JRI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
FILED VS JUL 12

Registration District So. ____31_8________Primary Registration Dinricl[O_OB________--Rngilfrar's No. _____84.4__1_'

-60-024688

STATE FILE NUMBER

1. PLACE OF DEATH
& COUNTY

a. STATE

Missouri
c. CITY

2. USUAL RESIDENCE (Where deceased lived.

b. COUNTY

It institution: Residence before

sdmission)

b. CCI)TY {If outside corperate limits, give TOWNSHIP only)
R

TOWN

Length of atay in 1b

OR
TOWN

St. Louis

Inside Limity

No O

Yas

<. FULL NAME OF (If NOT in hospltal, giva location}

HOSPITAL OR
INSTITUTION

‘D.O.A. City Hospital

Py
Inside Limits

Yas'D Ne [

d. STREET
ADDRESS

{If cutside, give locatian)

6401a So. Kingshighuay

Reside on Farm

Yea [ No O

DOCUMENT

BY AFFIDAVIT OF

3. NAME OF DECEASED
(Type ar print}

Firsi

. Sue

t Middle

A,

Lally

Last

4. DATE
OF
DEATH

Month
June

Year

1960

Day

22

5. SEX

F

6. COLOR OR

W

RACE 7. Maerried [

Widowed [

Naver Married [X
Divorced [

8. DATE OF BIRTH

1/ /1914

9. AGE (last birthday)

46

IF UNDE

R 1 YEAR

IF UNDER 24 HR

Months

Days Hours Min,

10a. USUAL CCCUPATION {Give kind of work done
mest of working life, even if retired)

duri

13a. FATHER'S NAME

15. WAS E!EEE.SED EEER ih B! ﬂMED FORCES?

{If yos, give war or dates of service}

(Ye1, no, or unknown)

PART I.

lying cause

18. £ OF DEATH (Enter only one cause per lin
DEATH WAS CAUSED BY:

IMMEDIATE

last.

CAUSE (a}

DUE TO (k)

oveto Public Service Bus, at Kingshig

Automobile

13b. MOTHER'S MAIDEN NAME

18, !&ﬁ}!ﬁgﬁ&?ﬁg&
Bﬁﬂﬁhf&%’ﬁemorrh

forearm causling a hemorrhage;

Conditions, if sny,
which gave rise to
shove cause (a),

stating the under-

10b, KIND CF BUSINESS OR INDUSTRY

Club

BIRTHPLACE {City and state or country)

St, Louis, Mo

12, QT

ZEN OF WHAT COUNTRY

U.S.A,

4. NAME OF HUSBAND OR WIFE

l;. INFORMANT

Address

age caused by Fractured

suffered when park be

NTEEQAL BHE\I—\;EEN

S IOMEET AND DEATH

rm and
hch on

Eh1ch_decea3eﬂ_naa_aaaxad_mas_szruck_hx_:an.nger:.
ated by Flora Brady, and deceacsed was then throsn under

hway & Choutesu

PART N.

OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TC DEATH but not related to ths terminal

disesse condition given in PART | {a)

a

Ave.,

bout 5:30

Cn June 22nd,

P.M,

PART 1L I
at

deceased was
there & pregnancy in lzst 90 days. i

ferale  was

IDYG!

I 0 N I 0 Unknown

19, WAS AUTOPSY

205. ACCIDENT
b4

SUICIDE HOMICIDE
+Q o

See Above

20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART [l of item 18.)

20c. TIME OF Hou

INJURY
L

MEDICAL CERTIFICATION

Month, Day,

AK 5.22-60

Yeor |

20d. INJURY OCCURRED
WHILE AT WORK [J
NOT WHILE AT WORK ﬁ

20ea. PLACE OF INJURY {e.g.. in or about home,
arm, factory, sireet, office bidg., etc.}
}

Street

St

20f. CITY, TOWN, OR LOCATION
Louls,

COUNTY

Mo.

STATE

21. | attended the d

d from

0.

6}05 P.M.

Death occurred at

and last saw :::.. alive on

o

m on the date stated sbove, and to the best of my knowledge, from the czuses stated.

(3 IGNATURE '/

22b. ADDRESS

Cr77

22¢. DATE SIGNED

T Go

22s. BURIAL, CREMATION,
REMQVAL (Speci

mova.

b, DATE

s/1

ssé/

23c. NAME OF CEMETERY OR CREMATORY

Sunset Burial Park

St.

23d. LOCATION (City, town, or county)

(State)

Louis County, Mo.

ettt ‘°'°'2°§%"1§l MoE k¥R o,

25, m::z iv ﬁélensc.

{Licensed Embalmer‘s Statemen? on Reverse Side)

gﬂv\k‘? SIGNZURE :
LAt = 1.-



~

asrr-

e st

' 7 "STATEMENT. BY LICENSED EMBALMER

et g Ty
P - - . L T - B )
| hereby certify that the body whose name is recorded on the reverse side of this certificate was embaimed b
» ' N " * . N . ¥
or by B Student Embalmer No.
working under my personal supérvision.
n = )f
Student Signed ((& A 7 _
Signature of Student Embaimer -
. v Co S Licensed Emhalmer No. FLLE
7 =
. - T P. O. Address (\57{’ 4/’!“’

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

with the above constitutes grounds for revocation of license).
- If embalmed by a STUDENT, he also shall 5|gn in his OWN handwrmng \ .

If this body is not embalmed, fact should be so stated above.

. Tt




