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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be cousally related.

FILED FEB 1.0 105mwetenor

THE DIVISION OF KEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

trict No. . [T

_Primary Registration DismrictNo. . Registrar s No. Nao.

59-003524
STATE FI2NUMB Em‘

1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceosed lived. If institution: Residence befors
a. COUNTY o STATE Missouri b. COUNTY a L-/zmn)
b, CITY (If cutside corporate limits, give TOWNSHIP only) Inside Limits c. ng Inside Limirs
TOW _ St, Louis Yos [ Ne [ Tom St. Louis Yesfo No[]
<. ;8L’|:.I NAM%*(?JF {lf NOT in hospital, giva location) } Length of stay in 1b g 7¢:L STREET (I outside, giva location) Reside on Farm
Wenution 3130 Geyer 7ADDRESS 3130 Geyer Yeos [] No X
1]
3 PfrAME OF DECEASED First Middle Last 4. DATE Month Doy Yeor
{Type or print} OF
JOHN T. SORAGHAN peath  1/26/59
5. SEX 6. COLOR OR RACE[ 7-,,umienf] never marmieo[]| B OATE OF BIRTH 9. AGE (In yeors RF UNDER 1 YEAR] IF UNDER 24 HRS.
. . ast birthday) [Months | Days Houra Min.
Male o White wicoweo[] f pivorcep{”] ?/21/1905 YIrs.

10a. USUAL OCCUPATION (Give kind of work done

10b. KIRD OF BUSINESS OR

11. BIRTHPLACE (City ond stote o1 countsy)

12. CITIZEN CF WHAT COUNTRY?

Pof‘igg"éfﬁ‘;%g}""m Hoeneed t .II'_‘.%JS.TI%YO}..Dept. St. Louis, Mo. o USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
John Soraghan Molly Dunn Dorothy E. Working
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 1. SOCIAL SECURITY NO.| 17. INFORMANT Address
(Yn, ol unlmq-n) {1t you, pive wor or dotes of service)} Non o DOI'O thy E . S oraghan 313 O GE yer Ave .

IBC

p?n- for (a), {b), and {c).)

INTERVAL BETWEEN
ONSET DEATH

F DEATH
O (ﬁ? [ DEATH WAY CAUSE

/52 -

\ b

L

4200

Lo

g ast. Dl E TO (0’
H OTHER io FI nv/c@ TIONS GDONTRIBUTING TO DEATH but net reloted te the terminsl disaess condition given in PART | (a) 19. WAS AUTQPSY
3 7 PERFORMED? _ 7
< YES[] NO[F”
4| 20a. ACCIDENT SUICIDE HOMICIDE 20k, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1] of item 18.)
w
¢ o 0O O
3| 20c. TIMEOF Hour _ Month, Day, Yeor
a INJURY a.m.
x p-m.
20d. INJURY OCCURRED 20¢. PLACE OF INJURY (a.g., inor cbout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, ctory, straet, office bidg., ete.)
WORK AT WORK N , ;o
21. | ottendad the deceased from J“" VJ ) }"‘ ” and last sow t:’ alive m_@/’ é‘ /J-y
Death occurred ot - i on the date stated obove; and to the beat of my knowledge, from the causes stated.
220, SIGHATURE Z : ! ﬂbogu- %rﬁllc) 6 22b. ADDRE : ’TE SIGNE
T30. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 234- LOCATION (City, town, ov coursty) Z (Stere)
REMOVAL {Swacify) .
urial 1/29/59 Calvary St. Louis, Mo.

24. FUNERAL DIRECTOR

ADDRESS

E.J.Schnur 3125 Lafayette Ave.

25. DATE RECD. BY !.0§L REG.

{Licensed Embalmer’s 5 on R Side)

26. REGISTRAR'S SIGNATURE
%‘; .2 A“ZZ M p
¥ - % LAY S




STATEMENT BY LICENSED EMBALMER

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

, Student Embalmer No...........coveens

by Me, OF BY 1ottt i e s

working under my personal supervision.

R €111 1 | AU
Signature of Student Embalmer

Licensed Embalmer No. .. e
P. 0. Address@f/a?ns.-ﬂr

. (Failure

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITIN
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.




