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‘ <. FgLLI NAMEODF (H NOT in haspital, give location) | Length of stay in 1b d. STREET {If owtside, give lacation) Raside on Farm
| HOSPITAL ORSt  Joseph's Hosp. Life ADDRESS 1431 Ashland Ave. Yer [J Ne[F
| 3. :'JTAHE OF DE;:EASED First Middle Last 4. DATE Month Day Year
int orP
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king lif if catirad) INQUSTRY
ovsewite ™~ e AX*Home St. Joseph, Mo. ¢ UsA

13a. FATHER'S NAME

William L. Kenney

13b. MRTHER'S MAIDEN NAME

Nellie Kenney

14. NAME OF HUSBAMND OR WIFE
Thomas B. O'Meara

{Yas, no, or uquwn}

15. WAS DECEASED EVER IN U, 5. ARMED FORCES?
(If yan, give war or dates of service}

16. SOCIAL SECURITY NC.

191-03-3633

17. INFORMANT

Thomas B. OtMeara 1%31 Ashland

Address

City

PART I.

18. CAUSE OF DEATH (Enter only one cause per line for {a}, (b}, and {c).}
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IMMEDIATE CAUSE ()

. ProatiralSenee

INTERVAL BETWEEN

?SETSD DEATH

w
J
o
a
=]
o
w
w
[
o
&
Cenditians, il any,
& th:hh::c rh:n:o DUE TO ()
- obave causa (a),
=z stating the under-
g g lying couse lonr. DUE TO (c)
.Y PART |l. OTHER SIGRIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated to the termincl disssse condition given in PART | (a) 19. WAS AUTOPSY
¥ =g ;;!" ¢ ' 2 ) I ;  PERFORMED?
= 8= {, Cana m‘ 5 A ves§] No[]
- % [~ Mo. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature ®f injury in PART | or PART il of item 18.)
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< BS| 20c. TIMEOF Hour Month, Doy, Yeor
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4 WORK AT WORK

21. | ottendgB the decoased from
/Peet Gcurrad at ___ ,
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22c. RATE SIGNED

2-/l-S7

a./BURIAL, CREMATION,

s

23b. DATE

*Dr.Jd.L,Yothershead

Feb. 13, 59

23c. NAME OF CEHETERY OR

Mt, Olivet Cemetery

CREMATORY

234. LOCATION {Clty, town, or county)

St. Joseph, Mo,

{State)

24. fFURERM._ DIRECTOR

~
‘>‘

asm Q#va&mo

ADDRESS

25. DATE RECD, BY LOCAL REG.

Feb /2, [958

26. REGISTRAR'S SIGNATURE

225 Clak Sonkel]

(H.g.".d Embalmer’s Statemant on Reverse Side)



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, OF DY L e e , Student Embalmer No. ...................

working under my personal supervision.

L] 1T T+ 1= 1| PPN Signed , L I [F S0l 8L e T
Signature of Student Embalmer

Licensed EmBadmer No.. 220 einienss

P. O. Address,, .00 00 TN

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 licgnse).
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.




