THE DIVISION OF HEALTH QF MISSOURI

09-019497

Heclth,
;:W;ll.furc STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER o
whlic
Service | tegistration District No. Primary Registration District No._____________________ Reghisar ’4186 —————————
ra
. PLACE OF DEATH .., 2. USUAL RESIDENCE (Where doceased lived. If institution: Residegfe before
300 a. COUNTY o STATE M4 oo ourd b. COUNTY admpsion)
51'57 b. CITY {lf cutside corporate limits, give TOWNSHIP only} Inside Limits <. C:)TRY Inside Limits
]
! é, 10w St. Louls Yos [ No [ 7ome Saint Louls Yas [} No (]
c. Egé&:#ﬂ%gF (1f NOT in hospital, give location) | Length of stay in 1b d. STREET (If outside,five locotion) Reside en Farm
ADDR
3 Jo_ Wenturion City Hospitel $ 1 | —eeee-- £55 4257 Porest “ark Blvdl e[ neX
3. NAME OF DECEASED First Middle Last 4. DATE Manth Day Yaar
(Type or print} OP
MARGARET LILLIAN O'XEILL oeaTH April 27th, 1969
5. SEX 6. COLOR OR RACE| 7. maRRIED[ ] NEVER MARR!EDm 8. DATE OF BIRTH 9, AF,E 9'"J-:"; ;uul?ea gYEAR l: UNDER 2;_HRS.
ast bir: a orths ays outs .
Female | White y woowen[]  owvorceo[ ]| Hov. 28, 1881 ' ’ ]
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 1. BIRTHPLACE {City and state or country) o 12. CITIZEN OF WHAT COUNTRY?
during most af working life, aven if retired) INDUSTRY
Botired W o | 8t. Louis, Miagourl USA
13a. FATHER*S NAME 135 MOTHER*S MAIDEN NAME J4. NAME OF H}USBANQ OR WIFE
James 0!'FNeill A} |__XNons
13. WAS DECEASED EVER IN L. 5, ARMED FORCES? 16, SOCIAL SECURITY NO.| 17. INFORMANRT Address
. { 0, or unkngwnjf (If y. war or dates of sarvica)
X6 [ rmghie 00=34-9037 Mrs. J enmr Inehrmann, 3719 N. T A

All diseases in Part | must be cousally related.

18. CAUSE OF DEATH {Enter only one caus
PART |. DEATH WaS CAUSED BY:

IMMEDIATE CAUSE (a)

e@ne for {a}, {b), and (c}.)

Conditions, if eny,
which gove rise ta
abave caouse (o),
stating the under-

DUE TO (b}

j

M&M

INTERVAL BETWEEN
ONSET AND DEATH

USE ONLY BLACK INK OR RIBBON TYPEWRITE iF POSSIBLE

'220. 8
hY

hY

/500%_,/(

z lying couse last. DUE TO (¢}
F PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related ta the terminal diseose cenditlon given in PART | {a} 19. WAS AUTOPSY
3 . PERFPRMED? /
g L2n./ YES[V} NO[]
% | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART ) or PART Il of item 18.)
L .
o 4 a o
;’ 20c. TIME OF .Hour Month, Day, Yeor
a INJURY . am.
‘X p.m.

20d. INJURY OCCURRED . .| 20e. PLACE OF INJURY (e.g.. inor abouthoma, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE ATD NOT WHILE O farm, factory, street, office bidg., etc.)

AT WORK  '—
21. 1 uAndad the d; sod from ™ and last saw tl';n alive on
Death ocefed at \z m. d e dote stoted above; and to the best of my knowledge, from the causes na:«i.
TURE (Degaee or title) / X[ 22b. ADDRESS
Aup

Rk

<
23b. DATE

4/29/59

URE CREMATION,
Euoéaipuifﬂ

23c. NAME OF CE

Bellefonta

TERY OR CREMATURY

e Cemntery

23d. LOCATION (City, town, or county)

St

“(stars

gy

4828 Naf:
HouE 8 a.%

ME, 8. L

251 Bridge mVESS AR
ourl

RECD. BY LOCAL REG.

PR 29'59

{Licensed Embalmer’s Stotemant on Reverses Side)




STATEMENT BY LICENSED EMBALMER

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

., Student Embalmer No. ..........ccceees

DY ME, OF DY 1ervvvveiiiireiiiiiin i ses sttt st s

working under my personal supervision.

SEUAENT  ereirirrrinrntisinninriaremcsoasssrnssaiomsasarsnrenies Signed ,....|[=&eT
Signature of Student Embalmer

Licensed Embalmer No.

P. 0. Address.....=T\. T W

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

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




