. MNg/300

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

WRITE

FILED NOV .

. THE DIVISION OF HEALTH QF MISSOURI _
7- 1956  STANDARD CERTIFICATE OF DEATH state Fie o OO4EL2.

REG. DIST. NO. -3‘ 2 FRIMAIRY REG. Df‘ST- Nﬂo_iﬁl__. Rtgr:lrar:No_..fa‘{g(

'plRTHNO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Wbere deconsed lived. If institution: residence before
a. COUNTY oo 8. STATE , b. COUNTY , _ miininglon}.
St.Louis Mo. - St.Louis

b. CITY (1f cutside corpurate limits, write RURAL and give
R
TowN University City

hip) § AL)"ENGEH EF) © CITY g) ;f 4l l?lrlld!n‘;e ﬂmmwunuwt.,g
l.o' 1 t' ] () L5 Ia! n?
- sf.,lf e TSN University Y & g N

o

(Yes, pp,orunknown) | (If yes, kive war or dates of service)
Ho i

d. FIEIJEIS:PF'II'AAMLEOORF {If ot in hospital or institution, give strest address or locailon) . ASDTI%%EE;S {If rural, give location)
INSTITUTION 7290 Princéton Ave, 7290 Princeton Ave,
3. NAME OF . (First b. (Middle) o. (Last
DECEASED 53 lhr)l : ¢ J orT 1) & DAL= Monéh) 57 (Year)
{ Type or Print) o 5 . oole pearn Oct.21, 19
5, SEX 5. COLOR OR RACE | 7. #ﬁo%ﬁ%% le\yggcrggamao, 2 8. DATE OF BIRTH 9, At‘;m%:e;n o :Dm ¥ Gnber u A,
(Bpecity) ¥, on ayn | Hours | Mia.
M, W, He June 16,1890 66 - | |
10:v2§£ﬁE;OCELJ(mIL(iT§;GweHndofwork 105 KIND OF BUSINESS OR IN. | 11. BIRTHPLAE:E (City s State or Forsiga conntry) & ﬂécmiERP“t?F WHAT
TceoF JIUHETS berg Ins.Co. St.Louis,Missouri ey .
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. WAME OF HUSBAND’OR WIFE
. Michael J.0'Toole | Mary McNeary Mrs,.Lorriane 0'Toole
i5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGMATURE OR NAME ADDRESS

7R.04-O 75?'5-1“11'5 .Lorriane O'Toole,7290 Princeton Ave.

18, CAUSE OF DEATH
. Enter only onaeatise per
linefor {a), (b), and (&)

*Tkis does nol mean
the mode of difing, such
as keart fallure, asthenia,
etc. It means the dis-
case, inflry, or complica-

MEDICAL CERTIFICATION U.le INTERVAL BETWEEN
1. DISEASE OR CONDITION ] ORSEJ AND DEATH -
DIRECTLY LEADING TO DEATH® (5 W‘\ Gt

Ed
ANTECEDENT CAUSES
Morbid conditions, if any, giving DUE TO (b)

rise {0 the above cause (a) slating
the underlying canae last.

DUE TO (g)

tion which caused death.

11. OTHER SIGNIFICANT CONDITIONS . .
Condilions contributing to the death but no! ; f / 7’ :
related {o the discase or condition causing death, M 7/ t

19a. DATE OF OP'IEFOAINE ] 19b. MAJOR FINDINGS OF OPERATION . : 'ED. AUTOPSY?
. Sl X yes L wo
2ta. ACCIDENT (Bpacity) 215, PLACE OF INJURY {e.c..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) {STATE)
SUICIDE . home, Iarn, factory, street. office bldg. 010} .
HCOMICIDE L
21¢, TIME (Month) (Day} (Year) (Houn) | 2le, INJURY OCCURRED 215. HOW DID INJURY OCCUR?Y’
3 WHILEAT[ ] NOT WHILE
INJURY m. | WORK AT WORK

22. I hereby certify that I attended the deceased Jfrom %ﬁﬁ, to _&L, 1937C that 1 last saw the deceased
aliveon ___£0- 3¢ 19 ¥( and thot death occurred a O_Ban., from the causes and on the date stated above.

23a. ?f(jTU RE

{Deg lc) 23b ADDRESS . 23¢. DATE SIGNED
0 M ,1,:5 273 5 M ro.--.ot /0-23-d%

24a. BURIAL, CREIA- 24b. DATEZ 24;. NAME OF CEMETERY OR CREMATORY _LOCATION {Oity, town, of county) (5tate)
Tlﬂi. REMOVAL (Bowolfz)
émov Oct.2l,1956 Calvary Cemetery S.'t.LO‘lllS;MlSSOU.‘I‘i
DATE REC'D BY LOC%L REGISTRARS SIGNATURE DYRECTOR'S S| GNATURE ADDRESS
o-r2-7& 3640 Lindell Blvd.




/ STATEMENT BY LICENSED EMBAL-MER
|
I bereby certify that the boedy whose name is recorded on the reverse side of this certificate was embal

DY M, OF DY ..ot iiiiiieciicitieitarssaacaanttinsarassaanrosnrg o assssasennaenan PR , Student Embalmer No,.............

- Y

working under my personal supervision..

Student....coccuiiinsiraiearscoircesiceriraeaieneane Signed
Signeture of Student Enbalmer

Liceffsed Embalmer N‘oyﬁ/[
. P. O. Addresshif;}./ .....

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fai
to comply with the above constitutes grounds for revocation of license). '

If embalmed by a STUDENT, he alsc shall sign in his OWN handwntmg. '

17 this body is not embélmed, fact should be so stated above.




