THE DIVISION OF HEALTH OF MISSOURI
. STANDARD CERTIFICATE OF DEATH 59-0 22'?59

el fare
; - STATE Fnt.aumw;;lf.
. U Weegistration District No. Primory Registration DistrictNe. _____ Ragistrur' a7t .._.“,,L ,,,,,

-1« -PLACE-OF DEATH ... . 2. USUAL RESIDENCE (Where doceased lived. If institution: Resi‘dence)’efore
a. COUNTY a. STATFM b. COUNTY udmrs
. issouri. . .
b. CgRY (If outside corporate limits, give TOWNSHIP only) Inside Limirs . || c. CIC;I'RY . .| lnside Limits
Town  St. Louis, Mo, Yes gl No [ Town St, Louis,. L Yesld Mo [
c. FULL NAM%OF {M NOT in haspital, give lacation) | Length of stay in b d. STREET (If outside, give location) | Reside on Form
HOSPITAL OR . T P . ADDRESS . ’
O INSTITUTION DePaul HOS pltal . )_1755 Anderson, . A.ve a| Yes 3 Ne m
«3 NAME. OF DECEASED First Middle Last 4. DATE Month Doy Year
(Typo or print) i - F Pl
Anna M, . Carmody _| DEATH  June 15, 1959
5. SEX 6. COLOR OR RACE]| 7. WARRIED] ] NEVER MARRIED[ ] 8. DATE OF BIRTH 9. AGE {in yoors JF UNDER 1 YEAR] IF UNDER 24 HRsS
{ast Rirthdey} { Months | Days Houes Min.
Female /| White 4 wooweok  oivorceo[]| June 23, 1880 8 |
100. USDAL OCCUPATION (Givae kind of work dene | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {Ciry and state or country} _1 12. CITIZEN OF WHAT COUNTRY?
during mest of working life, aven if retired} IF{:l,)U
Housewife Germany U.S.A.
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME . 14. NAME OF HUSBAND QR WIFE
John Begley Agnes  Sethaler Timothy E,
15. WAS DECEASED EVER IN U),'S, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
(Yas, or unknawn)| (§f ¥ « war ot dates of service) P
Nos: #3577, servies None Eugene Carmody, Carroliton, Illiroie,
18. CAUSE OF DEATH (Enter only one cause per line for (¢}, {b), ond {¢}.) INTERVAL BETWEEN -

PART . DEATH WAS CAUSED BY: e~ . ONSET AND DEATH
IMMEDIATE CAUSE (a) j| MTW/C! qu O ﬂAjMa ala) (: (O‘eﬁv\ ) . N ; ;

DUE TQ (b) M Tjiﬂj_uﬂ( C o gy - MU’M i

DUE T0 () L ALt daaa o, @ duned Lars Mcﬂu&ummeﬂ

Conditions, if any,
which gove sise to }

ebove couse {a),
stating the undar-

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

z lying cause last,

o
: = PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DBATH but not Yslated 10 the terminal disacse canditian glven in PART | (a) 19. WAS AUTOPSY
: B PERFORMED? /
2 /5 7% YESIX] NO [T
. % | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.) ’
) w +
; o O (] L
S 20c. TIMEOF Hour Menth, Day, Yeor
. 2 INJURY a.m.
: x p-m.
- 20d. INJURY OCCURRED 20e. PLACE OF INJURY (#.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
; WHILE AT[:I NOT WHILE D form, facrory, strees, office bldg., ete.) .
f WORK AT WORK .

— - i — P -
i 21. lc"endcdrhedeceosedf;om Tuas (O, ‘lgq Lo o) P t)alfsi ond last saw: aliveon _JoMyp /5. /94 %
E Deoth occurred of —\ru ars _{ ‘:., 95 ‘? m on the date stotediabove; ond to the best of my knowledge, from the couses stated.
f 220, SIBNATURE \/u \/u (Degree or title) 22b. ADDRESS 27¢. DATE SIGNED
I : i -
U tn M) | 39 w32 LuThan Fhor i sl tad Tony (41759
230. BURIAL, CREMATION,| 236, DATE 23c. NAME OF CEMETERY OR CREMATORY 723d. LOCAK[ON [City, tawn, ar county} {State)
REMOVAL {Specify)
Removal 6=-18-59 St. Johng Catholic Cem, Carrolliton, ITNipois,,
24. FUNERAL DIRECTOR ADDRESS 25 DATE RECD. BY LOCAL REG. 24. REG R*S NAT .
? -
Abert H. Hoppe Inc,, L4700 Washington, Blvd. JUN 1659 YL { : 0

I’ 4




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, 0EbY oo e e r e s a e . Student Embalmer No. ...c..cocvvviannnis

working under my personal supervision.

Signature of Student Embalmer
Licensed Embalmer Wq... 4.7,
P. O. Address... LS00 z

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.

1f this body is not embaimed, fact should be so stated above,

- v .
- .
“




