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! BIRTH NO.

1352

THE DIVISION OF HEALTH OF MISSOURI
- STANDARP CERTIFICATE OF DEATH

State F:'_Ic No. ~1~j~“$61 |

REG. DIST. NO. ‘%/) l : PRIMARY REG. DIST. no.‘_m Kegistrar's Na.._.?.,?_..................

James B Galvin

- Henorra Buckl

| 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers decsssed lived. 1f institution: retidence before
a. COUNTY a. STATE . COU admisslon).
¥ st Louls _Mo S@ foﬂ?a
b. CITY (If outeide corporats limits, weits RURAL and give ¢. LENGTH OF c. CITY (u ocmdd- osorporats imits, write RURAL and glve township) . 3
OR . towrabip! [ STAY (ln this place) OR o
TOWN Carsonville mo W nd - ?—/r
d. FULL NAME OF (1f nos in houpital or institution. glve street address or location) EET {It rural, give ooation) /
HOSPITAL OR - ADDRESS ]
INSTITUTION P rging Home N 2 Pudor
3 DNEAcNéESOEFD 8. (First) b. {Middle) C. (].jm 4. DATE : (Month) (Day) (Year)
( Twpe or Prind) William H Galvin DERTH Jan 8 XgpX 1952
5. SEX 6. COLOR OR RACE | 7. #ﬁ)ROF\!’ED. EWCE’ECMARRIED. 8. DATE OF BIRTH 9. hA.?'E o :n;n l: lt:::n 1 YEAR | o teer a0,
. X (Hpacity) : Hours | Min
Male White Married .. Oet 3 1891 ¥ , B l
10a. USUAL OCCUPATION (Qliekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or forvign sountry) 12_ CITIZEN OF WHAT
done during most of warking Life, evas if retired) DUSTRY d COUNTRY?
Retired Motorman Transportation St Louils Mo _ OSA
13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14, NAME OF HUSHAND OR WIFE

|Anna Leonard Galvin

0‘/«/0/\) fﬁffé’vvw'ﬂu

. Enter only one causs per

IS. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
(Yo, 00, ﬁuknownl (i you, wive war or dates of sorvios) NO.
: Anna Galvin 9223 Tudor
INTERVAL BEYWEEN

18. CAUSE OF DEATH

Hne for (8), (b), sod (c)

*This does not mean
the mode of dying, fuch
aa heart fallure, asthenta,
ee. It meana (he dis-
care, infury, or complica-

I. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH*(5)

ANTECEDENT CAUSES

Morbld conditions, if any, giving DUE TO (b)
rise to the above cause (a) stating

the underlying cause lost,

MEDICAL CERTIFICAT{ON

OINSEI' AND ZTH

DUE .TO {©) W «.‘

2?‘44.,4

2

tion which caused death,

If. OTHER SIGNIFICANT CONDITIONS
Conditions contributing to h‘l-e death b-u.t -13!

related to the di 07 0

G UNFADING BLACK INE—MAKE A PER

Y—USIN

e dr
&

19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION B 7
. vo [ o
21a. ACCIDENT {Bpecity) 21b. PLACECF INJURY (o.g..lnorabout | 2fc. (CITY, TOWN, OR TOWNSHIP) N (COUNTY) (STATE)
SUICIDE . s boms, farm. factory, strest, offios bldg., e10.)
HOMICIDE '-i, £ o "
21d, TIME {Month) \u\ﬁw)‘facfuﬂ (Hour) 2le. INJURY OCCURRED | 2tf. HOW DID INJURY OCCUR?

INJURY

& ‘..E

WHILE AT NOT WHILE

WORK AT WORK

%2, 1 hereby ceptify that I'g

alive on

, 102_Zthat T laat saw the deceased

nded the deceased from ML 19-{—/ lo .
"1’9&" nd that death occurred at _2220P m,, fldm the couses and on the dale stated above,

d

{Degree or titls)

2/

?.Sb ADDRESS

Y2 3/

@M\ﬁ/(” W es

#a, BURIAL cnzm- 24b. DATE 4. NAME OF CEMETERY OR CREMATORY
I'ilemt:w"ni LJ— Jan 11 1952 [

244/1LOCATION (Oity, town, or county} = /(State)
s Mn

WRITE PLAINY

DATE REC'D BY LOCAL REGISTRAR'S SIGNATURE

(—/

HO

25. FUNERAL DIRECTOR'S 8| GMATURE ADDRESS
Ortmann F Home 9222 Lackland Overland Mo
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+« STATEMENT BY LICENSED EMBALMER,
“ a . .
I hereby certify that the body whose name is recorded on the reverse side of this ccmf:cate was embalmed. by me, or by.—_...... -_...,,.,.:.ﬁ
3 :,: ) e ettt er st ee e et £t e eeee et eeeeee e e e e ee e . 4 .
- ¥ » i . . '
working under my personal supervision. Student E'“:;‘“‘" Mo,
) Signed Q é %M(M()__.._.._. e eer e
51gN@deusesrennernernraressvocnannaransnna .
Student Embaimer - Licensed Embalmer No L? */7/?

lu

P. 0. Address s

Note: The zbove MUST BE SIGNED BY THE LICENSED MAI.MBR his OWN HANDWR.'[TING (Failure to comply with
the above constitutes grounds for revocation of i.lcen.se.)

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




