FILED NOV 24 139K THE DIVISION OF HEALTH OF MISSOURI 20375
STANDARDﬁgiFICATE OF DEATH()() oy e it o i

.S_. No.30
Ev, 10.48

;BIRTH NO.

REG. DIST. NO. ‘ PRIMARY REG:"DTST. WO._ _ Registrar's Noweo o S0 20
1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institytion: residence befors
a. COUNTY a. STATE b. COUNTY sdinismion).
l Mo, '
b. %‘EY ({ outcide corporate Umits, write RURAL .ndmg:;h o v:sr Alfﬂflli-i. D&Fﬂ Cg;( (1 outaide corporats limite, writa RURAL and dvs townahly) QJ.? S“?
TOWN St, Touls ,) TOWN St. Louis .
d. FULL NAME OF (1f cot in hospital or Insticution, give strect addross or loeation) d. STREET (! rural, give locadon) ’ rt
HOSPITAL O ADDRESS
INSTITUTION 6§61 81 McPherson Avs. 6181 McPherson Ave,
SDNE%'EESOE'B a. {First) b. (Middle) c. (Last) . J 4. Dg}'E {Momnth) (Day) (Year)
(Typeor Print)  BRIDGET McLE AN DEATH Nov, 7 1951
5, SEX 6. COLOR OR RACE | 7. MARRIED NEVER MARRIED, 8. DATE OF BIRTH " 19, AGE (In years| ¥ weomm 1 YOR | o tnosr W HRs,
} WIDOWED, DIVORCED (E8pacity) last birthday} Monﬁul Days | Hours | Min.
Female/ | White Widow 9 | Jen. 15,1872 79 l
10a. USUAL OCCUPATION (Givekind of work 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or foreign country) 12_ CITIZEN OF WHAT
dens diring moat of working life, even if retired) DUSTRY COUNTRY?
Hougoawork Irel and U.3.4.
13a. FATHER'S NAME 13b. MOTHER®S MAIDEN NAME 14./NAME GF HUSBAND OR WiFE
Owen Mullahv Hary Dillon Late Danisl McLean
15, WAS DECEASED EVER IN U, S. ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yed. B0, or unknown) | (If yew. xive war or dates ol service) NO.
No Noras Earloy 6181 McPherson Ave.

18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
Enter only onecausoper | . DISEASE OR CONDITION _ : . M 54 ONSET AND DEATH
|| e tor e, (o5, adt o | DIRECTLY LEADINGTO DEATH® 5 A AKX LIV 20- °°Q'”WL"C _I_"]im_
*This does mot mean | ANTECEDENT CAUSES I ! Q S »
the mode of dying, such Adorbid conditions, if any, gi.vluy DUE TO (b) . .,o. A?AM

oz heartfollure, asthenta, | Tide fo the abooe cauae () stating . T
N ete. 1¢ mearis”the dis- the underlying couse last. -

ease, fnfury, or complica- i D'{‘IE TO {e} i s

tion which cauaed death. 1 11. OTHER SIGNIFICANT CONDITIONS - ' T

Conditione contributing to the death but not
related to the disease or condition causing death.

19a. DATE OF OPERA-'| 195. MAIOR FINDINGS OF OPERATION ’ ” - - 20, AUTOPSY?
TION )
vis [ wo

21a. ACCIDENT {Epecify) 21b. PLACEOF INJURY {e.x..tnorabout | 2tc, (CITY, TOWN, OR TOWNSHIPY (COUNTY) .. (STATE) -

SUICIDE boras, tarm, factory. street, offiow bidg., e20.} oo B

HOMICICE J \
21d, TIME (Mon:h)&ib\u) (Year), (Hoan) .| 2ig, INJURY OCCURRED | 2If. HOW DID INJURY OCCUR? - W

| o
IRy RN N k e waunm:ug:ouﬁniz ot}

. # . ¥ -
2] herebyncerigﬂy that I altended the deceased _from - 19ﬂ lo l/r" 7 195/ s that I last saw the deceaced
\ alive.on *L.ié.L 1981 and that death occurred a¢2.._®A m., from the causes aud on the date siated above.

238 S1G E, TS {Degree or title) 23, DATE SIGNED
A M DD D N1 fomdyn Vites, - f2lags |00
B

TlON 3\1‘&“5 24b. DATE 24c, NAME OF CEMEI‘ERY OR CREMATORY 240, LOCATION (Otty, town.oreounty) 7 (State)

Burial Nov.9.10‘51 Calvary Cemetery - 8t. Louis, Mo.
Dﬁﬁﬁg BY }%% 25, FURERAL DIRECTOR S SIGMATURE RBD.E”

REGISTRAR'S SIGNATU -
M’"" [Kriegshauser 4228 S.Kingshighway Bl.

INLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD
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{Licensed Embalmer's Statemenit on Reverse Side)




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

. - Student Embalmer Nouusssesnnsssssnvavennasnna
working under my personal supervision.

Signed_mz.éw
31gnedicisicrvccnavannans sesersesavenana e :
3lgne Student Embalmer Licensed Embatmer No..ﬁ‘_r/,'?ﬂ....:-_....

P. O. Address $£2.25

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
the ebove constitutes grounds far revocation of license.)

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




