apt. Heolth,
c., & Walfap
. 8. Public

olth Service

. §. 300
av, 1-57

ymptoms will be listed.

Doctor, coroner, etc. must use only standard nomenclature in item 18. No s

All diseases in Part | must be causoally related.

FILED JAN 17 1958

THE DIVISION OF HEALTH OF MISSOURI
STAN mg izgnncm OF DEATH L _
OB i %, . Primary Rnglslruuon Dulrl:! 11003,............. o Regul%ig_gﬂ-_____“_

Registration District No. ..

47585

1. PLACE OF DEATH

2. USUAL RESIDENCE (Whore deceased lived.

If institution: Residence befare

a. COUNTY a. STATE Mo. b. COUNTY admission
b. CgRY {If outside corporate limits, give TOWNSHIP only) Inside Limits <. CBTRY Ingide Limits
oo St. Louis Yos ] No[] Jown  St. Louis Yos[] No[]
¢, f{glgll;l{:lAt\EogF (1f NOT in hospital, give location) | Length of stay in b gﬁ STREET {{f outside, give location) Reside on Form
] Ranoron#4920 Finkman Ave. A0S OPPPRES 4000 Finkman Ave, | Yes[] Ne[J
3. NAME OF DECEASED First Middle [ Last 4. DATE Month Day Yeor
[Type or print) OF
DAVID J. KINEALY DEATH  Dec, 31 1957
5. SEX 01 s coLorOr RACE] 7. MARRA:DNEVER MARRIEDL] 8. DATE OF BIRTH 9. AGE (In yeors | FUNDER 1 YEAR] IF UNDER 24 HRS.
. la thday) | Menths | Doys Hours Min.
Male white wooveo[]  ovorceo[]| Oct. 23,1888 BY |
10a, USl_.lAl. QCCUPATION (Giva kind of w?rk done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stote or country) D 12. CITIZEN OF WHAT COUNTRY?
ar8HBUEE T YK-SHaple{ B "Hardware |Co.  St. Louis, Mo. U.S.A.

130, FATHER’S RAME

13k, MOTHER'S MAIDEN NAME

14, NAME OF HUSBAND OR WIFE

avid Kinealy Mary Flynn Mary IL,.. Kinealy
|§{. WAS DEkaASED EVER IN U. 5. ARMED FORCES? 156, SOCIAL SECURITY NO.| 17. INFORMANT Address
A 4= 7Rl 1 £ o5 o < Wi - ol e Mary L. Kinealy 4920 Finkman Ave.

18. CAUSE OF DEATH {Enter only one ccuse per lin

r {a}, (b), and {(c}.}

PART b DEATH WAS CAUSED B
IMMEDIATE CAUSE (o)

Aéumhwa/dﬁ ﬁ%ﬁ&bw

INTERYAL BETWEEN

OﬁET AN%DEATH /

USE OMLY BLACK INX OR RIBBOMN TYPEWRITE IF POSSIBLE

U

Decth occurred at

Conditlons, if any, DUE TC (b}
which gave rlae 1o }
chove cause (a),
tati h. dur-
z fying caces. lasr. } DUE TO (c) [SH# X
E PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated to the tarminal dlseass condition glvan In PART | {a} 19. WAS AUTOPSY
< , PERFORMED? 4
i . YES[] NO
& | 20o. ACCIDENT SUICIDE "HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18]
w
u O O O
S| 20c. TIMEOF How Month, Doy, Year
2 INJURY a.m.
X p.-m.
20d. INJURY OCCURRED _ 20¢. PLACE OF INJURY (e.g:, inor abouthome, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
\VHlLE ATD NOT WHILE D farm, fuc!ory. streat, offlca bldg ., otc.) .
AT WORK
21. | ottended the deceased from Fn[wn on_ /.2 /2 057

1?%! /E's/ln /2/3//;7 ond last sow
m on the date mned above; ond to the best of my knowledge, from the c’cu:.l stoted.

(Degree or ﬂﬂo) o) 22b. ADDRESS 22¢. O ED
_422? A/? 4455276ﬂé;qn£( ‘ /)’5”75 7
23a. BURIAL, CR ATION,| I3b. DATE 23: NAME OF CEMETERY OR CREMATORY 234. LOCATION (Clry, town, of county} '(S[m)’
REMDVAL ( ify)
Removal | Jan.3, 1957 Resurrection Cemetery St. Louis.Co. Mo.

24. FUNERAL DIRECTOR

Kriegshauser 4228 S.Kingshighwaj

ADDRESS

25. DATE RECD, BY LOCAL REG.
. l'E

3157

jEGI STRAR'S SIG

TURE

:wzf)»ae

{Licensed Embalmes’s Stotement on Reverss Side}




e . . 4
L4
St
o
. -
e g B S .
T - » 7 .
- <
v s - PR e
P I =
.-
. . . . M v ! 0 - J 4 ' == 3
- . t
. -~ - -
7 e i Moy

STATEMENT BY LICENSED EMBALMER

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

DY me, OF DY i e e e b e ., Student Embalmer No....................

working under my personal supervision.

SHUAENME  tervenirrnierin i citteevenersee b rees s seessn Signed....mﬂ..ﬁ..

Signature of Student Embalmer
Licensed Embalmer No.. - Q?/

P. O. Address 7222,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITIN
to comply with the above constitutes grounds for revocanon of license).
. * If embalmed by a STUDENT, he also shall sign’in his OWN-handwriting.. .- 7 A
" If this:body is not embalmed, fact should be so stated above.

- - .

LR W . L -t

. (Fdilure #




