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75 HIED NGY 10 343 STANDARD CERTIFICATE ori' (l))ggH ot 1t o
" || Registration Distrlet No........ 8 1 8 - Primary Registration District No.............] Registrar's No. ..._____8453__._._.

1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: 6] 5/(7
2 || @ coury @ swe_ Missouri o cownty....... AP
o ) City or town St. Louiss 3 Loui 7/0
] (11 cutside city o tows limits, write “RURAL" and name of township) (¢) City or town t . ouis
= (¢} Name of hospital or institution: (If atsida city or town lmits, write “RURAL")
- DePaul Hosp.....[) @ st o 3925 _Vest Ave.
=t ([{ not in hospital or institution, write street number or location) (If rural, give location)
4 - X
= (d) Length of stay: In hospital or institution ... 2..Days.. N
(Specily ‘whether (¢) Cltizen of foreign country? Q 4(Yea or Nao)
5 In this community._._.
;t years, months or days) If yea, name country.
[~ MEDICAL CERTIFICATION
= 3. (@) PRINT
A Fuit Name... Timothy. J.. . EFinn
- PR i SRy 20, DATE OF DEATH: Month__._Q_Q.:t.Qb..e.I.‘.....da:i 26
. teran, .
: @ 1ive N yearo 2343 hous nute, SOA
! name War. 0.
- 21, I hereby certify that I attended the deceased f Tom
= Mal 5,, Color %1" ite 6. {(a) Single, widgwed, m ’Bd LA, 2 Y 104‘ to 7—*6 19%3
ale 0 ! Sin ; %
'.l 4. Sex. { Lrace ﬁ ivorced. D1TIEC that [ last saw hufeldel_alive on Ot 9—-@ . 19%/.'.—.3'.
Z 6. (#) Name of husband or wife......oocoooeeee. 6. {€) Age of husband or wife if || 2nd that death cccurred on the date and hour stated above. Duration
Tty t¢ cause of death
3 . N ATt
3 7. Birth date of deceased OCt .24 1943 v -
o {(Month) {Dax) (Yesr) (o gyt W
m L& :
L) 8. AGE: Yeara Months Days If lesa than one day Due to
E 1 2 hr. min Fi m “‘#5[
a X d— || Due to I y 4 f /f
9. Birtbplace....... e pouls _ Missourl . & : [ )
(Clly. town, or county) (Stata cr foreign couatry) / &v(/ I
. Other conditions.....: f
= 10. Usual occupation None : : * {Includo pregnancy within 3 months of deat?’
/2]
DI 11. Industry or business TR T PHYSICIAN
. ajor nn mga: - . . —_—
u E 2 Name..John Jo Finn .. 2 || 6F operations : : S
'2 g 13. Birthplace N EW YOI‘k / g‘ﬁg‘é’;tﬁ
= L town, of oouﬁ H&S_'tim‘ foreign coanlry) Of autopsy, . should be
5 E 14, Maiden name. .. .gne S Q38 T_i-, d :b;:rgcﬁ sta-
% b . o istically.
g E 15. Birthplace (Gity, tawn, or county) t ~ O(Siif;, L{m?m.u,) 22, If death was due to external causes, fill in the following:
- * » areign
= |16 @ toformene_ MITS, Agnes R. Finn __° . |[@ Accident suicide, or homicie {specity)
B ® Addres. 5995 _Vest. Ave. (#) Date of occurrence )
17, (@) e B uI:.j:aJ_ mrsssersnsren . {B) Date lhamf_lO[_g'zléB_ () Where did injury eorur (City or town) (County} (State)
(Burial, cremation, of removai) (Manth) (Day) (Year) {d) Did injury occur in or about home, on farm, in industrial place. in public place?
{¢) Place: burial or cremation.._.._.._... C - 1V s

! . (Bpecily tyne aof place)

S W Meana of mjury...-...___‘. SN
23. Slgnm.u é (‘M D.erebhas]. . ...
Z%ﬁu;htrul'lnigmturr) S Address._...~¢ /3 é; W m Date amned[g_..gfz_th

{Licensed Embalmer®s Statement on Reoverse Side)

18. {g} Signature of funeral director,

) Addmﬁ_e_ 117 E. Gr nE] Blyd.

'C ) ‘Vhile at work?/ ...

19. (a2} 2 7_1, "bﬁ

(Date received local reglstrar’




ol

STATEMENT BY LICENSED EMBALMER

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

working under my personal supervision.
Licensed Embalmer No J d (7( /

P. 0. Address o?'/'/ 77 —7‘/%6«/

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license,)

If this body is not embalmed, fact should be so stated above.




