MISSOURI DIVISION OF HEALTH — STANDARD csnmﬁﬁs ofF peaATH 0051025
OEPARTMENT OF RuUBLiC ﬂEAL‘rDH "AHD WEL§ 2oor . _I_AQj ﬂ ~  +~ STATE FILE NUMBER
%%"Ta},sm‘; AMENDED _EKLE shrict, ﬂ%j 1 —_..Primary Registration District No. s No. ..

1. PLACE OF DEATH 2. USUAL RESIDENCE (Wheru deceased lived. I institution: Residence bafore
a. COUNTY e STATE  }Mjssouribk. COUNTY admisslon)

V5 300
Rev. 4/5%9

b. %‘I’Y (If outside corporare limits, give TOWNSHIP enly) Length of stay in 1b c. CITY Inside Limits

ToWN St.Louis 10N St.Louis Yeo B Mo [l

¢. FULL NAME OF {If NOT in hospital, give location} Inside Limim d. STREET {If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS

INSTITUTION. 54, ,Louis City Hospital [YeQX MDD L2Lé& McPherson Ave, Y O No

3. HAME OF _DEfEASED Firat j Middle Last 4, Dé\":I'E '_h\\omh Day Yeaoar
e srenn Percie (Mable) E, Meagher oeai  December 2L, 1963

5. SEX &. COLOR OR RACE 7. Married [ Never Married [ [8. DATE OF BIRTH | 9+ AGE (last birthday) | IF UNDER 1 YEAR IF UNDER 24 HR

Female White Widowed q_ Divorced O 9/20/1896 6? Months | Days Hours |T

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 pyost of working, life, even if retired)
Housework At Home New, York US.

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. MAME OF HUSBAND OR WIFE

(Unavailable) Walsh Unavailable Clarence Meaghersdec'd.

15. WAS DECEASED EVER IN .S, ARMED FORCES? 16 EOCIAL SECURITY NO 17. INFORMANT Addrass

[Yes, nnNg unknown}| (If yes, give war or dates of serv Claren ce Meagher, h2h6 M-CPhErSOﬂ

18. CAUSE OF DEATH (Enter only one cayse per lipe tor (), (p), and (G} INTERVAL BETWEEN
ART |. DEATH WAS CAUSED BY ONSET AND DEATH

IMMEDIATE CAUSE (

Sqrons. ¥ agsdiing W‘}ﬁ“g"t o c'\%"“}“‘\. aeed Ran
] m QP Dol \&%M«q@vu«w

above causs (a),
PART 1. OTHER SIGNIFICANT :" n D BN TSR B YorG e o The Terminal PART T 1T decemed —was Tomale wes

atating the under-
disease condition given in T1(a) 1here a pregnang}—in—-h:l 90 days.
Aoa X ?/é X d) //grg Ve | #fve | O Unknown

DATE AMENDED

\

DOCUMENT

lying cause last,

PERF
YES

07

NO [T = o= e QQHN t

20.. Timk IoF  Hoal ~ Month, Day, Year |

INJUR a.m.
{ in 12m\g=6D
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, 20f cIry, WHN, OE LOCATION COUNTY

WHILE AT WORK [] farm, factory, sireet, offite bidg., ete.
NOT WHILE AT WORK QRS 4 G\)\M \(\I\.D

N her
21, | ettended the deceased from. ) and last saw hnm alive on

Death occurred at /9\'10 4 m on the date sisted sbove, and to the best of my knowledge, from the cavses stated.

22n. SIGNATURE {Degres or tifla) 22b. ADDRESS 22c. DATE SIGNED
% &I/Mﬂrf é«f—ﬂw /300 Ponrt, (live . S0 7- &3

73a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, ar county) {Stare)

Removal " 12763 Bellefontaine Cemetery
24, FUNERAL DIRECTOR ADDRESS T1E AL REG
J\lbert H.Hoppe,Inc.,s700 Washington Blwd, ﬁEE ég? 'ibﬁé

{Licensed Embalmer’s Statement on Revarse Side)

19. WAS EUTOPSY 0n. ACCSENT SUI%DE HOMDICIDE 20k, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |1 of item 18.}

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.

~




* < STATEMENT- BY ‘LICENSED ‘EMBALMER

- P .=
Ao

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

“,,.-- L e - P

or by - - : . . - I : Student Embalmer No.

working under my personal supervision.

Student

Signature of Studen: Embalmer

Licensed Embalmer.NoZZ &) <= %
¥ [ gy
- P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING? (Failure 153.:5%'@“5 .
with the above constitlutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng

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




