5. No, 300
v. 10.48

ML TSN

NE—MAKE A PERMANENT RECORD i

WRITE PLAINLY—USING UNFADING BLACK I

ABIRTH MO o~ - -

FILED JUN 5

1951

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

1. PLACE OF DEATH 2. USUAL, RFSIDENCE (Whars & d lved. If i before
a. COUNTY a- STATE b. COUNTY aduzimiont.
b. CITY (I cuteide corpurate Umits, write RURAL and give ¢. LENGTH OF c. ClTY (I!'vemddn tn, wrh. RUBAL and give la'-h.lp)
OR wwnshiph Y (ln this plyes)
Town  St. Louis Mo ‘B _fgm s 3
d. FULL NAME OF (If not in boepital or institution, give strest add EET 41 ru.ul give location)
HOSPITAL OR
insTiTuTioN St. Louis State Ho spﬂl‘ba] ™ 5)00 Arsenal St (9) .
3. NAME OF a. (First) b. (Middle) c. (Last)
DAME OF 4, DS"I__'E (Month) (Day) (Year}
(Typeor Pint), Margaret McAleenan oEATH  May 20 1981
5. SEX / 6. COLOR OR RACE | 7. MADI'\E)%%% EIE\\ISFR?CESRR[ED‘ 8. DATE OF BIRTH #T9. AGE (o vc)-n h'; UNOER 1 YEAR | O UNDER H HRs.
. . (Hpacily) .| ¥] Hours | Min.
Female White widow ,~| Jan. 22,1868 ..831,“..1. gm' DZ“ I
10a. USUAL QCCUPATION (Glve kind of work | 10b. KIND OF BUSINESS OR IN. | 11. BIRTHPLACE (State or farelgn oouotry) - ' 12. CITIZEN OF WHAT
zdnrin: wost of working 2..0'1951 rotired) DUSTRY COUNTRY?
132. FATHER'S NAME” . 1%h, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
i5. WAS DECEASED EVER IN LJ.S. ARMED FORCES? | 16. SOCIAL SECURITY . INFORM 5 GMATURE OR NAME ADDRESS
(Yos. no, or unknown) | (If yes. sive war or dates of service) NO. W
o) — WJ{; 4 8
¢ MEDICAL/ZERTIFICATION " | INTERV. EN
18. CAUSE OF DEATH L{e NTERVAL AT WEE
 Enter only onecauseper | 1. DISEASE OR CONDITION _ Arteri 1 i
lie for (a), (b), and (c) DIRECTLY LEAD]}NG TO DEATH (a) rieriosclerctice se
*This does nol wmean T £y
the mode of dving, such |  Morbie conditionstif az, giring DUE TO () —Senility
of heart fuilure, osthenia, | Tite fo the abooe disise:(a) stating . . L. T
e, It meana the dis- the underlying mui:e last. | ..
ease, infury, or complica- - DUE TO (c) _ X
tion which ooused death. | 1. OTHER SIGNIFICANT CONDITIONS _ -, | o0 L. ot a
Conditions contributing to the death but not : .
related to the disease or condition eausing death. 0ld fracture rlght hip, year ago.
19a. DATE OF OPERA- | 19, MAJOR FINDINGS OF OPERATION, e : . i 205 AUTOPSY?
i TION D
vES uoE
21a. ACCIDENT {Bpecify) 21b. PLACE OF INJURY {o.g..inorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE) !
- SUICIDE homw, farm, fastory, sirest, offios bldg., w0.) .
HOMICIDE ,
?.ld. TIME {Month) (Duy) (Year) (Hour) [:21e. INJURY CCCURRED | 21f. HOW DID INJURY OCCUR? %
WHILEAT NOT WHILE|
" INJURY o | work AT WORK ﬂ’ 'é g

aliveon ____________ 19 ___, and that death occurred a

2. I hereby certify that 1 attended the deceased from _ _March | 1945 10 _May 20, | 19_51 that I lcut saw the deceased

M ™., from the causes and on the date stated above.

OSSN

23b. ADDRESS

S o

2. DATE SIGNED:,

WM

24b. DAT P

L35

(5 tate)

QCATI City, topm, or munty)

)
Nt oA WM

| 24z, ,RA\'IE OF CEMETERY %f CREM!\TORY

1 Torsbeal

25. FZEHAL 1)

81 GHATURE AbOPESS




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose nidmme is recorded on the reverse side of this certificate was embalmed by meor-or-bi___.

OSSO sy Student Embolmer Wo.

working under my persona! supervision.

StUdent veveeaneanaoncanassasnaansrancnnnas
Student Embaimer

P. 0. Address

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 epibalmed, fact should be so stated above. - - . o I ‘




