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Coroner cannot certify to a death due to natural causes.

‘I‘JSE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Doctor, coronet, etc. must use only stondard nomenclature in itam 18. No symptoms will be listed. All
fiseases in Part | must be casually related.

THE DIVISION OF HEAL TH OF MISSOURI

XC-2 433
SL-10372

“HirD mAR 18 1957

Registration District Na. ...

STANDARD CERTIFICATE OF DEATH

3 18 -Ptimary Registration District l}ms

10538

TSTATE FiLE Numirzles

. Ragistrar's No, cocveceecee e

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceosad lived.

If institution: Residance bafore

a. COUNTY a. STATE IESSOURI b. COUNTY admissien)
b. Cl':;‘l’ (If outside corporste limits, give TOWNSHIP only) | Inside Limits <. CITY . Inside Limits
0 . CR
row 915 N.Grapd,St.louis,Mo, | 7o7® Moo tomw  ST. LOUIS Yostg NoO

e, FULL NAME QOF {If NOT inhospital, giva location)|Length of stay in 1b
» HOSPITAL O

) & INSTITUTION VB Hospital -

3 q AADDRES.'>6389 SMILEY

{}f ovtside, give location)

Reside on Farm

231 days 4/ YosO NolX
3. NAME OF Firgt Middle " ast A DATE Month Day Year
DECEASED oF
{Tvpe o print) JAMES —_— KIERAN DEATH 21157
5. SEX 6. COLOR OR RACE 7. 8. DATE OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR I UNDER 24 HRS.
MaRRIED [ NEVER MARRIEDT] | Text hirtheas) Formm T B 1-”“" l =
MAIE o WHITE wioowep ] DWOFIQED [l 6—16—.2? 1878 —Z9 78

-} \0a. USUAL CCCUPATION (Give kind of work done

106, KIND OF BUSINESS OR INDUSTRY
dur:nkmmtf{[warkma life, cven if retired)

11. BIRTHPLACE (City and atate or country)

ST.LOUIS, MO, 2

12. CITIZEN OF WHAT COUNTRY?

USA

13, FATHER'S NAME

PATRICK KIERAN

14, MOTHER'S MAIDEN NAME

ELIZABETH TUITE

b~ YES

15, WAS DECEASED EVER IN U}, 5, ARMED FORCES?
(Yea, no, or unknown) | (If yes, give war or dates of service)

S PAW

16, S0CIAL SECURITY NO.

Unknown

17. INFORMANT

VA HOSP.HECORDS,

arr. hv aff,

L

18. CAUSE OF DEATH [Enier only one cause per line for (8}, (b). and ().}
PART |, DEATH WAS CAUSED BY:
IMMEDIATE CAUSE ()

Address

91‘5 N.GRAND,ST. LCIIIS MO.

METASTATIC CARCINOMA CF THE- ESOPHAGUS

IHTERVAL BETWEEN
Si ND DEATH
/ years

2l
-
-
T'ay
N .
onditions, if eny, E TO (b
113] .Q which gcwe' risg fo DUE To ()
g above couse (8),
slating the under- .

2 lying  cause lost. DUE TO ()

o PART 11 OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN [N PART I{a)} 15 WAS AUTOPSY
- /ﬁ y\ PERFORMED?
S ves[] nof &
E 20g. ACCIDENT SUICIDE HOMICIDE | 205. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I or Part H of item 18.)

& O ] 0 .

al .

= [ Pe. TIME OF  Hour  Month, Day, Yeor

b INJURY g, m.

o pom.

uy

E | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (. ., in or ahotd home, 20f. CITY. TOWN. OR LOCATION COUNTY STATE

WHILE AT NOT WHILE Jfarm, factory, street, office bidg., ¢lc.)
WORK AT WORK
6% . to 2-11-57 and last saw m{ah’ve on 2_11—57

m on the date atated above; and to the best of my knowledge, from the causes atated.

21, /‘ g’andod ths (Sfom
Death occurr y/f

- , f22c, DATE SIGNED

2-11=57

(Stale)

24, FUNERAL DIRECTOR

ADDRESS

E,J.Schnur 3125 Lafayette

25. Dfﬁéécolarj‘-o’gt-?'! EG.

2 (J 2b. appRess 915 N.Gram
7 M.0.VA Hosp. St.Louis, Ho.
23a. By 23c. @q: OF CEMETERY OR CREMATORY " 234: LoCATION (City. town. or county)
B q CALVARY - St.Louis Mo,

T

balmer's Statement on Reverse Side
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Tl - . STATEMENT BY LICENSED EMBALMER .

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

DY M, OF By .o ittt ssa st naas , Student Embalmer No...........

working under my personal supervision.. N

e E T L ' S
Signeture of Student Embalamer
ai‘ .
' Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hxs OWN HANDWRITING (Fa
—to comply with the above constitutes grounds for revocation of hcense) I . o
: "7 If embalmed by a STUDENT, he also shall sign in his OWN handwntmg ST
If this B?.dy.,‘.-? .not embalmed, fact should be, .so;stated above, N RIS

T o AN tadoyedsd BEIE mimise .o

.




