fllEomaY 11989

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

gistration District No.

Primary Regisiration Distriet No.

22810

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. if institution: Residence bqfure
a. COUNTY a. STATE 1y b. COUNTY admigtion)
O
k. CgY (If outside corporate limits, give TOWNSHIP only} Inside Limits <. ClOTRY Inside Limits
R . +
TOWN 5t. Louis Yes (] Na [ Town St, Louis Yes[] Ne[]
c. FULL NAME OF (If NOT in hospital, give location} | Length of stay in 1b d. STREET (I outside, give location) Reside on Farm
HOSPITAL OR ADDRES
6 _smmution S9t. John's Hosyp. »068 Itaska St. Yes ] No[J
3. NAME OF DECEASED First Middle Last 4. DATE Month Doy Year
(Type or print}
MARGARET B. TAAFFE pEATH  Mar. 18 1959
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH IF UNDER 1 YEAR| IF UNDER 24 HRS.
t : uarrieo[]Never uarRiEDE) T Ao P [ G P l i
Female | White p mooweo§  oworceo{liSep. 21, 1880 | V¥

100. USUWAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR

durl 9 mosr OFI:”" lifw R’" '%“‘"d) SdNDUSEéS V - &. B]B.I‘ney Co L

11. BIRTHPLACE {City and state or country)

St.Louis Mop.

O 112 cITIZEN OF WHAT COuNTRY?

U.S.A.

13a. FATHER"S NAME

Patrick Taaffe

13b. MOTHER'S MAIDEN NAME

Margaret Flynn

J4. NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
{Yas, no, unhaown)l (If yas, gi or or dotas of service)
Mo Norie

16. SOCIAL SECURITY NO.| 17. INFORMANT

Address

404 -07-2560a Mary J. Schade 7068 Itaska St.

IMMEDIATE CAUSE () CEREBRAL -V ASE ULAR

stating the wnder-

18. CAUSE OF DEATHAEM« only cne cause per line for (a), (b, and {c).}
PART |. DEAT

WaSs CAUSED BY:

INTERVAL BETWEEN
ONSET AND DEATH

ARYERI8SeLB RSy DY

/7 wrRsS.

which gove riss to
above couse {a),

Conditions, if any, } CUE TO (b} /'/YPEKTENSH'/E HRTER {0 BCLERITE DISEASE

D Ea il i Ty )

J BN

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

lying cavse last, DUE TO (c)
PART Il. GTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal disease conditian glven in PART I (a) 19. geg;ggggg‘(&
?
ALCRREAE — DeaeBi rust UL e rog Yes[] NORK]
20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
] O [
W¢. TIMEQOF  Howr  Month, Day, Year
INJURY  am.
p.M.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,f 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NQT WHILE 0] farm, factory, sireet, office bldg., etc.)
WORK AT WORK
21. | ottended the daceosed from Z&!G};ﬁ(‘ ) 10 ; ! 5 T R / ?', { fJ—? aond last saw ::;_n“va an MAR . ! ;', { f J“?
Death occurred ot q M 3 A 'S m on the date stated above; and to the best of my knowledge, from the causes stated.

WML WML Bl LR WRE WY iUIGUIG UIReNCIdIure ii e 15, NO sympioms witi ke lis1ed.

All diseases in Port | must be causally related,

220, SIGNATURE - (Dew “1 22b. ADDRESS 22c. PATE SIGNED
N\ assl /T cky WEE3 Y Ypetk Tioed __|8715/5F

mﬁf—{e}mno [ fab. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, tawn, or county) bstare)

RE. ecify) .

urial/  {Mar.21,1959|Calvary Cemetery st. Louis, Mo.

24. FUNERAL/DIRECTOR

shauser 4228 S Kingshighway

ADDRESS

25. DATE RECD. BY LOCAL REG.

MAR 19 59

ISTRAR"S SIGNATURE

-

{Licensed Embalmer’s Statement on Reverss Side)

g B




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 BY .otuiiiimimic it e

working under my personal supervision.

YA (=] 1| AU PO PPPPPPR Signed .. (SRl % Nl
Signature of Student Embalmer i

P. O. Address......coovmeviinnmnrcennnninien

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.




