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STANDARD CERTIFICATE OF DEATH

__________________ 3 1_8nmury Rugummcn Distriet No. .—_1003_-__-_._, Reguh—ur s

e oy

STATE FILE

r

1. PLACE OF DEATH 2. USUAL RESIDENCE ({Where deceosed lived. If innnuhon.Res&;ﬂ:W
. COUN . STATE b. COUNTY admissi
> COUNTY ° Mo. " 'st.Louls
b. CITY {If outside corporate limits, give TOWNSHIP only} Inside Limits c. CITY A/ Joz é Inside Limits
OR Yerl No [ o c Yegt] No[
TOWN . o TowN__Universt © °
c. FgLL NAM%OF (1t NOT in hospital, give location) | Length of stay in 1b d. STREREE'gs ' {If outside, give location) Reside on Farm
HOSPITAL OR ADD
44 isntition DePaul Hospital h~days r 7 6519 Crest Ave, Yeos (] No[]
3. NAME OF DECEASED First Middls T Last 4. DATE Month Doy . Year
{Type or print) oF
Della Je Connors DEATH Sept ,15,195
5. SEX 6. COLCR OR RACE| 7- 8. DATE RTH 9. AGE (1 FUNDER 1 YEAR| IF UNDER 24 HRS.
1 MAR%DENEVER MARR'EDD 2:? last g:r:::;; Months | Days Hours Min.
F. W winowen[ ] pivorcecl ]| June 3g=1888 ] J
108, USUAL OCCUPATION {Give kind of work done | [0b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stote or country) 4( 12. CITIZEN OF WHAT COUNTRY?
during mast of working Hie, even if ratired) INDUSTRY «
Hous e-at home Ireland U,S.

13a. FATHER'S NAME

James Naughton

13b. MOTHER'S MAIDEN NAME

Margaret McGlauhlin

14, NAME OF HUSBAND OR WIFE

Mr.John L.Connors

no

I5. WAS DECEASED EVER IN U, 5. ARMED FORCES?
(Ye3, o, or unl:mwn)'(lf yes, give war or dotes of service}

nons

16. SOCIAL SECURITY NO.

17. INFORMANT

Mr.John L.Connors,6519 Crest A

Address

U

PART 1.

18. CAUSE OF DEATH {Enter only one cause per line for {a), (b}, and (c}.}
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

C(/Ff

CaV.ehs

INTERVAL BETWEEN

O‘P-?EZAND EEA‘I;H

Gt~ ey + MW

10-/5 J‘r,ff'i

Conditians, if any, DUE TO (b}

shich gove rize o } tericacierosis & Hibertension
stoting the vader-

tying couse last. DUE TO (c)

PART W: OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO-DEATH but not related 1o th. termingl dlsoc-- conditien given in PART | {a)

19. WAS AUTOPSY

' PERFORMED, |
® W 7 é(}-»{,u_-v\ 3 3/ Y H YES[] NO ,
20a. ACCIDENT SUICIDE "HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. BEM« nature of injury in PART | or PART H of item 18.). . |
o o O
2c. TIME OF .Hour Month, Day, Year ]
INJURY  am.
p.m.
204. INJURY OCCURRED ’ 200 PLACE OF INJURY (e.g., inor gbout home, 20i. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, factory, strest, oihc- bldg., etc.} . ~
WORK AT WORK

21. | attended the deceased from
Death occurred ot

, 10

Sy K- :
- “hzhS pm,

q / f- 5'-7 ond last lu\-.t‘l»_glw- on

mon tha date stated abéve; and to the best of my knewlodge, from the cauvses stot

7]

g./5.

22a. QGWM title} m «De ﬁ

22b. ADDRESS h95 aryl
b g3 Veag o€

22¢. DATE SIGNED
27657

M

23a. BURIAL, CREM.ATIOH

R ﬁa‘suﬂfﬂ

3b. DATE

Sept.18,1957 |/

i-;c NAME OF CEMETERY OR CREMATORY' -

Calvary Cemetery

234, LOCATtO (Ciry. rccm,orcomn-} B

St.Louis Missouri ,

{Stote)

NE lﬁﬂ cron

ADDRESS I
3840 Lindell B Vd

25. DATE RECD. BY LOCAL REG.

SEP 1657

26. EGI.‘:ngR S ?fHATUR

LB~

{Licensed Embolmer"s Statemant on Reverse Sida)

‘7’(}6.
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. .~1STATEMENT BY LICENSED EMBALMER .

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

by meyror by . 2 i aereearees eeeeeeereeeaneeas ., Student Embalmer No. .....c...ecuun.n... .

working under my personal supervision.

........................................................

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failu
to comply. 3 w:th the above constitutes grounds, for revocanon of-hcense) s
. If embalmeéd by % STUDENT, he also shail’ Sign in his OWN handwritirg. - *

! If this body is not embalmed, fact should be so stated above
’ ""L- Teat1nl 31_. v

draas woit

- - . - -




