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All diseases in Part 1 must be causally reiared.
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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

HLED MAY 4 1959msmmen District Na.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

(79

TS
59-014018

Primary Registration District No.,

STATE FILE NUMBER

5667

1.

PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived.

If institution: Rnld-nc, lnluu

o COUMNTY A /A/@&A A/ Lincoln o. STATE Mo b. COUNTLinCOIﬂ f'm
b. CITY (If outsid, porate limits, give TOWNSHIP only) Inside Limits c. CIUTRY oS5 7 Insids Limits
Y N )
o fizeld Troy il N oW Whiteside Yol NeDJ
c. FgLF!"-I NAMEOOF'(” NOT in hospital, give location) | Length of stay in 1b d. STREET (I outside, give locotion) Reside on Farm
HOSPITAL OR . ADDRESS
INSTITUTION 2 days: yift KK Yes [J NofE]
3 NTAME OF DECEASED First HOUSPe  Middle Lost 4. DATE Month Day Year
{Type or print) OF
John Molloy peat ly/20/59
5. SEX 6. COLOR OR RACE| 7. WARRIED ENEVER MARRIED[ ] 8. DATE OF BIRTH 9, AI(;E' E_,,'z:.,; :::‘t::ﬁigYEAR I: UNDER 2;_HRS-
[14 ay, 1 ) ays ourgy .
Male White { wwowep[] ovorceoJ| June 1, 18 85 73‘ J
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state ar cauatry) 12. CITIZEN OF WHAT COUNTRY?
during maxt of working life, even if ratived) INDUSTRY
» genaral Illinols L {USA

13a.

FATHER'S NAME

olloy

Katie

13b. MOTHER'S MAIDEN NAME

l 14. NAME OF HUSBAND OR WIFE

jRuth Molloy

15. WAS DECEASED EVER iN U. 5. ARMED FORCES?
{Yes, no, or unknawn)| (1f yes, give war or dates of service)

balal

16. SOCIAL SECURITY NO.

17. INFORMANT

Address

498-10-0778 Ruth Molloy, Silex, Mo Rt 3 Box 38

MEDICAL CERTIFICATION

18. CAUSE OF DEATH (Enter only one cavse per line for {a), (b); a d {<}.)
PART 1. DEATH WAS CAUSED BY: b Lt
" IMMEDIATE CAUSE (o)

7 Blede -

INTERVAL BETWEEN
ONSET AND DEATH

Conditions, if any,

DUE TO (b} CQ)LC_M ,QMW——p

<320

which gave rige to
aboave couvse (o},
atating the undaer-

i

——
W(:)

(%, Are

lying cavee last.
PART II. OTHER sn‘.m |GANT, CONDITIONS CONTRIBUTING TO -QEATH hur t raloted to the a.miny dinagae condition glven in PART i (0) 19, WAS AUTOPSY
W PERFORMED?
. YEsS[J nO X
20a. ACCIDENT SUICIDE HOMIC|DE 20b. DESCRIBE ybw IN'JU'RY OCCURRED (Enter noture of injury in PART | or PART [l of item 18.)
| (I ]
2X¢. TIME OF Hour  Month, Day, Year
INJURY a.m.
#m.
20d. INJURY QCCURRED 20e. PLACE QF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, wctory, street, office bldg., etc.)
WORK AT WORJY # . #
21. | attended tha decfa 1o mﬂ saw H27 alive on hd

24,

Schrader Funeral Home Ballwin,Mo.

m on%the date stated abov-, and 1o the bast of my knowledge, from the causes stated.

22a. s w %zb ADDRE ‘ ) 22¢. QATE SIGNED
230, BURIAL, CREMATION, |*23b. DATE 23e. E OF CEMETERY OR CREMATURY 23d. LOCATL (i;ty. town, or county) rtm)
REMOVA ISpcc ]
at | h/23/59 Bet 1 Cemetery, Pord, Mo.

FUNERAL DIRECTOR

28. DATE RECD. BY LOCAL REG.

H-28—3579

26. REGISTRAR'S SIGNATUR M
v

{Licensed Embalmac’s Statement on Reverss Side)




ggel 7 MW

- .
- - . -

11

5 \gsg‘*\' ' ’
Wit ' '
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, OF BY ettt e e e e s , Student Embalmer No. .............cceeee

working under my personal supervision.

StUdent oeoeeienerii e
Signature of Student Embalmer
_ Licensed Embalmer NURZQ?/
. - s
P. O. Address 4XZLAYL /..?fﬁf

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

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

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




