Hoalth | THE DIVISION OF HEALTH OF MISSOURI 58-—034469

s Wl XC-1877798 SL 12898 STAN nAnnéTgﬂml OF DEATH STATE FILE NUWBER
Public . .
' Service Wisnaﬁoq District No, Primary Registration District No. 1 0_0_3_ _________ Registrar's Nu.gim_____
& 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dececsed lived. |f institution: Residance béfore
. 300 a. COUNTY a. STATE MISSQURT b. COUNTY ﬂdmyﬁ
1-57 b. C|TY (If outside corperate limits, give TOWNSHIP only) Inside Limits c CITY | Inside Limits
sow 915 N.GRAND ST.LOUIS,HO. [vefld Ne(D T ST. LOGIS Yesfgd Mo [J
c. Fglgila_l_?:ti%OF {lf NOT in hospital, give location} | Length of stay in 1b iTD%IFE!EET (If outside, give location) Reside on Farm
135 GNVET . ADM.HOSPITAL |18 Days P9 9**™ 1408 B.John Avenue ves 0 o
3 :{TAME OF I?E)CEASED Firsy Middle ".}ust 4. DATE Month Day Year
ype or print] s
JOSEPH MC ANDREW DEATH SEPTEMBER 20, 1958
5. SEX 6. COLOR OR RACE| 7. yuonio0 R dever marmizo[ ]| & DATE OF BIRTH 9. AGE (In yaers JF UNDER 1 YEAR] IF UNDER 24 HRS.
LIAIIE o WHI‘IE _\'!'FDOWEDD DIVORCEDD 1/1/93 l6lg|rlhduy) Months l Days Hours l Min.
10a. USUAL OCCUPATION (Give kind of work dona | 10b. KIND OF BLISIKESS OR 13- BIRTHPLACE {City ond state or country) 4 12. CITIZEN OF WHAT COUNTRY?
uri worklng life, aven if retired) 1 "
{A BrER UKo ST. LOUIS, MISSOURI US4
13a. FATHER'S NAME 13b. MOTHER®S MAIDEN NAME 4. NAME OF H.UéBAND OR WIFE
JOHN G HC ANDREW HAY BRESANHAN GECGRGIA MC ANDREW
13. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16, SOCIAL SECURITY KO.| 17. INFORMANT Address
{Ya r unknqwn)] (IF yes, gi r dates of service) -
YR e Lo81026Ls __|VAH RECRDS 915 N.GRAND ST,LOUIS, 1O,
18, CAUSE OF DEATH (Enter only one cause per line for {a], (b), and {c}.) INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BYBa noinama of right lung with wide spread meta~ GHIER S PEATH

IMMEDIATE CAUSE (a)

stases,.

abave cause (a),
stating the under-

Conditions, if any, } DUE TO (b)

which gove rise to
DUE T0 (¢) / 43 ~

ly standard nomsnclature in item 8. No symptoms will be listed.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

g lylng couse last.
< ':' PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not raloted ta the terminal dlssose condition given In PART | (a) 19. gAS AgTOPSY
2 E RMED?
5 s ves (K] no (]
- =1 20a. ACCIDENT SUICIDE HQMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |l of item 18.)
= Li
i o o O
&8 5[ 20c. TIMEOF _How Month, Day, Year
2 S INJURY  a.m.
% 5 * p-m. 3
2 E «| 20d. INJURY OCCURRED 20e. PLACE OF<INSURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
5 - WHILE ATD NOT WHILE L—J farm, factory, street, office bldg., etc.)
55 AT WORK L] .
& .E. 217 i attended the deceased frem . 9/9’/52 , to 9/20/58 and last sow E;,Laliu on 9(/20/58
Ig A . Docth occurred at : m on the date stoted above; and to the best of my knowledge, from the causes stated.
E‘E 220. JONATURE rd ea or titls} o 225, ADDRESS Z2c. DATE SIGNED
-
iz /iuu, pfrd S (Adi ¥.DJ VAH ST. LOUIS, IISSOURL 9/21/58
J 23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) {Stare)
REMOY AL ify)
BUFTEY™ 9/23/58 Calvary Cem. St. Louls, Mo.

o

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. RE RAR'S SlGNATURE/
Stock Mortuary 2117 E. Grand Blyd. SEP2 258 m '

(Licenmed Embalmer's § o Reverss Side) /7




STATEMENT BY LICENSED EMBALMER

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

., Student Embalmer No. .......ccccoenenees

DY M, OF DY oottt ittt reerts e vasbvastraresasaatancarasredsssbiosnansrinrrrnes

working under my personal supervision.

SEUAENE creecvnrrarirsirinieneneenieenserneenrernsenraeneres Signed .
Signature of Student Embalmer

P, O, :.Address

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 aiso shall sign in his OWN handwriting,
If this body is not emhalmed, fact should be so stated above.



