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

DEPARTMENT OF COMMERCE

THE STATE BOARD OF HEALTH OF MISSOURI

=1L B [5 FEE2 01948 STANDARD CERTIFICATE OF DEATH

7460
1425

State File No

Registration District N““‘"‘"“"""'3‘18 Primary Registration District No.. _________1nﬂ = Registrar's No.
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
]| *

c Vs %, B9,

((:; C‘[:::z town of, Louis (c) State Missouri (& County.
L)
(Lf outsida city or town limits, writs “RURAL" aod name of township) (&) City or town St .. Louls 2 — e

(¢} Name of hospital or institution: (If outaido city ur town Limits, write “NURAL"™) / /

5525 Quincy //

{if not in bospital or institution, write street number o location)
{d) Length of stay: In hospital or institution

life

{Specify whether

In this community
years, motibe or daya)

@) Street No...D2E5_Quincy

(lfruml, give locatiun)

(&) Cltizen of foreign country?

(Yea ar No) d

If yes, name country.

3ol print Thomas F. Geoghegan

3. () If veteran, 3. (¢} Social Security

name wWar. No.

MEDICAL CERTIFICATION

20, DATE OF DEATH: Month__ L €D 10
vear l 9 4 6 hour. 3

minute.. _3_0_ .,A_ M.
. 1 hgpeby cettify that I attended the decease,

ﬁ-&{' LO . . .1 Q¢

day.

1 5, Color or 6. (a) Single, widowed, mﬂi' _______ ‘a
s 18 18 /) hite arrie T
4 : v°mé{l""‘"""'_"_"~n" - t. lML saw a]].ve Lo}« T __e_ NSRTR Ky A
6. (b) Name of husband or wife ._..._.___... 6. (¢) Age of hosband cr wife if || 2nd that death occurred on the date and hour statcd above Durati
C at he r ine a.live_._._.__.@..’z.._ _.years Img.bte cau f death Hration
7. Birth date of deceased Dec. i8 1885 . e St el . [ ——
{(Month) {Day) {Yeanr)
8. AGE: Years Months Days if less than one day Due to /
P N Y
o 6 p 1 2 2 [OOSR ;| TS -1 | 1 ( @ J{V;
. Due to
9. Birthplace. 2t k) Louis Mo ® 5 X A,
{City, town, or county) (State or foreign country} / /7
s 3 - || Other conditions
10. Usnal occupation De DUt )'a bhe I’i ff (Include pregnancy within 3 months of death) ¥ g
il. Industry or business S ﬁ PHYSICIAN
j dings:
B (12 vame Michael Geoghegan . ]R8 operntions : I
= % ’ Undertline
=\ 13. Birthplace Ireland ;’hﬁggg:ttg
town, or Ly, - (State or foreign country) Of aut o hould b
E{ 14, Maiden name. Cf’T m § h %: nutopsy ;haoi"gled stat-"-
Il’e 1 and tistically.
§ 15, Birthplace T W —— Biate e P 22. If death was due to external causes, fill in the following:
16. (o) Informant’ . NOTVE1l]l Geoghegan (@) Accident, suleide, or homicide (specify)...s..
(5) Address: 5325 QUlnCV (8} Date of occurrence -

17. {a) _B:Qnigt__;.wm..m.. (&) Date thereok.... 2=l 3=46 _

nrul,::unlunn,wum‘r (Month) (Day) (Year)
Calvarv

.L. Ziegenheln&Sons
is Ave.

L Ao ik

N N
(3} Place- bunal aor cn- von
18. {o} Signature of funeml dn'ect.or

Heeei Ly
{a} (L)

(Date ruz!ved bocal registrer)

(Registrar's si

(¢) Where did injury oecur?

(City or town) (County)
(&) Did injury cocur in or about home, on farm, in industrial place, in pubhc pla.ce?

(Specify liype of place)

Means of in_iury....-...-......_.._.._é,‘_...
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STATEMENT BY LICENSED EMBALMER : SRR
. 1 t"
_ L hereby certify that the body whose name isrecorded on the reverse side of this certificate was embalmed by me, or by......x oSl
4

e L
working under my personal superviston.

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

"If this body is not embalmed, fict should be so stated above. -

) : o Db




