DEPARTMENT OF COMMERCE
BURREAU OF THE

5 :
Regisiraty tré't No..__..._z.9_1_ B

MISSOURI STATE BOARD OF HEALTH 3 3 8 b ]

STANDARD CERTIFICATE OF DEATH
Primary Reglstration District Now..o.. :LQO. 3 Registrar's No

State File No.___SFSSz

ACE OF DEATIL;

{a) County.

® Cityortown._____Ste Lopis, Missour

(If putside city or town Limits, writs " RUHAL" and name of w'nlhlp)

(¢) Name of g%pltal rms}huuon,
L]

8 City Hospital #1

{If notin bosph.al or institution, write atreat number or location)

(4} Length of stay: In hospital or Imtituﬂon...............lg _DB‘Y

in this community.

‘Iwify wlml.her

yaors, months or days) -

2. USUAL RESIDENCE OF DECEASED:

{a) s Migsouri.. . (& County )
St. Louis / A

{11 outaide city or town limits, write "HURAL™)

QStreeth 3659 Juniasta St.

{if rural, give location)

(¢} Cityor town

(¢) If forcign born, how long in U. S, A} years.

3. (8) PRINT
FULL NAME

John O'Rielly

3. (b If veteran,

3. () Social Security

name war. No. _.l one .
5. Color or §. (6) Single, widowed, married,
. s Male me White|  geesingle

6. {b) Name of husbandorwife . 6. (¢} Age of husband or wife if

7. Birth date of deceased

SEPE T Y - A— 7

MEDICAL CERTIFICATION

20, DATE OF DEATH: Month—_QehQbeX day....1Be
ym_._._.lgl;_o_ _____ hour_____lo.zli.n—— .minute__ .. Ag.M
21. I hereby certify that I attended the d d from October
S 1940, .. Qotober 15, .. 1940
that Ilast saw b1 alive on_.__..._.__.QG.iLQhBLJé,__ 19.1.]:.0;

and that death occurred on the date and hour atated above.

* Duration

Immediatztzuse of death

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

{Month) {Day) (Year)
8. AGE: Vears Months Days If less than one day Due to.... w.ﬂmw #}l_ ...?”‘Qﬁ_zp‘
72 D 17 hr. min . ;
. s . Due to !
o Bibonce. ST e Louis Wissouri f] WQ ‘
- (Clty. town, or mn}?&i {State or foreign country). B y i
10. Usual occupation. Boiler ker i 5 Other conditions 1
: ) Retired ‘ (incinde preguancy within 3 months of death) N n —
11. Industry ot busl e S R p | pevsian
e ‘John J. 0! Reilly Major findings: \i‘ y .
E 12.. Name = y . : Of operations. : : S
5 Lis. st UMIIOWT Ireland N
™ - :
E 1o Maiden mame. o2t HIFging (Guwe ooastes) of satopsy. Aetral - NI Y hocid be
. be
E{ 5. Birthotace. UTLI1OWTI Ireland ____m
= ’ s 22. If death was due to external causes, fill in the following:

16. (6) Informa

ﬂ%mg,“% m

20DY Juniata ST,

(B} Address__

1, @ ourial

(Burln!. cremsation, or removal)
* () Place: burial or cremation

@ Semte= f B0 W "Grand BIva.

(3) Address

‘(5 Date thereof,

10-17-~40

Calvary Cemet&ry™

vullinene Brog.

(a) Accident, suicide, or homidde {(specify)
(3) Date of occurrence.
() Where did injury oecur?,

{City or town) (Connty) {State)
() DidInjury occur in or about home, on farm, in Induetrial place, in pablic place?

(Spacity tm of place)
While at work? {¢&) Means of lnjury_ > ‘

A Siznature__l (M. D. or th
Address 1515 Lafﬂyéke Avenue, ‘ ;

L7

{Licenaed Embalnkr®s Statentent on Reverse Side)




et ot

e —— -
.
L]

STATEMENT BY LICENSED EMBALMER . ' L

'

4
1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

. Regisfered Apprentice No

working under my personal supervision. : M
' Signed...... (M

L.icensed Embalmr_r No 318 6

Note: The above MUST BE SIGNED BY THE LICENSED EMBAIMER in his OWN HANDWRITING (Failure to comply

the above constitutes grounds for revocation of license.) :

If this body is not emnbalmed, fact should be so stated abéve.




