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DEPARTMENT QOF SOMMERCP;
Cd'g HE L_ENSUS
FILET MAY™ %o
Registration District No?gl ........

STANDARD CERTIFI

MISSOURI STATE BOARD OF HEALTH

Primary Rgéistmtion District No.........

12515 .

CATE OF DEATH

_!O 03 State File Noo. ..., 3 g2 o

Registrar's Now.oveeeeeees e

1. PLACE OF DEATH:
(a)
&)
(c)

County....

City or tnwn.,_st .. Lonig . Miggnouri
(ll’aumdo city or town limita, writo “RURAL" and name of toweskip)
Name of hospital or institution:

St. Louis City Hospital &

{1l not in hompital or institution, write strest number or location)
Days ...
(Speml'y wha!.her

)

In this community.
venrs, months or days)

In hospital or institution............cout

2vrs.

Length of stay:

2. USUAL RESIDENCE OF DECEASED:

@ State. Miggouri ® ccumyltf_,oo a
() City or town St. Louis /7
(It outside civy or town limits, wrile “RURAL")
@ Street N, 1237 No. Ninth St., ra
{If roral, give locativn)
(¢} Citizen of foreign country? Ire}'a'nd (Ves or No)
If yes, name country. Ireland O

3. (a) PRINT

Furl name. William Costello
3. (B If veteran, 3. () Social Security
name war SEKIAQWIL oo o Unknown .
Ianle é 5. Colar orWhi tel 6. (a) Single, widowed, :'nnrn'ed,
Sex....... race divorpeé_.lﬂaxfrlai .....
6. (&) Name of husband or wite. liamie. ... G. {c) Age of husband or \;vife if

MEDICAL CERTIFICATION

20, DATE OF DEATH: Montn ADT1) da
¥Car. 1 i;' hour, 5 :}'['5 minute A M.
Z1. 1 hereby certify that I attended the deceased from ADTE 1
€4 1o 120 ADTid 20, 0.2
that I1ast saw b.__LID alive on April. 2h, 10012,

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

AliVE..r. e s Yearg || [mmediate
7. Birth date of decensed.... Avzust X, ABR7Z e M P /o
y “ThMonth) ay) (Year)
4, ACE: Years Months Days If less than one day

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

Jhee (ol} Place:GuHat or crematidn_. -,

17, (a} auﬁl AL

+ (Burial, c?emafn ar remaval)
fa T l

) Date thereot, UL T4 D

{Month) (Duy) (Yanr)
.A..L..k.@..&..

18. (@) Signature of funeral direc C

@) Addr ?ﬁ_@ a4

19. {(a)
(Date reeeu'ud Tocal regul.rnr)

5
(Registrar’s signature)

VJ 8!‘!' % 23 hr. min " v
hd Due to. £3
9. Birthplace ¥ Ireland. ... A
(City. town, or county} N {Stato or foreign country) - !- d" " z
. Other conditions.
10. Usual occupation....... I,!abQI‘g-;‘_I‘_ """""""""""""""""""""""""""""""""""" {Include pregnaocy within 3 months of death) H il
11. Industry or business.. DK OWN i P PHYSICIAN
. H d A -
8 (12 Name Michael Costello “{5’{ ‘1;....,1“?5,,,, | ¢ —
= V'[ r_\L\ 'd ’ { tl_|T.i'l'1d(51'Ii|;|e
- - e caunse to
13. Birthplace. reland .
: (City, town, or county) (State or fnr'eizn_‘c::mll"rﬂ 5 Of a.utopsy M m ;vﬁtlﬁ?[ﬁeag}é
g { 4. Maiden name.... Moy Fury = N ' charged ata-
§ 15, Birthplace: ~ ~&A Ireland : tistically.
= . \ ) ity, I-i:w'n."nr co ¥\ Y{Stata or foreign conniry) 22, If dengh was due to external causes, fill in the following:
il 16. ’(a)ﬁlrﬁormant : (a) Accident, suicide, or homicide (epecify)
(a) \ Mdmg St Lou:r.s Cl 'w Hospi ual . (&) Date of occurrence.

&)
(D)

Where did injury occur?

(City or l.n'tl) {County) {State}
Did injury occur in or about home, on farm, in Industrial place. in publ:c place?

b
%R?‘Zﬁ'?‘

(Spoc:l’y t‘_)rpe of place)

While at work?. ... Means of injury...

23. Signature M ‘7’/

Address_ 2015 Lafavette Avenue,

ia

(Licensed Emhbalmer’s Stat

ement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

-~ -working under my personal supervision.

P O. Address
|

Note. The above MUST BE SIGNED BY THE LICENSED }:.MBALMEH in his OWN HAI\DWI{ITING (Failure to comply with |
.‘the above constitutes grounds for revocation of license.)

If th.l.s body is not emhalmed, fact should be so stated above. .

+




