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Doctor, coroner, ste. must use only standard nomenclature in item 18. Mo symptoms will be listed. All
{isoases in Part | must be casually related. Coroner cannot certify to o death due to natural causes.

USE ONLY BLACK INK OR RIBEON TYPEWRITE IF PCSSIBLE

/

THE DIVISION OF HEALTH OF MIS50URI
STANDARD CERTIFICATE OF DEATH

FILED APR 151957

STATE FILE NUM

Registration District No, evrees .\...i .............. Primary Registration Distriet lms .................. Registrar's bgg
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare deceased lived. If institution: Residence belore
admission)
a. COUNTY a. STATE Missouri b, COUNTY
b. CITY (1f outside corporate limits, give TOWNSHIP only)| inside Limits e. CITY Inside Limits
OR OR
TOWN St LOU.i S Yes) NeD TOWN Sto LOUiS YesX NoDO
c. l-":lgls-lg-l '?:SESF (1§ NOT inhaspital, givelocation){Length of stoy in 1b 4. STREET (If outside, give location) Reside on Farm
&/ INSTITUTION 812 Geyer 1123 Pooress 812 Geyer YesO NeD
s : =
a. ::glt! 8: Firat Middle Last 4. DATE Month Day Yeor
ASED OF
(Type or printy PATRICK C. SHEEHAN DEATH 3 24 19 5?
5. SEX 6. COLOR OR RACE 7. B. DATE OF BIRTH 9. AGE {Jn years | IF UKDER | YEAR hiF UNDER 24 HRS.
O marrien (] Never margfip 11-25.- 1878 fast gr!bdav) Fomiis | Paw T Hows | 1in
Male White |. wioowsn 3 mivoreep [ _
“110a. usu;u. OCCUPATIONt(OWekad ujwork!dnne 104, KIND OF BUSINESS OR INDUSTRY {11. BIRTHPLACE (Ciry and xtatv or couniry) 4 12. CITIZEN OF WHAT COUNTRY?
uring of working toen | r; ire
HospTtal Ktten Retired Ireland U.S.A,
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME
James Sheehan Unknown
|(5}; WAS DECEASED EVER IN U. S, lRMEg‘u:ORCEST 16. SOCIAL SECURITY NO.|17. INFORMANT Address
£4. no. or unknown) (If urs. gise war or s of sermice}
Unknown _— Glenda Sheehan, 812 Geyer

18. CAUSE OF DEATH [Enfer only one cauge per line jor (a),
PART k. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

(b). and (t):] :’Z—' — ii -

INTERVAL BETWEEN
ONSET AND DEATH

.
»
Conditions, if any, M
which gare risg fo DUE 7O (8) . /

above cause (8),

stating the under-
7 De wnger DUE TO ()

tying cause leat.

z

=} PART 1, QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIOM GIVEN IN PART i(n) f§-_ ':%»LSF;;J;CE)SY

3 Y442

4 '

] 3 ves O no il

E 2a. ACCIDENT SUICIDE HOMICIDE | 205, DESCRIBE HOW INJURY OCCURRED. (Enfer nature of imjury in Part T or Part 1T of item 18.) 4

ﬁ O (] G

- 20¢. TIME OF Hour  Month, Day, Year

J INJURY a. m. . .

E pP.-m. ,

X | 20d. INJURY OCCURRED Xe. PLACE OF INJURY (e. ¢., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT (1] XOT WHILE Jarm, foctory, street, office bldp. efc.)
WORK AT WORK

o 8

-2~ 17

and last saw

21. I attended the deceased from / /'_' ”
s

Death cecurred at

,‘:‘r‘f‘ alive on%

i p m on the date stated above ;’and to the beat of my knowledge, fram the causes atated.

2Z2a. SIGNATURE

7 7

(Degree or titie) G

225, ADDRESS DATE SIGNED

LT A ARt 19-57

23a. BURIAL, CREMATIDN,
REMOVAL {Specify)

emova

. pate
1957

NAME OF CEMETERV OR CREMATORY

St. Trinity Cemetery

g'
23d. LOCATION (Cify, town. or county) (Statey 7

3- 27
ADDRESS

24. FUNERAL DIRECTCR

McLAUGHLIN'S, 2301 Lafayette

{Licensed Embalmer's 5tatement on Roverse Side) I

25, DATE RECD. BY LOCAL.REG,

St. Louls Co., Missouri




STATEMENT BY LICENSED EMBALMER - s

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embd

by me, or by ...................... [, feneeieeerieaeas erveeeeeeecaenaeacaaaan- , Student Embalmer No............

working under my personal supervision,. - _— : - i

Student ..o Signed \.
. Signl!.ure of Student Embalmer .

. Licensed Embalmer No.4/ . S4 .

P. O. Addres

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hlS OWN HANDWRITING. (Fa
to comply with the above constitutes.grounds for revocation of license). . -
If embalmed by a 'STUDENT, Jbe also shall sign in his OWN handwriting.
Lo If this body lS not embalmed “fact should be so stated above. -




