 lo 7/ <5 " 192, that T last saw the deceazed
;‘é alive on _'ZLB__ and that death occurred ats m., from the cauzes and on the dale slaled above.
E SJGNATURBE ur.leo 23b. ADDRESS '7 . DATE SIGNED
; é %9‘) m 2 ) 5600 Arsenal Street /30/56
E’ u ng..r AL, CREMA- | 24b. DATE y 24cT NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (City, town, or county) (State)
{Boecdiy)
& BirTal ™" 7/31/56 Aalvary St. Louis, Mo,
DATE REC'D BY LOCAL } RE 'S SIGNATURE, - 25. FUNERAL DIRECTOR'S SIGNATURE - ADDRESS
REG.
UL 30195 )Z/JT"E.J .Schnur 3125 Lafayette Ave,

(Licensed Embalmet's Statement on Reverse S_idr)




STATEMENT BY LICENSED EMBALMER

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

byme, orby ............... it eseasenenesantanannaaamanarroasetecanearamraanneran PO , Student Embalmer NO..ccceveunna.-.-.

working under my personal supervision,.

Student....coooeriauomiraroniiiiaiisasiitiiianaans
Signature of Student Embalmer

P. O, Address ...........ccivinennnn..

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN BANDWRITING. (Failu
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 embalmed, fact should be so stated above. '




