RI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

EILEy ¥ SEP 4 i4hP

Registration District No. _______________ Registrar’s No.gh__{zzg

59-030234

STATE FILE NUMBER

DED Rngmuna: Elgncf l:!_o Primary
1. PLACE OF DEATH 7. USUAL RESIDENCE (Where decaased lived. IF instinution: Redidence before
s COUNTY AT b. COUNTY / admission)
b. CITY (If outside corporete limits, give TOWNSHIP only) Length of stay in 1b e. CITY Inside Limits
TOWN M TOWN k{ Ne O}
St. Louls Mo. Ste Lonia No. w0 Ne
<. :UOLéPf;ITa:ME OF (1f NOT in hospital, give locstion) Inside Limits d. STREE}»S {If cutside, give location) Reside on Farm
INSTITUTION. Ste. John's Hospital [Y=DO ~DO 6024 Qleatha Ave. Yo [ No D
X alAME OF IDE)CEASED First Middle Last 4. DegE Month Day Year
ypa or print
Margaret Bartin ceati  Auge I8 1959
5. SEX 6. COLOR OR RACE 7. Married Never Married [ [8. DATE OF BIRTH | ¥ AGE (last birthday) [IF U?hﬁER 1 YEAR | IF UNDER 24 KR
i i - ] s Hours Min.
White Widow Divorced [] J‘uly II +[884 75 MT I Qr'
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during most of working life, even If retired)
Ste Louls Mo. % 3 A

130, FA ‘'S

15. WAS DECEASED EVER IN U.5. ARMED FORCES?
(Yes, no, o unknown) [ (If yes, give war or dates of service)

13b. MOTHER'S MAIDEN NAME

Anna Clancy

14. NAME OF HUSBAND OR WIFE

16, SOCIAL SECURITY NO.

William Me Bartin
17. INFORMANT
Tohn T. Bartin 6024 Oleatha Ave.

no no
— 18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), end [5). INTERVAL BETWEEN
Z PART |. DEATH WAS CAUSED BY: v ONSET AND DEATH
g IMMEDIATE CAUSE (a) / anny .
] 7
Q
o Conditions, if any, DUE TO (b}
which geve rise to
above cause (a), 3 3 & X
stating the under-
lying cause last. DUE TO (c)
z PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted to the terminal PART II. If deceassd was female was
g disesse condiNon given in PART | (a) thers a pregnancy In last 90 days.
:} ) ]DYulMoIDUnknwn
& | 9. WaAS AGTOPSY | 20s. ACCIDENT sul{l]DE HOMICIDE 205, DESCRJBE HOW (NJURY OCCURRED, {Enter nature of injury In PART | or PART 1) of item 18.}
& PERFORMED ] [m}
=] YES J NO
I | "20c.TIME OF " Hour  Month, Day, Year
=1 INJURY am.
g p.m.
20d. INJURY OCCURRED 20w, PLACE OF INJURY [e.g., In or about homa, | 20f. CHTY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WCORK tarm, factory, itreet, office bidg., atc.)
NOT WHILE AT WORK (] y P
=
21. 1 attended the decensed tro /l ﬁn_ds?_l_Lm fast saw por alive on a"-ql 4
Death occurred at L * o on thelate stated sbove, and to the best of my knowledge, from the csuies stated.
8 ree or title) 22b. Al 02 22c. DATE SIGNED
c Loy / {-30-55
< 23ar BURIAL, CREMATION, { 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (cmi ﬁ(vnm or county) {State)
a REMOVAL (Specity) Louis MNoOe
£ ug. 21 1959 Calvary Cemetery Ste
< | T24. FUNERAL DIRECTOR ADDRESS 257 DATE RECD. BY LOCAL REG.
H
% A6 2 159

—Cullinane Broa.3320 N,Ki nqshwa.y

1 Ecnhal

-,

I3

o Llh 0.
=7

1 on Reverse Side)




STATEMENT BY LICENSED EMBALMER

| hereby certify that the Body whose name is recbrde_zd on the reverse side of this certificate was embalmed by

.

or by Studen't Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

with the above constitites grounds for revocation of license). .
it embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.




