MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH L) NN g L
DEPARTMENT OF PUBLIC HEALTH AND WELFARE b2 0‘34174
Registration District No. 77 Primary Registration District No. ég_l_cl_-_‘_negutrar ‘s No. _5_-58_____ STATE FILE NUMBER

OnTwssTus  AMENOER ) ey erp o 4ok -
1. PLACE OF DEATH = 2. USUAL RESIDENCE (Whers decessed lived. IF institutior: Residence befors
Vs 300 a a. COUNTY Cola a. STATE, b. COUNTY admission)
Rev. 4/59 % b. cgk‘r {If outside corporate limits, give TOWNSHIP only]) Length of stay in 1b <. Col'll'tY N [ Inside Limits
w
z TowN - Jefferson City, Mo. ToWwN Jefferson City, Mo, [Y=O KO
]C’ .,? b 4 w < Z%;P?ITWEO%F (If NOT in hospital, give location) Inside Limits d. SI.Z[)REEETSS {If cuiside, give location} Reside on Farm
—_—] ADDR
2 % INSTITUTION St Marys Hospital |[v=DO ~O Tanner Bridge Rd |Yen nD
02 lz_i_. [=) g
3 3. NAME OF DECEASED First Middle Last 4, DATE Monith Day Year
(Type or print) QF s
s 7 FRANCES MARY O!'BRIEN beA™H SEPT, 9, 1962
5. SEX 6. COLOR OR RACE 7. Married B  Mever Married [] 8. DATE OF BIRTH | % AGE (last birthday) | IF UNhDER IDYEAR l:UNDER 24 HR
" Widowed [ Divorced (] Months | ay ours | Nin.
s Female White 8/21/98l &) 0 | 18
10a. USUAL CCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. 'BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
& during most of working life, aven if retired) .
g ougewife Indianapelis, Ind Usa
7 , = 13s. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
-t
R Daniel Lynn Margaret Mulhall Steve O'Brien
8 v 15. WAS DECEASED EVER-IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address
< [Yes, no, or unknown) [{If yes, give war or dates of service} 1
o - 18. CAUSE OFf DEATH (Enter only one cause per lins for’ (a}, ; INTERVAL BETWEEN
10 < E PART I. DEATH WAS CAUSED BY: ONSET AND DEATH
= = IMMEDIATE CAUSE (2)
Q =
11 O O
o2 Q
12 92 o 5 Q Conditions, if any, DUE TO (b)
K~ & v |5 which gave rise to
s— - above cavie (a),
13 EE = stating the under-
! - 6 lying cause [ast, DUE TO (¢}
cz) z PART Il. OTHER SIGNIFICANT CONDITIONS TRiBUT G DEATH but led to the terminal PART M1, If deceased was female was
g dizease condition given in PART | (l there & pregnancy in last 90 days.
wn
E § ] O Yes I O Ne I O Unknown
E E 19. WAS AUTOPSY 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
S ] PERFORMED? ] i .,
g o YES (X No O ! e
o} z g e
20c. TIME OF Hour Month, Day, Year .
Z 5 2 INJURY  am. 4 :
b4 8 S p.m. )
g -] 20d, INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in ar about home, | 20f. CITY, TOWN, OR"LOCATION COUNTY STATE
] WHILE AT WORK [ farm, factory, street, office bldg., etc.}
6 NOT WHILE AT WORK (3
o O a
S o E é 21, | attended the deceased from. 9 -1 7 S 7 . to ?— 9' b—z—md last nw‘h;:.alive on 9" 8’&;-
@ ‘;‘ faY Death occurred at ]° t 3% A m,{:n the date stated above, and to the best of my knowledge, from the causes stated,
w = F4) )
":g E 8 8 22a. SIGNATURE 225 S5 [22c. DATE SIGNED
> | |5 e
- v S \
i 23a. BURIAL, CREMATION, | 23b. DATE . CEMETERY OR CRE 23d. LOCATION (City, t V"" county [State)
d Q EMOVAL (Spacify)
P e urial 9/12/62 Resurrection Jeff‘er on City, Mo,
= < | "24. FURERALDIRECT [ ADDRESS 25. DJE RECD. BY LOCAL REG. |26, REPISTRAR'S SIGNATURE
w
= = wede T C MO. /9

[ A Licensed Embatmer's Statghent on R sid
) . ( gany mbaimers 3 ant on Kaverie Si .) - B




. ] STATEMENT BY LICENSED EMBALMER

™~ oo . L - N

| hereby certify that the body whose name is recorded on the reverse side of this cerfificate was embalmed by me,

or by . Student Embaimer No.

.. .
working under my personal supervision.

Student Signed /gm M
Signature of Student Embalmer
L:censed Embalmer No._77 572 /

P. O. Address W@/

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDV\%I:G. (Failure to comply
with the above constitutes grounds for revocation of license). :

If embalmed by a STUDENT, he also shall sign inhis OWN handwrmng

I _this body is not embalmed fact should be so stated above. °

’

”

. " »
= o e e s . *




