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21b. PLACE OF INJURY (e.g.. in or about
bomw, tarm, fastory, rirset, office bldy ., «30.)

ACCIDENT (Bpecity)
HOMICILD

BIRTH NO.
1. PLACE OF DEATH Z. USUAL RESIDENCE (Whire decessed lived. U o snos before
a. COUNTY a. STATE b. COUNTY adanislon).
Missouri 3
b. CITY (I cuteide corperato limits, write RURAL and aive | €. LENGTH OF || c. CITY (1f outaida carporate limits, write RURAL ant give fowaship)
OR township)| STAY (in thin place} |7 OR ] R . 17[ :‘ (jr
TOWN St, lownig o TOWN In ity Lo e
d. FULL NAME OF (1f not in hospital or instisution. cive streot addreds or location) d. STREET (H razal, stve Liation) J
HOS ADDRESS
INSTITUTION DePaul Hospt, 1163 Belrus Ave
3. NAME OF . (Flrst b. (Midd) ¢. (Last)
DECEASED s (Fist) (Middle) ¢ 4. Dg;'i {(Month) ('_Dar) (Yeur)
(Typeor Print) Mary Elizabeth 0 'Mears 1 pEAH 10 13 1951
5, SEX / 6. COLOR OR RACE | 7. mikn%ﬂgg EIE‘\"ISECIEBRRIED. 8. DATE OF BIRTH ¥ 9.[:\.?5 {In vn,sn l:r lr::n |D;m,: I UNDER L4 HES,
. - ¢ ) ) onf Hours | Min.
lemale /lwnite Married 7. | Oet,3 1902 ’ l |
10a. USUAL OCCUPATION (Giekind of work | 10b, KIND OF BUSINESS .OR _IN- | 11. BIRTHPLACE (Btate or foreign sountry) 12, CITIZEN OF WHAT
done during mowt of working life, evan if retired) DUSTRY COUNTRY?
, St, TLonis Mo, USA
13a. FATHER'S NAME 13b.. MOTHER'S MAIDEN NAME 14. NAME OF HISBAND OR WIFE
b Temes Rogers | Johanna Powers Daniell ('Meara
E. WAS D ED EVE U.5. ARMED FORCES'; 16. SOCIAL SECURH'J 17. INFORMANT'S SIGNATURE QR NAME .ADDRESS
s, 20, or ucknown) | {If yes, Kive war or dates of servios . o " !
| ‘ None Daniell0 'Meara 1163 Belrue Ave
18. CAUSE OF DEATH M ICAL CERTIFI 10 . INTERVAL BETWEEN
 Enteronly onacauseper | I DISEASE OR CONDITION _ ., L ONSET AND DEATH
me for (), (by. and (¢ | DIRECTLY LEADING TC DEATH® ) L0 S|
*This does not mean ANTECEDENT CAUSES » 5 3 ¢7
the mode of dying, such | Morbid conditions, if any, gising DUE TO () —2-7
o heart fallure, osthenia, | 7ive fo the obove couae (o) stating
de. It means the dig. | the underlying cause lost.
ease, injury, or complica- DUE TO (e}
tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS
" Cunditions contributing to the death bui not
related 6o the disease o condision causing death. oA
19a. DATE OF OPERA- | i3b. MAJOR FINDIN F QPE ION . 20, AUTO ?
TION . A ~ ’ (] » D
10 ~41-5| %d.ﬁ.f. Bppevalee loi T L o

21c. (CITY, TOWN, OR TAWNSHIP)

=
21d. TIME (Mouth)  (Day 215 TRIURY OCCURNED2H- ID INJURY OCCUR? /7 ,
OF wunznl:-l NOT WHILE i . R
INJU = | WoRK AT WORK

7%’7*771/

2. [ hereby
alive on

_- S
oa‘!.ify .tha.! I attended the deceased from __.Bi., 19;2!, lo _LﬂL_!_'s_, IQ..f_', that I(laat saiv the decessed
_1_0_-_&, 19.8°7, and that death occurred at 6.3 50Fm., from the causes and on the date stated above.

WRITE PLAINLY—USING UNFADING BLACK ANE—MAKE A PERMANENT REC

{Degreo

22

Zia. SIG tigle)

23b. ADDRESS

730/

23c. DATE SIGKED

[0-18$=5}

' A

24b. DATE

24s. BURIAL, CREMA-
TION, REMOVAL (Bpety
et 17 19511

Burial il

24c. NAME OF CEMETERY OR CREMATORY
Calvary Cem,

24d. LOCATION (Oity, am. or county)

St. Louis, Mo,

(Btate)

S

DATE REC'D BY LOCAL

25. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS

REG 'S SIGNATYRE —— e
%,”% L0

0CT 1 5 1967

Jos, W, Clark 1125 Hodiamont Ave,
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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 No. .

working under my personal supervision,

StUABNTY wavsnraancansonnas cesereraranaanane Signed.....
Student Embalmer -. T

P. O, Address_//../gzj/W '

- 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. )

. -




