THE DIVISION OF HEALTH OF MISSOURI

S8-038076

. Health,
& Wb-ll.fuu STANDARD CERTIFICATE OF DEATH STATE FILE N&fj )
. volic
h Service IF”_ED UCT 3 0 1misgrorioq District Now oo 8....Pumury Registration District No. 1003 .......... Registrar's N& 1.3_?....w
1. PLACE OF DEATH 2. USUAL RESID {Where deceased lived. If institution: Residence foro
S. 300 a. COUNTY a. STATE . b. COUNTY admissipgh}
1-37 b. cg;r (If outside corporate limits, give TOWNSHIP only) | Inside Limirs c C:JTRY Insifle Limits
/ Tow St, Louls Yos [J N 7o St. Louis Yos[J N []
c. Egls_lla_iymEoOF {If NOT in hospital, give location) | Length of stay in 1% d. STRDIIEQEE-S';S {If cutside, give location) Raside on Farm
O/ nemmion2508 W. Dodier Sk. 42 2% 2508 W, Dodier St|.ve{l O
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yoar
{Type or print} op
Catherine M. O'Brien DEATH 10 19 58
5. SEX 6. COLOR OR RACE 7'MARR|EDDNEVER MARRIEDD 8. DATE OF BIRTH 9. AF,E |.,,';:,,; :::}?ER;LEAR I:ol.:l'NDER 2:“"'“'
F / W woowen]} £ oivorces[]| Oct .26 1883 T .

10a. USUAL OCCUFPATION {Give kind of work done
during most of m‘”ffl'.' wven if ratired)
HOU.S ew e

10b. KIND OF BUSINESS OR

INDUST
ﬁome

11. BIRTHPLACE (City and atate or country)

St. Louis

12. CITIZEN OF WHAT COUNTRY?

Mo, ¢ UsA

130. FATHER'S NAME

Cornelius

Foley

13b. MOTHER'S MAIDEN NAME

Margaret Kinealy

14, NAME OF HUSBAND OR WIFE
Lawrence O'Brlenn

(Yes, MN(

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?

unknawn}| (If yes, glvo war or dates of servica)
- -

16, SOCIAL SECURITY NO.| 17. IRFORMANT
None

John L. O'Brien 2508 W, Dodler St

Address

18. CAUSE OF DEATH (Enter only one cause per lina for (a)(b}, end {c).}

PART 1.

Conditlons, if any,
which gave rise to

above cause (a), }

stating the under-

DEATH WaS CAUSED BY:
IMMEDIATE CAUSE (a)

DUE TO {b)

N

I%TERVAL BETWEEN

MEDICAL CERTIFICATION

ust use only standard nomanclature in item 18, No symptoms will be listed.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

lying cause loat. DUE TO (c) X X
inal. diswase condition given in PART ) {0} 9 WAS AUTOPSY
PERFORMED? A
A YES

20a. ACCIDENT  SUICID| D. (Enter nalure of injury in PART | or PART Il of item 18.)

O O - 42114
20c. TIME OF .Hour Month, Doy, Year

INJURY a.m. ———
p.m. . -

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE E] form, lucfory, streei, office bldg., etc.)
WORK AT WORK

af,

21. | artended the deceosed from

/0 ,/?567

and last Saw

/
-
* alive on dz?lt g!és 2:1
uled obove; ond to the but of my knowledge, from the causes stated.

All dissases in Port | must be gausclly related.

REMOVAL (Specify)
Burisl

10/22/58

Calvary Cemetery

pth occurred at s _ca/' , m on tife date
n@uas (Doq:ec or n‘n.) 22b. ADDRESS Q 7. pAr s /
d (L VO °1 2268 Mexe 5B
3a. BURIAL, CREMATION, | 23b. DATE\"-J 23¢c. NAME QF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or @y) (Sl_en)

St . Loulis

4.

Robert D. Kineadl y 2228 St.LoulsAye,

FUNERAL DIRECTOR

ADDRESS

25 DATE RECD. BY LOCAL REG.

arY 2 158

{Licensed Embeimar’s S'dmmvo:(iﬂ:n‘gut)




STATEMENT BY LICENSED EMBALMER

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

by me, or by , Student Embalmer No. ...................

working under my personal supervision.

Student
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 also shall sign in his OWN handwriting.
If this-body is not embalmed, fact should be so stated above.




