, 8. No. 2
M—8-13
7, 5-17-39
o1 x37823

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

DEPARTMENT OF COMMERCHE

Bureau oF TuE CENSUS
30 ‘;_?A

FILED WAR.

Registration District No..—........

THE STATE BOARD OF HEALTH OF MISSOURI

ANDARD CERTIFICATE OF DEATH

Primary Registration Distrdet Noo..

141649
2679...

State File No

1 Q Q :i Registrar's Nov. ...

1. PLACE OF DEATH:
(s) County

2. USUAL RESIDENCE OF DECEASED:

g

#

InformanL. *
A"""’Buri al;

[Bunal. cremation, of nmnnl)

Place: burial or cremauon_

16. {a)
)
17.. (&),

51;00 Arse al- St.. r
“F=22=4a

(Mooth) (Day) (Yenr)

(5} Date thereof.

Mt.. Olive

(e}
18. (e),
(b) Address

Slgnature of funeral director.

6322 S. -

Southe T FUne raI }Tome

: State __. Missouri
{h) City or town St.lonis (a) State. S ol - (&) County v,
© N . (t{;lumda city ar town limits, write "RIURAL" ood name of township) (© City or town St Louis - /
(3 ame of hospital or institution: If outaide city or town limits, write “RUBRAL)
City 8Sanitarium ) ( ¥ s, 3
. y 1/ @ Street No 5400 Arsenal 3St. N d:?
{If not in hospital or institution, write ll.r?aum}l;'elsor hon) 7d 3 {If rural, give location) )
(@) Length of stay: In hospital or institution= o9 2% . 3N
(Spaeify whether |1 (¢) Citizen of foreign country? {Ves or No}
In this community. Tl ¥rs.
years, months of days) If yes, name country. .. ..
3.{9 PRINT JAMES g+ SHAUGNESSY MEDICAL CERTIFICATION
NAME v .
3. ). If T (5 Soial oo 20. DATE OF DEATH: Momn, March day_.. 19
. If veteran, . {e urity
- None N None year. 191‘6 hour. i“"OO minute. A M.
name war. o,
; 21. T hereby certify that I attended the deceased from Feb L}
vate O & ins tlﬁ' (0 Sinale, wiigme, e 15 04,10 MBTY ... 19 16
4. Sex e FACE..c.re. A divorced . .2BLE L |44 1 hast saw b LI alive on Mar, 18
6. (b} Name of husband or wife....cceoeoreueee. 6. (€) Age of husband or wife if and that death occurred on the date and hour stated above. Durati
- uranon
i Immediate cause of death
V€omererre _...years
T Tigsenber 15,872
*{Month) (Day) (Year) .
1 1 L w3 3
AGE: Yea Months Days I less than one day Due to Chronic ‘&U’ ocarditis r lQ w8 X.
7?1 l|. hr. min /
- - - 7] Dute 0. Sﬁﬁizo.phrenia......._..-..-..-. J._\A..Bé,,,yrs.x
9. Blrthplace St. Louls Missouri { ”
- (City, town, or touaty) {State or foreizn country)
i 1 Qther conditiona r.
10. Usual occupation....... Nll . (lncludu m:mncy within 8 months of death) /ﬁ L
K ! Fe -
11. Industry or business z i e 3 PHYSICIAN
1 4 ajor findin
B[ 12 Nome Patrick Bhaughnessg 4 ot .,pm.f’,.. -
= - : - - . AN ! [ Underline
2| 13. Birthplace . Ireland . / the cause Lo
] pa : ” . 'which death
- Cor.Banhmerdhe RoachiSute o foeign cantey) Of autopsy should be
E " Maiden name__} : - : ] charged sta-
. Ireland L1’ tistically.
15, Birthplace > et or foveien cougarn) 22. If death was due to external causes, fill in the following: -

(g} Accident, suicide, or homicide (apecify)

(b} Date of occurrence
(¢) Where did injury occur?
{City or town} (Couanty’
(d) Did injury occtr in or about home, on farm, in industrial place in pubhc pla.ce?

{Specify t of place}
- Means of injury__ ...
r P

Ty

{Licensed Embalmer’s Statement on Reverse Sidce)

XK



STATEMENT BY LICENSED EMBALMER

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

, Registered Apprentice No........

working under my personal supervision.

P. O. Addresss=rgfrf. s

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.

R




