Heslth,

- Welfare
Public
Sarvice

octor, coroner, etc. must use only stendard nomenclature in item 18. No symptoms will be listed. All

Coroner connot certify to a death die to naotural causes.

diseases in Part | must be casually related.

USE ONLY BLACK {NK OR RIBBON TYPEWRITE IF POSSIBLE

o]

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

STATE FILE NUMBESSQi

Registrar's No. .

1.

PLACE OF DEATH
@, COUNTY

2. USUAL RESIDENCE (Where dececsed lived.

ao. STATE

Mo.

bf COUNTY

If institution: R“idll’l;e _be?)’
L _ron o~ St.louis

b. CITY (if outside corporate limits, give TOWNSHIP only)
St.louis

OR
TOWN

ingide Limits

YGT Neo &1

<, CITY

TOWN -ﬂiChmond Hei hts

2

Inside Limits
YesW NoDO

e. FULL NAME OF (If NOTinhospitol, givelocation)

Length of stoy in Ih

(H outside, give location)

Reside on Farm

32 wstiution Steluke's Hospital| 1idays 4 77 A00RESs 1005 SouMoKnight Rds | vees feo

3 =::I:. :E'D First Middle i Last - {A Dél;_rc Month Day Year
(T¥pe or print) Infant (Female) Dougherty oearn  July 9,1958

5. SEX 6. COLOR OR RACE 7. marmiep (] never MARRIEDE 8. DATE OF BIRTH AGE (In years | iF UNDER 1 YEAR |iF UNDER 24 HRS.

Hemale !

We

" wipowzp [}

pivorcen [

July 8,1958

[9.

Tt hirthday)

Montha | Daya

mmr. I go

10a. USUAL OCCUPATION (Give kind of work done
ost of working life, even if retized)

during

105. KIND OF BUSINESS OR INDUSTRY

11. BIRTHPLACE (City and atato or coaniry)

St.Louds,Mo,

7

12, CITIZEN OF wMAT COUNTRY!

U.S.

13. FATHER'S NAME

James Joseph Dougherty

14, MOTHER'S MAIDEN NAME

Nancy Williams Sallond

I15. WAS DECEASED EVER IN U. S. ARMED FORGES?

(¥es, no, or unknopwnt | (If yea. give war or dater of servics)

no

16, SOCIAL SECURITY NO.

17. INFORMANT

Mr,James Joseph Dougherty,1005 S.McKnight

Address

MEDICAL CERTIFICATION

Conditions, if any,
which gare rigg to

'z cauge (2)
slating the under-
iping  couse last.

18. CAUSE OF DEATHM {Enfer only one cause per line for (a),
PART ). DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

DUE TO (8)

DUE TO (¢}

R.H,

INTERVAL BETWEEN
GNSET ARD DEATH

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDI“ON GIVEN [H PART i{a)

15 Was AUTOPSY

Death occurred at

o5 P53 ;Z.sL_SJEL__
eased fro - . 4 .h.u.n.
m on the date stated above,; and to the best of my knowledge, from the causes stated,

PERFORMED?
b XS
ves [J no

20a. ACCIDENT SUICIDE HOMICIDE | 204. DESCRIBE HOW INJURY OCCURRED, ({Enfer nafure of injury én Part [or Fari 1] of item 18.)
We. TIME OF  Hour  Month, Day, Year

INJURY q.m.

p.om.

20d. INJURY OCCURRED 20¢. PLACE OF INJURY (e. ¢., in or ahout Aome, 20f. CITY, TOWN. OR LOCATION COUNTY STATE
WHILE AT NOT WHILE 1 Jerm, factory, street, affice bldg., ele.)
WORK AT WORK
2. I attended the dec to ; - ,- 5 i and fast saw D%F alive oy -

. DATE

July 11,1958

D

0

22b. ADDRESS

P50 A

23¢. NAME OF CEMETERY OR CREMATORY
St..Charles Borromeo

22¢, DATE SIGNED *
PO C BT A -(0-TT
23d. LOCATION (Ciry, tongA. or eauinty} (State)

St.Charles,Missouri

ADDRESS

3840 Lindell Bly

—

25. DATE RECD. BY LOCAL REG.

d.

JUL 1058

25. REGISTRAR'S SIGN?H

{Licensed Embalmer’s St7tament on Raverse Side)

e D
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I hereby certify that the body whose name is recorded on the reverse side of this certificate wa

by me, Or by .o e

working under my personal supervision..
> 4

Student oo i ieiivasisinaanearaeeas Signed..
Signsture of Student Embalmer
Licensed Embalmer No,./{?{.z
rd
. £ T e JP. O, Address&% j%&
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER. in his OWN HANDWRITING. {

to comply with the above constitutes grounds for revocation of license).
1f embalmed by a STUDENT, he also shall sign in his OWN handwntmg

-r .y
N

[i~this body is notrerpbalmed, fact should be so stated above, IS

3 o T

. - Y



