"THE DIVISION OF HEALTH OF MISSOUR1
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Lealth, B
ol FILED JAN 17 1958 STANDARD CERTIFICATE OF DEATH STATEFLEYORER (yeyrs
'ublic
ervice I Registration District No. ——consnen 18Fr|mary Registration District No. Na. 1 mq.‘.._.._ﬁ_w Registrar's No.._______,yg hhhhhh
| k. S b b i
PLACE OF BEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residafice before
300 . COUNTY a. STATE Mp b. COUNTY agehission)
CIOTRY (If outside corporate limits, give TOWNSHIP only) Inside Limits [ C:JTRY Inside Limits
o  St. Louls Yes [J Mo [] owv  St, Louls Yes[] No[]
Flo.lLé_ NAM%}?F {If NOT in hospital, give location) | Length of stay in 1b d. STREET {If outside, give locatien) Reside on Farm
HOSPITAL DDRESS
errrotion. ©t. John's Hospltal - P5ESS 12088 Temm Yor [} No{™]
NAME OF DECEASED First Middle Cd Last 4, DATE Month Day Year
{Typa ar print) 1 OF
John T 0! Ehea peatTH  Jan 6 1958
SEX O] 6 COLOR CR RACE T'MAR}{IEDNEVER marriep[]| & DATE OF BIRTH 9 ,.\EE u_,..::u;; ;:'r:}asn ';:;EAR !::JN‘DER 2:‘:‘Rs.
-} ur. I
| male white wIDOWED [} ovorceoJfAPT'AY 1, 1895 62 l I
: 10a. USUAL OCCUPATION (Giva kind of work dens | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stats or country) f 12. CITIZEN OF WHAT COUNTRY?
-. during mogt af working life, qren if retired) DUSTRY
; vERdTAE Bul Ihiedd cigarettes Ireland USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
3
; Thomas O'Shea not known Daley
1 ]
§. é 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
- = W {Yes, ne_gr unknagwn)| (If yes, glve wor or dotas of service) 1
= 3 Ko - —— s Daiegy 0'Shea  1208a Temm
- o 18. CAUSE OF DEATH (Enter only ane caus r line for (a), {b), and (c}.) . NTERVAL BETWEEN
5 v PART |. DEATH WAS CAUSED BY: GNSET AND DEATH
. W IMMEDIATE CAUSE {a)
3 &
; x
. 'ﬂ‘_’ Conditions, if eny, DUE TO (b)
4 = which gave risa to
3 [ above cavse (o), }
3 r4 stating the under-
: 8 g lying couse lost. PUE TO (<}
s 2 PART H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal disease condition given in PART 1} (a) 19. WAS AUTOPSY
3 =< PERFORMED
A H /9. 2 vES[] NO
2§ x||Z 2o, ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter naturs of injury in PART T or PART Il of item 18.)
2= Zu
vy O 0O |
=2 Y=
2 v RO 20c. TIMEOF Howr Month, Day, Year
1 i o INJURY  am.
. g : 3 p.m.
2 E cz) 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inar obout hame,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
T ow WHILE ATD NOT WHILE O farm, factory, street, office bidg., etc.)
52 3 WORK AT WORK
- d S \ -
2 E 21. lottended the d d fr /—/ 6 $ é - ? end last sow t‘:‘ alive on _u - g
; E Death occurred ot - 7 S50 m on the dute stoted cbove; ond 1o the best of my knowledge, from the covses stated.
3
; = 22e. SIGNATURS' )4/ / {Degree or title) \) 7t ADDRESS 22c. QATE SIGNED
; /Jﬂ q . £~
¥ ’ 3 v /-0
230. BURIAL, CREMATION, b- DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county] {5tote)

BUr1gL”

8

Calvary Cemetery

St.

Loule, Mo,

1/10/195
24. FUNERAL DIRECTOR
J L Ziegenheln & So

ADDRESS

ne 7027 Gravo

i 8

25. DATE RECD, 8Y LOCAL REG.

JANG 58
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STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
BY ME, 0L DY o s e e et e s ena e r e s b +» Student Embalmer No.....................

working under my personal supervision.

Signed g;‘ ...............................................

Student ..o e e ea e er e eans
Bignature of Student Embalmer
Licensed Embalmer Nogg77

P. 0. Address 2.2 AL AN ANl

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 license).

If embalmed by a.STUDENT, he also shall sign in hls OWN handwriting, r\"\ ?'\ H Toaiees

If this body is not embalmed fact should be so stated above.
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