A THE DIVISION OF HEALTH OF MISSOURI au84
S STANDARD CERTIFICATE OF DEATH

n e L] nran.!oLEn FEB 2 195? REG. OIST. N0318__HIIIMRY REG. 0IST 1’0_0.3_‘;'“"::;‘:"\: OHH8

1. PLACE OF DEATH i 2. USUAL RESIDENCE (Whbers 4 3 lved, U institation: residence before
} a. COUNTY a. STATE MO. .+ b COUNTY . admimlon).
b. col"liY (If outodde corpurate limits, write RURAL “dw‘hw:.hip) CS:rAI"EI(‘f{h]: ﬁ:;] <. Cg;{ fied ovtalde sorporate Limite, write RURAL azd give township) ﬁ
TOWN t.1ouis oW St.Louis 7
& d. FH{!)-SLPTTJ}AH{E&; {If mot in bosplial or § jon, give strest add or loeation} /d. DRESS (I rura), give loeation)
g NstiTumion 4237 Maryland Ave, 47227 Maryland Ave,
3. NAME OF a. (First) b. (Middle) e (Last) y DATE (Month) (Day) (Year)
DECEASED .
F { Type or Print) Bridget Sullivan oA Jan, 17 1952
g 5. SEX / 6. COLOR OR RACE { 7. MARRIED, NEVE%C'ESR::'ESI ). 8. DATE OF BIRTH ~T 9, AGE Un vl)u- n: :: :Dr.t: I UNOER M MBS,
n t1 Hours .
FENALE W WPRBHRY L S | 71y 16 1867 | | ™
10a. USUAL OCCUPATION (GWwekindofwork | 10b, KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE (Stats or forelgn oountry) / 12, CITIZEN OF WHAT
do; rutired DUSTRY
mmgm&o.mu ) II‘elar.td é’ COUNTRY?
|3|. FM‘MER S NAME 13b. MOTHER'S MAIDEN NAME 14. MAME OF HUSBAND OR WIFE
Villiam Manion [Bridget NeDermott | _DECEASED
E-?E WAS DE‘&EASE;J E\(a'xER IN“U.S.ARM‘E‘ED FORCES'; 16. SOCIAL SECURIJY 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
. Do, OF nowd, yos, rive war or dates of servioe
' homas Sullivan 1600 Belt Ave,

18. CAUSE OF DEATH MEDICAL CERTIFICATION Ig‘l’ERVALBEI'WEEl
| Enter only onemuseper | 1. DISEASE OR CONDITION . ) NSET ND DEATH
linefor (2, (b, end (¢) | DIRECTLY LEADING TO DEATH" ) Cﬂ’ LN Lantrollid. s N .x‘b.!

This docs mot mean | ANTECEDENT CAUSES L:/ A/ % -
the mode of dying, such | Morbid conditlons, if any, giring DUE TO (0) i

oo = || 08 beart uslure, asthenia, | rize o the ebove cause (G) HOHNG .. o e e e s e mrwerm el sl e s T TR
ete. Tt means ibe dis- tying couse fast. =" 1 - T e ) ’
case, Infury, or complice- - - DU.E TO(c) — T
tiom which caused death, | 1. OTHER SIGNIFICANT CONDITIONS == --'s =" 7 A

" Conditions contributing to the death but ot
related to the di or condition causing death.

T ecOATE OF OP-FIFE!A; -1555.-MAJOR-FINDINGS: OF OPERATION '* At o e o veliim T e s a0, AUTOPSY?
R . B R e e e S mD NO
21a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY (ex.. nerabest | 21c. (CITY, TOWN, OR TOWNSH[P} : (COUN.TY) - (Sl'ATE)
SUICIBE . bowme, farm, tactary, strest, offics blds..e10.) e s ! . oty Cod
HOMICIDE . -
21d. TIME (Month} (Day) (Year) (Houn 2le. INJURY OCCURRED | 21t, HOW DID INJURY OCCUR? M
- - - . - e e WHILEAT _HOTWHILE / N
INJURY m." WORK arwork L1t mmermeresseiens TR,

2. I hereby certify that 1.attended:the d ¢d from lo-fs™ 1958, 10 ___LZJ_ 193 J—, that I last saw the deceased
alive on _.L_L?— 1 _-3., and that death sccurred ata_.__s_ElMJrom the causes and on the date stated above.

s siIGNATURE SO (Degmon)Sf) Z3b. ADDRESS % g zac DATE SIGNED
3w T T a ""? A{ W,_:_h 1.3 : é y W vy ¥ "'-jfms )\

-WRITE:%-P.‘LA.IN;LY—USING UNFADING BLACK INE-—-MAKE A PERMAN

by g
gr.}adNBURIAL CREMA- | Z4b, DATE 24c, NAME OF CEMETERY oR casmuogv,_ -24d.- LOCATION (Oity, town, of county)  t-, « . (5tate),”,
: y
B TAl1/21/52 Salvary e .. - SheTondge v oMand it
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATU [ 25. FUNERAL DIRECTOR'S SIGMATURE ADDRESS
VAN 1 o 1| BFin .
1p 10 S1114 U

Ty ﬁ_ {Licensed Embalmer’s Statement on Reverse Side)




-~
i
)

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 oo,

Student Embalmer No. ., ,
working under my persona! supervision, W')ﬁzj
SLUJENE cuvseansntecsesrssnsanrisatansnanas Signed. £.A.... W“—/
Student Embalmer ,

A Ve Licensed Embalmer No 5553

ok L] *

‘. . P. O. Addresss. .o .

L . ALY 7 A R :
.. Notes Thcabovie.MUST‘s% SIGNED‘BY'I'HE LICENSED‘MQ@LMER;E::_I:&: OWN HANDWRITING. (Failure to comply with
the sbove constitutes grounds for revocation of license.)

If this body is not embalined, fact should be so wated above. S '




