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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD \‘g

DEPA ENT OF COMMERCE \ | ,» |™
U oF THE CENSUS

eglatration Distriet No. 7_4 S—

FMISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No__.[_{._/__

A
39795
e on

State Fils No

Registrar’s No.

1. PLACE OF DEATH:

(a) County. Ste ]..JOU. ig .
(b City or town Richmond Heights
(1{ ontalde city or town limits, write “RURAL" and nama of townahip)
(¢} Name of hospital or insritution:
St. Marys Hospital
{If not in hospital or institution, write street number or location)

(d) Length of stay: In hospital or tnstitution..._..2000t 8 monthal (d) Street No
(Specify whether
In this community.... L 1£8 . .
years, monthe or days) / {¢} If forelgn botn, how long in U. 8. A.?,

2. USUAL RESIDENCE OF DECEASED:

(a) State Missouri (® County. St.Louils

{c) City or town. Paral MJ

{If outside city or town limits writs “RUIRAL")

3239 Marshall Avenue

(I rural, give location)

years,

8 ) RNTE. Marie Veaver Breen

FULL NAME_._
3, (3} If veteran, 3. (¢) Social Security,
name War, none Ne._ 1OTIE
5. Color or 6. (o) Single, widowed, married.
4. 8x_Male rmceiite divorced . AT 1ed.

8. (¢) Age of hushand or wife if
a.live._._.:.s_'?

6. (b)) Name of husband or wife....oweeemecmane
Farl Breen

MEDICAL CERTIFICATION

2. DATE OF DEATIl: Month JZze~ __day 21
year—._L_ZL.Q___. our.:—,s.m...mminutﬁ_._______.&

21. I hereby certify that I attended the deceased from.,
1932, to_AZer e 19, G

that [ last saw bz alive an_ PZeDl™ T2 e 194 %
and that death occurred on the date and hour stated above.
Duration

Immediate cause of death-

years
7. Birth date of dmsed_..‘g.pr_llmm_.__.__.
- (Mnnth) (YBII)
8. AGE: Years Months Days If less than one day
3 6 7 % hr. min
= g . Due to.
9. Birthplace __ot.liouls County Missouri A
{City, town, or county) {State or forelgn country} —— ’ 'g
i i : Other conditk r A
10, Usual occupation_ Housewife 8} (In:]rnin i m;:’ R T T &
:ﬁ. Industry or business at Home N Mo g PHYBICIAN
& { 12. Name..........J0hn. Teaver 0. || S i e s aarem A Brend| —
5 L s Underline
= {13, Birthplace._SteLouis Counéy Hissouri _|I the caume ta
Iu'nb i W]
5 . Maliden name cn,c e Lo uenr‘*fgm (Btata or furelgn country) Of autopsy. Eagr L0 o T S nhould.ba
tistically.

S { . Bisthplace... & zclé,?, town, or mm.,) (3;.“ o :if i.untnr-)- 22. If death waz due to external causcs, fill In the followlng:

16. {a) Informant Earl D, Breen () Accldent, sulcide, or homicide (specify)

&) Addresa__ 3239 Marshall Avenue. , (3} Date of occurrence.
17, () Burl al (%) Date mueof_l%Zﬂ(_‘LD_.__ () Where did injury oocur? {Civy o= tows) W45 (Countr) e
Barial, erematio, or removal) (Manth) {Day) (Year} || (4) Did injury cccur in or about home, on farm, in industrial place, fn public place?

() Place: burlal or cremation (31
18. {a) Signature of funzral director.

Bpecily t placw
¢ (‘c?.ﬁean: 3f_injm -

Whiie at work?




AN S I

T .’Z.ﬂ_- " o et A J.JM_‘ - .—..-L.—..#.-«....__‘..J.L—Mc_" B A

¥, STATEMENT BY LICENSED EMBALMER - _

" T hereby certify that the body whose name is recorded on the reverse side of this certificate was gmbéj_fﬁed by me, oF by

, Registered Apprentice No

- working under my personal supervision.

¥ =t

) Licensed Embalmer No G; Ve }L

P. O. Address

Notie: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his owN HANDWRITING. (Fai.l.ure to comp!
the above constitutes gmuuds for revocation of license.) .

If this body is. not embalmed, above space should be left blank.




