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5. Nb. 2

t—-—d—-ls-lo
5-17-39

bl xzaws i

[2X9)

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

DEPARTMENT OF COMMERCE
I" Buzeau o Tae CENSUS

We) FEB 25 1

Registration District No.

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE 06 gEATH

Primary Reglstration District No...

, 254
State File No
Registrar's No.m_.254—m

1.-PLACE OF DEATH:
(a) County.

Ste Louis, Missouri
(I ontaide city or town Hemits, write “RURAL" and name of townahip)
{c) Name of hospital or institution: O)
31

{5 City or town

i b LWL 8 City Hospital .

{1 oot in bospital or institution, write street nmlber ocatign)
(d) Length of stay: In bospital or institution M qI
36=Yemrs

(Spoc[l‘y whether

in this community
years, months or days)

2. USUAL RESIDENCE OF DECEASED:

@ State. MO« 9101
(c) City or town. S'l' Louis QQ/;

(It outside city ar town limits, write “RURAL"™} <« 'Z:~

(fnstmmn 3225 N,Florissant Ave, ’ "
(l[rurll.‘inlqcal.lan) '0

{4 County.

{¢) If foreign born, how long in U. 8. A.?

3. {a) PRINT
FULL NAME

John O'Brien

3. (8 If veteran, i 3 @© ;smuﬁecumy
narme war. None . Nn"'r - one
)| 5. cotar o " | 6. (@) Stugte, widowedCetarriea,
4. Se:.__._.._.._M _ | mee 7T . divorced ___7®
6. (b) Name of husband or wife.........mermnrsrernne 6. {¢) Age of husband or wife if

—..years
7. Birth date of deccased__ MYV 2,1864
{Month) . (Day) {Yoar)
8. AGE: Years Montha Daya If less than one day
76 . 8 8 hr, min
9. Birthplace 4 Ireland
(City, town, or sounty) ™

{State or foreign country)

10. Usual occupation Labqre r

11. Industry or business.

g { 12. Name Dennis O'Brien
% L 1s. Birthptace 4 Ireland.....
5 [ 4. Malden e Gt nd Loy ¥ o ol comtn)
'S{ 15, Birthplace / Ireland

= {City, town, or county)} [ . (Shuwladlnmunu'[)

Sister Jeane
2025 N, Florissant Ave.

. (8) Date thireor 1=11=1941
h 1

{Month} (Dey) ('ru&,

Ea

16. (a) Informant
(0) Address

1. @ . Burial

(Burial, cremation, or removal)
{¢} Place: burial or crematinn

(5 Address_ 3840

. @ AN 10 1941 (w

{Date raceived local registrar) H q-b!nr . dm-tm)

MEDICAL CERTIFICATION

20. DATE OF DEATH; Month JBIUAYY . day .
A9 kowr . 3ah5 winute Ao M.
21. T hereby certify that I attended the d 4 from. DEC EMbEr

93 19...40 toﬂ_.mW....}gr.m._.. 19-!1.1:
that [ tast saw b3 100 alive o o NN { 7% &

Duration

- yMJ_an r)

year.

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

Other conditiona

(Tnclude pragnancy withis 3 monthy of death) , Y\
! h PHYSICIAN

Maggfr ﬁndlngls: . L, ] A4 _

H operations, : M . M '

! ‘ v hUnderl[n.e
the cause to
which death

Of autopsy.. O—H. Gde'?ru-& : _:|ihouid be
. . [charged sta-
tistically.

22, If death was due to external causes, fill in *he following:

{s) Accldent, suldde, or homicide (specify)
(5 Date of occurrence
{c) Where did infury occur?,
(City or town)

(d) Did injury occur in or about home, on fa.rm. in lnduatrln.l plm:e In publlc plaoe?

(Specify tm of place)
While at workZ.e () M

23. Slgnat.ure............ .D,

{Licensed Embnlme‘l\l'sr.atemen! on Reverse Side) ..




STATEMENT BY LICENSED EMBALMER

: I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by e, or by..

: ’ Remstered Apprentice No

- = Licensed Embalmer No.. g J/é/ |
| P. 0. Address 3. W

Note: The above MUST BE SIGN'ED BY THE LICENSED EMBALN[EB in his OWN HA.NDWRITING (leu.re to eomply with
the above constitutes grounds for revocation of license.)

If tl.us body s not embalmed, fact should be so stated above.,

working under my personal supervision.




