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Doctor, coroner, etc. must use only stondord nomenclature in item 18, No symptoms will be listed.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseages in Part | must be causally refated,

FILED JAN 13 1958

Registration District No. ..

THE DIYVISION OF HEALTH OF MI550URI

STANDARD CERTIFICATE OF DEATH

3“1 8,Pr|muty Reglsfranon Dlﬁrl:f Ne..

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution:-Residence before
o COUNTY a. STATE Mo b. COUNTY admission
.
b, CITY (If outside corporate limits, give TOWNSHIP only} Inside Limits ;‘, * e CITY Inside Limits
RS &% St.Louis, Yes O ne[J {17+ (G4 St.Louis, Yes(J No[J
c. Fg].é'. NAM%OF {If NOT in hospital, give location} | Length of stay in 1b . STREET {If cutside, give location) Reside on Form
HOSPITAL OR 4 1 DDRESS
ot City Hospital 108 B 8549 Partridge Yos [} No 3
3. NTAME OF DECEASED First Middle Last 4. DATE Menth Day Year
(Type or print) QF
J AMES J. FLYNN oeati Dec. 21, 1957
S. SEX o & COLOR OR RACE 7‘MARR|ED[:] NEVER MARRIED[ ] B. DATE OF BIRTH 9. AEE “i,, ,,;:;; ;.:J..’:ﬁﬂti);fm IEGUU:DER z:utas.
Male White wooweo[]  ovo@esKl|July 12,1894 5

100. USUAL OCCUPATION {Giva kind of work done

10b. KIND OF BUSINESS OR

11. BIRTHPLACE (City and stgts or country) 12. CITIZEN OF WHAT COUNTRY?

D

“Graerty "t st "¥ifcent Hosp. St.Louis,Mo. U.S.A.
13e. FATHER'S NAME 13b. MOTHER*S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Michael Flynn Mary Teefey Mary Flynn
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address

(V.Yoe § unknqwn]ltli v-wi:wu-r #i!n of service)

Mrs.George Fox-8549 Partridge Ave,

18. CAUSE OF DEATH {Enter only one couse per line for {g), (b), and (c)

PART I. DEATH

IMMEDIATE CAUSE (v}

WAS CAUSED BY:

;/Mﬂ‘d

TERYAL BETWEEN
SET AND DEATH

-

MEDICAL CERTIFICATION

Conditions, if oy, DUE TO (b)
which gave rise to
above cause (a), }
atating the under-
lying couse lasth DUE TO (¢}
PART Il. OTHER $IGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the termital dissass cendition given Ln PART | (1) \gégéu MEI‘.SIY
?
YES No ]
200. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
O o O ol g5 O
2¢. TIME OF .Hour  Meonth, Day, Year o C
INJURY  a.m. '
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor chbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY .. STATE
WHILE ATD NOT WHILE D form, factory, street, office bldg., etc.) . .-
WORK AT WORK PN
21. [ and last saw 7 alive on

Dnull:_o_:_gyx;kd ot

| attended the deceased from

m on the the date stated above; ond to the best of my lmowladgc, from the couses stated.

22c. QATE SIGNED

/1-—.2.3—J—7

__ez-aug_

23a0. BURIAL, 10X, | 23b. DATE OF CEMETERY OR CREMATORY 234. LOCATION {Ciry, town, or caunty} {State}
REmEWHT™ 12/24/57 . _1ona1 Cemetery ‘St.Louis County, Mo.

.

FUNERAL DIRECTOR

ADDRESS

Kriegshauser-4228 S. Kinghsighw

25. DATE RECD, a'r LOCAL REG.
a]  OEC2

zﬁsolsrmn-s SIGNATURE

4 Embolmur’s

(i

on Raverse Side}

/" “ix J &
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STATEMENT BY LICENSED EMBALMER
1 hereby certify thaf the body whose namé i5 trecorded on the reverse side of this certificate was embalmed
DY M, OF BY oe.veeuceeniarieecreeesnarrenearsnnnsbesseseees reneseessisesesenesessssssnnasanassnsnns .» Student Embalmer No. ......ocerurecnees
working under -my personal supervision. *
Student oo s e e
Signature of Student Embalmer
Note: The above-MUST BE SIGNED-BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
.o tocomply with the. above constitutes grounds for revocation of hcense) ) . . 3
‘If ' embalmed by'a STUDENT, he also shall siga in’ his OWN handwntmg N N
If this body is not embalmed, fact should be so stated above.
RS C s ST . L T
R i L. Vo LT . S UTURC L S T




