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DI'NK-MAKE A PERMANENT RECORD

¥
P

WRITE PLAINLY—USE UNFAD

DEPARTMENT OF COMMERCE
BUREAU o:r THE C[msus

\ 301
Egmtration Distriet Noow? 4.4

i 'THE STATE BOARD OF HEALTH OF MISSOURI

94BSTANDARD CERTIFICATE OF DEATH
Primary Regiatration District No. Q) o 7

State File N 31'45‘}-/’
Registrar’s No / X 8/

1. PLACE OF DEATH;:
4 !
(a) County...... St. Louis
) City or town.._Jefferaon Rarracks

(1f outajda city of town limita, writs "R
(¢) Name of hospital or institution:

" und name of township)

d

2. USUAL RESIDENCE OF DECEASED: ? /‘
/." Ed

state JLLINCGIS .
Virden Y ad

(If outside city or town limits, write “RURAL™)

{a)
{c}

(4) County.

City or town

—-Neterens Administration Hospitel &4 || 5 sieet no. NODE [/
{1I pot in bowpital or institation, write street oumber or location) (If rural, give bocation)
(@) Length of stay: In bospital or institution. DANICE H=1G= Ak N :
’ (Bpecify whether (¢} Citizen of forelgn country? o (Yes or No)
In this community 60 Years i
years, months or days) If yes, name country.
MEDICAL CERTIFICATION
Juiy ERINT  O'BRIEN, Ja
AME mes
:U?:; z . 1 PEY ey 20. DATE OF DEATH: MomnS€Dtember ... 11,
N veteran, . {¢) Socigl curity l 6 12 . 0 . P
name war, RDEAA Spanish Am. . Unknown vear L 24 hour 2 --minute M.
21. I hereby certify that I attended the d d from. "~
0 3. Color or 6. {z) Single, widowed, mamecy 19 -11-46 19.._: g
I ¢
4 sex Malets | relhite divorced. MErTied/ ||| v awnill siveon September 11, 1946 o
6. (b) Name of husband or wife.._——...e..... 6. (c) Age of husband or wife if || 2od that death occurred on the date and hour stated above. Duration
Mrs. James O'Brien allve_ 98 . yearg || Immediate cause of death
7. Birth date of deceased.. OV o 20, 1877 : HEART DISEASE, CAUSE UNDETERNINED
(Month) (Do) (Year) HYPERTENSION, ARTERTAL UNK.,
8. AGE: Years Months Days If less than one day Due to . L
' ’ ' NP, ) X
68 9 22 Bl e min, Ryl
- .l Due to ‘- e e .
5.~ Bithplace. NiWOO, Tllinois. .. - - - -
(City, town, or county) {State or foreign couniry)
o CloTk o | eter conditons. . BRONGHIAL, ASTHMA Uik
10. Usual occupation {Include preguancy within 3 manths of death) — .
11. Industry or business Ty PHYSICIAN
g 12, Name..Unkmown ' ' o a “Of operations.._.. NO..0peration ... o Underli
- - : - Y A nderline
Unlﬂlom R . No _eutonsy the cause to
& | 13. Blrthplace : : i hich death
=~ - . ['WLC eat
or county) {Stats or foreign couniry) Of aut. should be
E 14. Maiden name. Urﬁ&fﬁ% :‘P . atopsy o . Rl chargeg sta-
£ . Unknown 7 tisticatly.
2 15. Birthplace T p———— Fonte o7 Torrion w“u_x') 22, If death was due to external causes, fill in the following;
16, (@ Informnielinical Clerk, Vet. Adm, HOSp., || Accident, suicide. or homicide (specify) No
@ adaress 9.8fferson Berracks, Missouri () Date of occurrence
17, fem. _to Virden () Date thereof. /A1 /46 || © Where did lnjury occur? P e &
(Burinl, cremuntion, or removal) (Month) (Day) (Year) (d) Did injury occur in or about home, on farm, in industrial place, in public place?

(¢} Place: burial or cremation_.. Y.} £, ;\..I_ll i T‘Qiﬁ et
18. {s} Signature of funeral director .« = IS Ay

(Reg'utnr A umlure)ni

{Date roceived loca! registrar)

rW'h.lle at y ol ﬂ

ity type of place)
s LI G o]
23, Signature Lo B STILWELL, M {M.D, orother)_____

AddressVet-Ad.Iﬂ_-HQSQ;AcJﬁff-eBkAS,o: }‘!_10 Pate anldl = 166

(Licensed Embalmer’s Statement on Reverse Side)




acr 23 1945

STATEMENT BY LICENSED EMBALMER

1 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................

Signed %«M—’ Q 7@%/

Licensed Emba!merN D" 7?2”

working under my personal supervision.

P. 0. Address..._......_.._.___.. el -2

Note: The above MUST BE SIGNED BY 'I_"‘HE LICENSED EMBALMER in his OWN HANDWRITING., (Failure to comply wit
the above constitutes‘grounds for revocation of license.)

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

. - . . - .




