No. 300
10.48

o

- THE LAVIDIUN WP FrEALIN W IvilaaiJsUing

F".ﬂ] FEB 4 - STANDARD CERTIFICATE OF DEATH State File No...... ggig
BIRTH NO. 1957 REG. DIST. NO, 318 PRIMARY REG. DIST. NO-._JI 00 Registrar's No. oo in St

i. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. If iastitation: rmidence befors
a. COUNTY a. STATE b. COUNTY aduniselon).
Missourl
b. ClTY {11 outeide corparste limits, write RURAL and cive ¢. LENGTH OF c. CITY 4. Is Residence within lmits of
D .
TOWN g 'b. LOU.J_B,MO . townsbip) %AYw:Ehu placs) TOV\F}N St Louis h ' u iy og\wmnkd town?
d. FH&.PI#-'\AT_EOORF (If ot in hospital or institution, give streot nddress or location) A DRESS (I rurs), give location)
STINSTITUTION  Bethesda General Hospital A/ ?‘ 322} St, Vincent
3. NAME OF a. (First) b. (Middle) / c. (Last) 4. DATE (Month)  (Day)
DECEASED . " ) (Year
(Type or Prind) Matilds Chisenhall ooy January 19 1957
5. SEX 6, COLOR OR RACE | 7. "RJIADF‘!DF;I"ED. rélsgggcaE!BRRlED 4 DATE OF BIRTH 9.1:\.GE {n yeun| i wiocA | YEAR | F Unorn s s
- \ {Bpecify) . t ¥ on Days | Hours | Min.
F H e 1) /PG | UEET |
108. USUAL OCCUPATION (Give kind o work 10b. KIND OF BUSINESS OR 1. BIRTHPLACE  (o:,. . . . 2. Cr
done duri ost of working veunll :elrr::l) - DUSTRY 5 (Ciry “.d State or Foraign Country) 0 st TIZENOFWHAT
ousew None d2eels JAS VA,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR ¥iFE
John Lynch Fannie Stevenson William (Deceased)
15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT" 5 51GNATURE OR NAME ADDRESS
{Yea runknown} | (if yea, wive war o7 dates of sorvice) . .
[ None John Chisenhall,son, L10 DeBalivere
18. CAUSE OF DEATH MEDICAL CERTIFICATION lgggﬁgnw%m
 Enter only onecauseper | - DISEASE OR CONDITION e H
Jie for (o), (b}, and (¢) | DRECTLY LEADING TO DEATH (,,) 7 - - 2of >é§f,_
W $28 B H A g

ANTECEDENT CAUSES
*This does not mean
ihe mode of dying, such | Morbid conditions, if any, gicing DUE TO (b} Q;Z&W SC/&/: é’J/nS'
o2 heast faliure, asthenta, | Tite {0 the abooe caude (a) stating

the underlying couse last. ﬁ p/ M ;ﬂ
edc. N medna the dis-
case, infury, or complica- BUE TO () @Ww jmq

tion wehich caused deoth. | |1, OTHER SIGNIFICANT CONDITIONS I
Conditions contributing to the death but nof trlé_ &- W >

| _related to the disease or condition causing death. W"J‘ ol ] ’
19a. DATE OF OPERA- | 19b,-5YAJOR FINDINGS OF OPERAT) . AUTOPSY? /

?ﬁ“‘-//" /ﬂ;lp’/u P e 4 -éﬁ(//d"y" %Léi/%?é[ﬁ%%)@foii ves i wo (]

2la ACCIDENT 7 Gesctns /| 21b. PLACEOFINJURY s, ln fFabout | 21c. (CITY, TOWN, OR TOWNSHIF) (COUNTY) (STATE)
alélﬁ!chEDE boms, farm, fastory, streat, office bldy..ot0.}

21d. TIME (Month) (Day) (Year) (Houn | 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILE AT NOT WHILE

I

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

INJURY m. | woRK AT WORK
22. I hereby cerlify that I ailended the deceased from i) ,,15_6_, to l=l9:5.7_.._, 1.‘51__, that I last saw the deceased
alive on ~19- , 19 ©7 , and that death occurred at SO m., from the causes and on the dale sialed above.
GNATURE {Degres or title)p] 23b. ADDRESS ' Z3c. DATE SIGNED
A’f MM/ e Wb e Ylakylbawiils l—=/7-57
j_‘a NBtRJER MI S\E.AchﬂA- 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY  §/24d. LOCATION (Oity, town, or county) (5tated
. ¢
emoval . |1-22-1957 Tiedeman Cemetery 0'Fallon, Illinois

R'S SIGNATU 25. FUMERAL DIRECTOR'S SIGNATURE AGDRESS

- McLAUGHLIN'S, 2301 LAFZYETTE AVE.

DATE REC'D BY LOCQ;L

JAN21

(Licensed Embalmer’s Statement on Reverse Side) P




STATEMENT BY LICENSED EMBALMER

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

, Student Embalmer NoO,....ccuaonuue.

Licensed Embalmer ch% -
-7 NN -7 . P. O. Addre»ﬁ.//.. .....

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN H.ANDWRITING (Failt
to comply with the above constitutes grounds for revocation of license). * .

If embalmed by a STUDENT, he also shall sign in his OWN handwriting. ’ |

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

. LT. ot . ) i . . -




