ealth,
Welfor
wblic

arvice

300
-57

All diseases in Part | must be cau'sally reloted.

THE DIVISION OF HEALTH OF MISSOURI|

. FILED FEB 14 1958 STANDARD CERTIFICATE OF DEATH A
Registration District No. 8.._P|imcly Registration District Nﬂ-lm.a ___________ Registror’s No. .__--.46 J—
1. PLACE OF DEATH 2. USUAL RESIDENCE {Where dogaosed lived. [f institution: Rusldance bginm
m| !Slﬂn
a. COUNTY a. STATE Mo. nb COUNTY St.I:OUiS
b. CITY (If outside corporate limits, give TOWNSHIP only) [ Inside Limits <. cm' |77 U Inside Limits
4 OR Y Mo ] ¥ No []
TOWN St,Louis exf | owv Bellefontlain Neighbors eslyd No
<. ftglsjrl’]FIAr%SF {f NOT in hospital, give locatien} | Length of stay in 1k d. iTDRD%EE;S {It outside, give location} Reside on Farm
A
O4 msTiTuTion DePaul Hospital 1-day X 7 9337 Nelan Drive Yes(] N[
3. 'NTAME OF DECEASED First Middle 7 Last 4. DATE Month Doy Y ear
(Type or print} . OF
Joseph Ee Farrington pEATH Jan.13,1958
5. SEX 6. COLOR OR RACE|} 7. 8. DATE OF BIRTH 9. AGE (In years JF UNDER i YEAR| IF UNDER 24 HRS.
MARﬂEDENEVER marriEp[] : (bm:d“) tomhe T Baye— T FHaurs e
M, We wiDOWED [} oivorcen[ ] Aug.B 1894 éﬂ l
10=. USUAL OCCUPATICN (Give kind of wark dene | 10b. KIND OF BUSINESS OR 1t. BIRTHPLACE (City and state or country) U] 12. CITIZEN OF WHAT COUNTRY?
rhing lifueven if ratired 5T
REEATT FUrH, "SH188 kN - | S14¢K Furn.Co. St.Louis ,Missouri U.Se

USE QONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

13s. FATHER'S NAME

Patrick J,Farrington

13b. MOTHER'S MAIDEN NAME

Cassie E.,O0'Neill

14. NAME OF HUSBAND OR WIFE

Mrs,Gertrude Farrington

15.
”.’ﬂﬁ or unknown)

WAS DECEASED EVER IN U, 5, ARMED FORCES?
{If yus, give war or dates of service)

14, SOCIAL SECURITY NO.| V7.

INFORMANT

Address

493~05-3729| Mrs.Gertrude Farrington,9337 Nelan Drive

PART I. DEATH WAS CAUSED BY

18. CAUSE OF DEATHAEnInr only ona cause per line for (n) (b}, and (c' ? z

IMMEDIATE CAUSE ({a)

Conditions, if any,

INTERVAL BETWEEN
ONSET AND

EATH
P Y LVNY- 4

above cause [a},
stating the under-

which gave rise ta } DUE TO {b} W

J3R%

% lying couss last. DUE TO (c)
= PART Il. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dissase condition given in PART I {a} 19. WAS AUTOPSY
By PERFORMED?
o YES[] NO
%1 200. ACCIDENT SWHCIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.) ’
wl
5 oD O O
;_J 20¢c. TIME OF Hour Month, Day, Yeor
S INJURY  am.
B3 p-m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, factory, street, office bidg., etc.)
WORK AT WORK
21. | attended the deceosed from 7- 7 , 1o - = and last s::v:: im glive on /“/.3";/
Dwﬂ\‘}r.wrept - Il05 D m on the date stated abovs; ond to the best of my knowledge, from the causes stated.
/ﬂ;mf W" OW h/ Cf 22b. ADDRESS 22¢. DATE SIGNED
vl Al lp 7-39% /- E5E
MEMA'"DN 23b. DATE 23: E OJCEMETERY OR CREMATDRY 23d. LOCATION (City, town, or county) {5tate)
EMOVAL nclly)
_ Burtal Jan,16,1958 lvary Cemetery St.Louis Missouri

25. DATE RECD. BY LOCAL REG.

AN 14°58

ERAL DI ADDRESS
@%%0 Lindell Blvd,

(L d Embal ‘e §

on Revarse Side}

u.ﬁsmst:an's SIGNATURE Z R , )“&
V4 2y ¥
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STATEMENT BY LICENSED EMBALMER ™.

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

3T T 2+ OPPPPN .,» Student Embalmer No. ............cce..0s

working under my personal supervision.

Student «cooiiiiirie e e e nreas i A/ A AV AW LI 2 72 oIV
Signature of Student Embalmer

Licensed almer No..«

P. O. Address_j(

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 llcense) . ) .
If embalmed by a STUDENT, he also shall sign in his OWN handwntmg e ERET
If this body is not embalmed, fact should be so stated above.

. - D




