FEDERAL SECURITY AGENCY

F‘LEB SN ‘wg&

MISSOUR! DIVISION OF HEALTH -

STANDARD CERTIFICATE OF (l)).I_EATH

41*?"‘1 8
State File No...... 1_1; %

o

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

I1linois, #

{State or forcign couniry)

-.Duquoin,

{City, uurn. or ooum,)

{

15, Bu'thpiac& irvane,

16. (a) Infarm-\nf ) E]_HIPI‘ J O ' Brlen-
@ Addiess__ 40228 Calif ornia’ Ave.. g
17, (@) oom Buria.l e en "(8) Date theredf..__.

. (Burml,cremal.wu.ormmnvnl) {Month) {(Day) (Ymr) -

+ () Place: bunaI or mmuonMurphyshorn,_I]l P—
18. (o) Signature of fuperai dgirecrr G K EN=-Benz « Mortuam, _______

@) Ad e 2842 Mer S AP
. @ "DEC 21 19482 . .

(Date received local regisiear) (ﬂ:[mtrar . nml.uru]

If death was due to cxtemal cnuses, fill in the following:

Pri_mary Registration District No..... 8 T W Registrar's No.
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
te) County LT @ sate... Mlssouri,. . ® county I
(b} _City or town St. S, . . T
(If outside city or tawn limits, writs “AURAL" and name of township) {c) City or town St - ID'L'L'L S,
() Name of hospital or institution: ) (If outside city or tuwn limits, write “RURKAL") /‘
___.DePaul Hospital, ( @ Steect No...... 3826 _Towa Ave., )
{1t pot in hoepital or institation, write atreet number or location) L (i rusal, give locatium) pe
Length of atay: In hospital or institutio A2 Days, .
@ neth o ¥ spital 0 - s .—(Spec:fy whether (¢) Citizen offforeign country? NO (Yes or No}
In this community
years, manths or days) If yes, name country.
3, (&) PRINT Cl . MEDICAL CERTIFICATION
FULL NAME ara 0'Brien, December l9th
3. 1E " 3. (2) Social Secarity No 20. DATE OF DEATH: Month O:%nnay
. veteran, . (e ¥ .
year. 19‘4’8 hour. 6 : minute 30 P s M
harme war.
21. 1 hereby certify ghat I attended th from /
, 5. Coloror 6. (a) Single, widowed, married. || _/ p_ B0 W 0 f %// f e 1D
. s=Fenale,l.| ndinite. avorcedWidoued , AN | 1oes o (R altve o H.,/ !{
6. () Name of husband or wife.eeeeeo .. 6. {c} Age of husband or wife if and that death occurred on the date and tated above. Duration
Wm, P. Q! Brien. alive..__._.__years || 1mmedjat of death__a_#7.
7. Birth date of deceased . AUgNAYL 5, 1889 || 7 %—‘r Mi io‘p.
" (Month) {Dny) (Year)
8. AGE: Yeats Months Daya If less than one day Due fo_.. s y&/ﬁ g
‘ W A ‘7;" Lo
/ 59 4 ll., hr. min o J f [
Due to it & I/
9. Birthplace_ DMQUEAR, . ..I1linois, #lI- o A E A
{City, town, or couaty) {State or forcign counl.zy) a @ |
- . . . d s
10. Usual sccupation. Attendant, . s '()&ﬁru;‘:f;;::y within 3 montis of death) 'd [
11 Industry or b Malcom Bliss Hospital S PHYSICIAN
i . - jor findings: . ) . . —
g 12." Name Joseph: Burgess, - o+ ¢ |1"7OF operations : il | e
. d . v
ﬁ 13, Birthplace Duqu(jln) . Illlnois v :.-hheigglés;:ﬂ
l.mrn, coungy) {State ar foreign country) _Ishould be
é 14, Maiden name dﬁ:é- aVlS 3 A z ;]:atggeg;m-
- 1stica; .
=

{a) Accident, suicide, or homicide (specify}
(¥) Date of occurrence
()} Where did injury occur?
{City or town) - {County) {State)
(d) Didinjury occur in or about home, on farm, in industrial pbaoe. in public place?
. R {Specily type of piace) B . p

Wlnle at wor —_ _._........_.... e Injury. g —eee
23, Signature X > )’l—' GAE, D, or M‘_&-
Address DL ”}‘i_;" ey ——- Dporgncls -5 f

(Licensed Embalmer’s Statement on Reverse Sidc) v, ={% ()




STATEMENT BY LICENSED EMBALMER

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

. Registered Apprentice No

working under my personal supervision, ) g
Signed /@ j MW
-t L@i Embalmer No

2842 Meramec St. R

P 0. Address.. St ...... I-;o ms .LtS M
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING. (I* mlurc to comply with

1he nbove constitutes grounds for revocation of lHecense,)
If this body is not embalmed, fact should be so stated above.




