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Pl’lm
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STATE FILE NUMBE

8 -
ary Rgglsimnon Dlsmct Ma. ... .5_- .#7_ e Reglsrmf s No. ._../é.h‘..aw _____
£

. PLACE OF DEATH

a. COUN IYSt Lou 1 g

2. USUAL RESIDENCE ({Whare decaaud tived.

If institution: Resclldance before
“ WMo | 5t Lob /A

b. chY (Hf ouisi{eccﬁprgg;lla\ih iv?tTgWNSHIP only) YIns!% Lr;miu c. U 1 1 t G t Insjde Limits
TOWN os [} Mo [ ] rom onlverslty 1; L1/, | v vD0
I c. zglgé.l %«:r% gF {1 NOT in hospital, give locatien} | Length of stay in 1b d. iEIBEIEET (1f outside, give Tocatian)g Reside on FE/
_o INSTITUTION St Maryg Ho anp ? wita Sis:{g Lyndale Yes ] MNe
3 ma:s 3!:"?:;:5,\550 First Middle Last 4, DS;E Meanth Day Year
Bridget Ann Della Bachinski oearn May 13 1959
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (In yaars JF UNDER i YEAR| IF UNDER 24 HRS-
Female | White |, tmelhersmenco| 0 18 Toos | At T R

I0b. KIND OF BUSINESS CR

Own - Home

10a. USUAL CCCUPATION {Give kind of work done

HE PGB L0 e oven i setived)

11. BIRTHPLACE (City and atote or country)

St Loule Mo

12. CITIZEN OF WHAT COUNTRY?

ol USA

13a. FATHER'S NAME

John P McEwan

13b. MOTHER'S MAIDEN NAME

Mgrgaret Naughton

14. NAME OF HUSBAND OR WIFE

Ieo R Bachinskl

15. Wa5 DECEASED EVER [N U. 5. ARMED FORCES?

16. 50CIAL SECURITY NO.
[Yes, no, N-Idnqwn)‘{lf yes, give war or dates of aervice)

None

17. INFORMANT Address

Leo Bachinski 1519 Lyndale

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

IMMEDIATE CAUSE (o}

INTERVAL BETWEEN

ONSET %TH
2 .

PART L. DEATH WAS CAUSED BY:
REH 4

G o,

bepurst *Jﬁ%m‘VW

Conditicns, if ony, DUE TO (b)
which gave risa to
abovs cause (a), }
stating the under-
% Iying cauae last. DUE TO (e)
- PART 1), QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminol diseose condition given in PART I (o) 19. WAS AUTOPSY
s PERFORMED? ¢
i /71X YES[ ] NO[]
21 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
8 O O 0
é 20¢. TIME OF Hour  Month, Day, Year
e INJURY a.m.
E p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabourhome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 torm, factory, street, office bldg., e1c.}
AT WORK P -
21. | ortended the deceased from w w J a /3 m r?und lost 1 snwh " alive on / L m’f \J 5
Deoath occurred ot 5 15 AM m on the date srau{! obo?e, and to the best of my knowledge, from the cuouslnled
220, Wﬁz 2 /WZ 25 J 22b. ADDRESS : ; Z . ’ : 2. DAJE SIGNED
23a. BURIAL, CREMAT'DN 23b. DATE 3: NAME OF CEMETERY OR CREMATDRY 23d. LOCATION (City, rown, or county) {S1ate) / ’

retfBevET”

Calvary

St Louie Mo

5/16/59
24. FUNERAL DIRECTOR ADDRESS
Ortmann ¥ Home 9222 Lackland

25. DATE RECD. BY LOCAL REG.

5~ ) 5=5F

S

Sveriznd uv,

d Embal

26. GISTRAR'S SIGNATURE
W«f /«y@
L~

on Rexsrse !d-)




STATEMENT BY LICENSED EMBALMER

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

.» Student Embalmer No. ‘J..7

by me, or by,

working under my personal supervision,

Signature of Student Em

Signed &?C"@.{cm o 7 Pt
Licensed Embalmer No3§/,7f

P. O. Address.........cocovvvveniirnrenrennes

Student g

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failur
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.




