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' 8IRTH NO.

FILED DEC 221955  STANDARD CERTIF

REG. DIST. NO. __, ;é 2

THE DIVISION OF HEALTH OF MISSOURI

7
ICATE OF DEATH State Filc No... 43{’ 8

PRIMARY REG. DIST. NO._\Qq_ Registrar’s No, a 227

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where Jecossed lived. If institution: residence befors
2. COUNTY gt Toudg a. STATE Mo, b, COUNTY 5%, Loui gdwimion.
b. CITY (It outside corpurata limits, writse RURAL and give c. LENGTH OF || c. CITY . 7 4 15 Retidence within Nlt 0
OR 3
RN Bridget on township) S"IiAAY tin ﬁ: place) TgwRN Bridge ton }Ta ? f 2 gity or incorporated tawat
FH(I).%P“BAN:_EOOF {If pos in hospltal or institution, give strect address or losatien) A%rDRREEEE‘TS (If rarl, glive location)
iNsTitution 20 St.Mary's Lane 20 3t.Mary's Lane
3 NAME OF 5. (First) b. (piddle) Gc {Last) I 4. DATE (Month)  (Day)  (Year)
(Typeor Priney  Margaret arvens pearH  Dece 5 1955
5, SEX® "/ ‘67 COLOR OR RACE | 7 #ﬁ)%ﬁf!’%% glEcrlgFRlél‘é\bARRiED. 8. DATE OF BIRTH - ~ '~ 9.:.GE (In yeard| IF UNDER 1 YEAR | IF UNDER'u mas.
. {Bpect b t birthdsy} |Months| Davs | Hours | Min.
Femaile White Widowed April 12 1863 | l
10a. USUAL OCCUPATION (Givekind of work | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE - 3
dona during most of working u!..-:-nlil :;';:;) DUSTRY i:. {City and State ¢ Pnn-an Countrv} E]’ IZCSL'I;II%ER{"’?F WHAT
Hou ™M Lome.. St.touia Mo, I L£.S.A.
I3a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBANG OR WIFE
#William Scahill Ann Scahill De ceaged _
15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. S50CIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{TF you, ive war or dates of servics) NO.

(Y-w eorunkpown}

None

—————

Agnella Tashler 20 St.Mary's Lane

18. CAUSE OF DEATH
. Enter only onecause per
line for (a), (b}, and (c)

1. DISEASE OR CONDITION |
DIRECTLY LEADING TO DEATH*m

*This does not mean ANTECEDENT CAUSES

. ME:ICAL CERTIFICATION Z
. M . . L .

INTERVAL BETWEEN

ONSE; £ND DEATH

Aorbid conditione, if any, gieing DVE TO (&)
rise to the above canse (a} slating
the underlying cause lat.

the mode of dying, such
af Aeart faliure, axthenia,
ec. It meons the dis-
easre, injury, or complice-

L g

DUE TC (c)

o

1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not
reloted fo the direare or condition cousing death.

tion which catsed death,

l

23a. SIGNAT!

(Degtes ot t.ltle)?

L

24b. DATE

Rdva Wi | ™27 6 /55

T

Calvary

242. NAME OF CEMETERY OR CREMATORY

19a. DATE OF OP_FIFgﬁ 19b. MAJOR FINDINGS OF QPERATION . 1. AUTQPSY?
A Zoo yes [ no [
2la. ACCID NT {Bpecify) 21b. PLACEOF INJURY (o.x..inoraboeut | 2tc, (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
CID E home, fartm, factory, strest, office bldg., wto.)
HOMI IDE
21d. TIME (Mooth) (Day) (Yeawr) (Houn 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
. WHILE AT[—] NOT WHILE
INJURY WORK AT WORK Y
2. [ hereby cﬁéy that I attended the deceased from | I , 1o M&__ 19.-5:5_ that I last saw the deceased
alive on 193.5- and thal death occurred atl.2_'3_!h M_ﬁ-om the causes and on Lhe date staled above.
E 23b. DRESS 23¢. DATE SIGNED

Den,  ljz-5-g5

24d. LOG\TION (City, town, or county) (State)

St.Louis Mo,

WRITE PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD _..

RAB'S SIGNATU

25. FUNERAL DIRECTOR'S SLGNATURE ADDRESS

DATE RECD BY !%AL

Sullivan'sg 285!2 NO Biia144
(Ticensed Embalmer’s Statement on Reverse Side) o




O 7 E i
RS )5 Mo eduo.,
' Jé/ JA 6~ | B

,,?. -/ ”5:

~ STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emt
by me, OF By ... cie e Ceeeeeeaeieraaaaaa. , Student Embalmer No..........

working under my personal supervision..

Student ... ... Signedﬂ..
Signature of Student Embalmer /
Licensed balmer, No, =
. T P. O. Addrey%.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F
" to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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

'



