URI DIVISION- OF HEALTH'= STANDARD CERTIFICATE OF DEATH 59-041632

STATE FILE NUMBER
\ENDED f Lmiyﬁolnbggct N:.?__i_q_g_g.--_---_-._.?rimary Registration District No. ——_________Regisirars 3_--9.642_-
1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceassd lived. If institution: Residence bafore
. COUNTY a. STATE b. COUNTY admission)
. Ma St. Louis "
b. CCI)‘LY (if outside corporate limits, give TOWNSHIP only} Length of stay in 1b . CCI’LY Inside Limlts
W 8t, Louls DOA oW Koch Yo Mo
c. FULL NAME OF (If NOT in hospital, give location) Inside Limirs d. STREET (If cutside, give location) Reside on Farm
HOSPITAL OR ADORESS
INSTITUTON 04y Hospi tal YeE MO Koch Hospital YO Nom
3. NAME OF DECEASED Firss Middle Last 4, DATE Maonth Day Year
{Type or print) OF
: Thomas J. Burke DEATH Oct. 2, 1959
5. SEX 6. COLOR OR RACE 7. Morried (3  Never MarriedfT] [8. DATE OF BIRTH | 9 AGE (last birthday) [IF UNhDER IDYEAR ::unnsn 24 HR
Widowed [ Divoreed ] Maonths Bys ours | Min.
- Male Vhite 1/22/98 161
i 10a, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE [City and state or country) | 12. CITIZEN OF WHAT COUNTRY
uring most of working life, even if retired) .
Eorfer Hospital England USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Peter Burke Brldget Morrissey None
15. WAS DECEASED EVER LN .5. ARMED FORCES? 16. SOCIAL SECURITY NO. |17, INFORMANT Address
(Yes, no, or unknawn) | (If yes, give war or dares of service)
Np bo2_20-2623 [Migs Rothwell 2331 Mullanphy St.
- 18. CAUSE OF DEATH (Enter only one cause per line for {af, (b), and {c). = = INTERVAL BETWEEN
E PART I. DEATH WAS CAUSED BY: —-— ONSET AND DEATH
= IMMEDIATE CAUSE hd
=2 1 v
)
Q
[s] Conditions, if any, DUE TO (bY
which gave rise to
above cause (3}, [P
stating the under- ,
lying cause last. DUE TO () -
= PART II. OTHER SIGNIFICANT CONDITIONS CONTR not rplated 191l terminal PART LI, If deceased was female was
g diseasa conditiongiven in PART | {(a) ) ‘-&A—u“_ there a pregnancy in last 90 days.
g M [
E 19. WAS AUTOPSY 208, ACCI T SUICIDE HOMICIDE Epti i i i
] PERFQRMED? [m} ]
o YES NO O .
= 20c. TIME O Hour Month, Day, Year
g m:unv“" - & » P /0—“%
2| /025 P SR O-eLrders Feek /9
20d. INJURY QCCURRED 20e PLACE OF 1NJ e.g., in of about home, | 204, CITY, T . OR LOCATION UNTY STATE
WHILE AT WORK [ D f factoryAtr office bidg., eic.) -
NOT WHILE AT WORK [ ’ s S fer IR P
7 o
21. | artended the deceased from " *f and last saw :f,:' alive on
Death og;uﬂ‘cd at. /a% £ on the date stated above, and fo the best of my knowledge, from the causes stated.
w Dograd Sk ’ 775, ADDRESS : > 7% DAJE SIGNED
o ATURE (Degr d / c
3 e g3t I s (300 C ([ SINF
;(' s. B . CR TION, | 23b. DATE T 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) {State) £
(&) REMOVAL (Spbeify)
= rial 0ct.21,19589 1 Calveary Cematery a Tonie Mo,
i FUj L DIRECTOR © 'ADDRESS hd 25. DATE RECD. BY LOCAL REG. | 26. R%V\R'S GNATURE
) ,‘%A'/% 7267 Natural Brideel (OCT 21 1950 a,,j zbﬁ% L.
Lo T T
/ {Licensed Embalmer’s Statement on Reverse Side} /j%%




-

STATEMENT BY LICENSED EMBALMER

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

workmg under my personal supervision. }/V M / X
Student . : ion /

Sngned

: ' Licensed Embalmer No. -4//7/%
o P. O. Address Wﬁ‘u—'—g

1
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure fo compi
with the above constitutes grounds for revocation of license). |
If embalmed by a STUDENT, he alse shall sign in his OWN handwriting. |
If this body is not embalmed, fact should be so stated above. ’ ;

-
-

or by Student Embalmer No.

+ Signature of Student Embalmer

-,




