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Dector, toroner, etc. must use only standard nemenclature in item 18. No symptoms will be listed.

All diseoses’ in Part § must be causally related.
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STATE FILE NUMBER

1. PLACE OF DEATH

2.

.. Registrar’s N12331_..
USUAL RESIDENCE {Where deceased lived sidence

. If institlion:
MISSOURI " f"““EJ« il

ore

OR
TovN ST LOUIS,

Yes [} Ne [

a. COUNTY a. STATE admissi
b. CITY (lf outside corparate limits, give TOWNSHIP only) inside Limits . c. CITY Inside Limits

Yes[* Na D

1'\

orR 9
T0WN _FEORTSSANT i

(Yus, MQ“ unkngwn)| {If ﬁl Iiv- waor or dates és-rviu]

¢. FULL NAME OF (If NOT in hospital, give location} | Length of stey in 1b d. STREET (|f oufslée, give iocotlou) Reside on Farm
/4[ HOSPITAL OR DDRESS Yes ] No
9 INSTITUTION _ JEWISH HOSPITAL S CT, (%%
3. NAME OF DECEASED First Middle . 7Last 4. DATE Month™ Day . Year
{Typa or print} OF . *
ANTHONY G. . KELLY DEATH- DEC, 22, 1957
5. SEX {1 6. COLOR OR RACE T'MARJIEDENEVER MARRIED[ ) 8. DATE OF BIRTH 9. AE.Eq “S,ﬂ;:;; ISiTEER;LEAR Iz::u"nsnsa Z:MI:RS.
MALE WHITE wooweo[] __owosceol| SEPT, 18, 1910 | N l !
100, USUAL OCCUPATION {Give kind of work doma | 10b. KIND OF BUSINESS GR 11. BIRTHF‘LACE (City and stote or country] C 12. CITIZEN OF WHAT COUNTRY?
durln mos' ui wurklnq life, even if retired) INDUSTRY C
«S. A, ST LOUTS W SOURT | 1.3.a.
139‘_FATHER 5 NAME 13b. MOTHER'S MAIDEN NAME “. 14. NAME CF H_USBANQ OR WIFE
PATRICK KELLY CATHERINE JANF, KELLY
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NG| 17. INFORMANT Address

JANF, BROADERS KFILY 1345 ST DENIS OT

18. CAUSE OF DEATH (Enter only one cavse per line for (o), (b), and {<).)
PART \. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE {a}

INTERYAL BETWEEN

ONSET AND DEATg

: S T v
Conditions, if any, AN aRALH i
which gove rise to DUE TO (&) b — 0
above causs (a),
stoting the under-
lying cavse last. DUE TO (c}

© PARTII: OTHER SIGMIFICANT CONDITIONS CONTRIBUTING TO DEATH bit'noi related o the terminol dissass cnzdlrmn glven in PART I ()

L0/

T19. WAS AUTOPSY
PERFORMED?
YES[ ] MO

v Cd

MEDICAL CERTIFICATION

2’ ACClDENT SUlClDE HOMICIDE 220b DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 'or PART H of i_t_‘e_d‘:.ls'.)
C 0 0 ' L ey '
20¢. TIME OF Heowr Month, Day, Year
INJURY a.m.
p.m. .
204. INJURY OCCURRED: . | 20e. PLACE OF INJURY (e.g., inor about hams, 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE I:' farm, fu:fory, street, office bldg., atc.) e et Ay T
WORK AT WORK t . E I .

21.. ] ottended the'decéased Frorn lD/j / 4

.

Lo ! 2'/'2‘ 7‘/'7 7un& last ”‘"m‘" on f’l.//"t’/ Z/C,-_'?

Death occurred at

« men ﬁxe dule s?uted ubove, and to the best of my knowledge, fram the couses sta?ed

22, SlGNATUREj We or title)

B‘D

22b. ADDRESS %W Z

22: /E SIG?

23:| LDCAT!ON (Clly, town. or coumy) . o {State)

ADDRESS ol

R

{Licensed Embalme:’'s State

230, BURIAL, CREL’.ATION 23b. DATE - 23c. NAME DF CEMETERY _OR CREMATORY,
REMOVAL (Specify} o -
URIAI 12/2L/57 1 CALVARY: TERY §% LouIs. )
26

25. DATE RECD. BY LOCAL REG.




v

- o B

STATEMENT BY LICENSED EMBALMER F~—__

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

by me, or by .c.veereiieeiiinrn e, reverinieasveceatheenvesrashteraarannnnardnansbbiisinsrarnns ., Student Embalmer No..............

working under my personal supervision.

Student coeeeeeiiciiciirirerire e eeeesrnrans Signed m " w ! ﬁr&@

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

Signature of Student Embalmer ) . .
o T : T Licensed Embalmer No....... VC?A‘S
P. O. Address.. . iG“ML YYIB

_Note: .The above.MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure

to comply with the above constitutes grounds for revocation of hcense) )
If embalmed by a STUDENT, he also shall sign in his OWN handwntmg e
If tlns body is not embalmed, fact should be so stated above. '
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