All diseases in Port | must be cavsally reloted.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration Disteiet No. _____

LEU FEB 26 1g§§\gil!raﬁcn_ District No.

_99-007145

STATE FILE,

s Registrar's No. 7

1. PLACE OF DEATH 2. USUAL RESIDEFXE {Whora deceased lived. If inatitution: Residenc fore

o. COUNTY . STATE . b. COUNTY ispfon)

b. C’OTRY {IFf sutside corporats limits, give TOWNSHIP only) Inside Limits . CITY Inside Limits

Tomn Ot, Louis Yos [J Mo [] R, St. Louis Vo) No[]

c. FULL NAME OF (If NOT in hospital, give location} | Length of stoy in 1b d. STREET {If outside, give location) Reside on Farm
¢ HOSPITALOR Chronic Hosp. yrs, “m““3726 California Yor [J Mo [
3 (NTAME OF DE;:EASED First Middle Last 4. DATE Month Doy Yaor

ype or print OF - -
Johanna Gordon oearn  2=10-59
5. 5EX 5. COLOR OR RACE 7‘MARR|ED|:] NEVER WARRIED ] B. DATE OF BIRTH &. AGE (In years §F UNDER | YEAR] IF UNDER 24 HRS.
. Igagapirthday) [Months | © R Min.
fe ma].e white wicoweo[ X J- oiverceo(][DAec 20 1877 o} [Montke | ot o l "
10a. USUAL OCCUFATION (Give kind of work done | 10b. KIKD OF BUSINESS OR 11. BIRTHPLACE [Ciry and stote or country) 12. CITIZEN OF WHAT COUNTRY?
during most of werking life, even If ratired) INDUSTRY Mo
Housewlfe . Us
13a FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
~“Michael OBrien Unknown David (Deceased)
13. WAS DECEASED EVER IN U, S, ARMED FORCES? 16. SOCIAL SECURITY NO.{ 17. INFORMANT Address
, no, ik 13 N w r dates of servi
{Yes O{\gowjlt yas, give wor or dates ¢ ice) Jo'h_rl Ries 3726 Cgl.ifomia AVO

18. CAUSE OF DEATHAEHIM only one cause per line for (a), (b), ond (c).)
PART |. DEAT

INTERVAL BETWEEN
ONSE D DEATH

WAS CAUSED BY: . . T
IMMEDIATE CAUSE (o) _Mim / ?-—/ sfny .

Conditions, if any, DUE TO {k)
which gave rise wo
bov {a),
Siine o unier } 23X
E Iying couse lost. DUE TO (c)
= PART tl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but act reloted to the terminal diuclo cendition unn in PARY I (=) 19. WAS AUTOPSY
B / PERFORMED?
£ 2 —_—/ YES[] NO
= SCRIBE HOV«‘ INJURY OCCURRED (Enier nutuu of injury in PART | or ﬁi H of item 18.)
by
-
Ul 2. TIMEOF Hour Month, Day, Yeer
a IRJURY  am.
k3 p.m.
204. INJURY DCCURRED 20e. PLACE OF INJURY (e.9., inor cbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O form, ctory, street, office bldg., ete.)
WORK AT WORK
21. | attended the deceaspd from 7-25-57 , o 2-10"59 mdlcst'sawti:‘ alive on 2-10—59
Death occurred ot : Aally m on the date stated obove; ond to the best of my knowledge, from the causes stated.
22q. SIGHATURE ﬁ 2b. ADDRESS 22c- QATE SIGHED
L0 Zoracecat 3/0457
7 BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 234, LOCATION {City, town, or county) {State}

Moydell Funeral Home 1926 Allen

“gurfal | 2/13/59 Calvary Cemetery St LOuls Missouri
24. FUNERAL DIRECTOR ADDRESS 25 DATE RECD. BY LOCAL REG. 248 R TRA SIGNAJURE

FEB 1159 | 1 _

{Licensed Embolmes’s Statement on Reverse Side})

7 N4




STATEMENT BY LICENSED EMBALMER

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

BY Me, OF bY e RBeliurnnseinineiinmitiesrense it , Student Embatmer No. .........cccocone

working under my personal supervision.

R (T -7 11 Sy PR
Signature of Student Embalmer

Lo L.

P. 0. Address /)7 bl

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 emhalmed, fact should be so stated above.




