BT X1

WAMLL PLADRVLI=UVOE WINFAIMNG BLAUK INK—MARE A PERMANENT RECORD

N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state

CAUSE OF DEATH In plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.

DEPARTMENT OF COMMERCE
BuREAU oF THR Cznaus

RegistmglonLIstr{ct No.

MISSQURI1 STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.mersccemsrmesman

30819
'7882

Sials Fils No

Regisirar's Ne.

1. PLACE OI’ DEATH:

(a) Count.yv et e =
(b) City o:.;own

1

/
St Louia,

{11 cutsids clty or town limits, write “RUHAL" and name of townahip)
{c) Nameof hnspitat or institutlon:

2. USUAL RESIDENCE OF DECEASED:

(o) state__Migmouri o county_ 8%
Clayton

/

3

{e) City or town

H 1 {Ir outslds cliy or town lmits, writs “RULAL"}
{11 sot [n hospital or [ostltution, write strest number or location) n
Length of stay: 1 . () Street No._ 029 Wydown,

{d} Length of stay: In hosapitalor institutio Fe——on (I roval. giva Toueiion)
In thisa community. .

years, months or days) {e) I{{oreign born, how long In U. 8. A.Y. vears.

MEDICAL CERTIFICATION
8. (a) PRINT
FhiNane MARY LOUISZ XOLBURN. 4 [/ /. 12th
A 20. DATE OF DEATH: Month S€R%.
8. (b) If vateran, 8. {c) Soclal Security 1 9 9
pame war [IONE No none year...... 4% 9. ...hour...............ﬁ... minute...... ... 4, M.

5. Color or 8. (a) Blngle, widowed, married,
ssex. Female| iace Whitle davercod. 2AI 104

6. (2) Name of hushand or wifew. .. .. . 6. {¢) Age of husband or wife it

WH&.I‘IX__I._KQl:D_uI'nJm_ nlive........&ﬁ..,..._yem

21, I hm}by certify that I attended the deceazed !

y 19.27, 10_== As 22,
that Tlaxt saw hlold, . alive o -y 3 ¢
and that death occurred on the date and pbur stated above.

Duralion

te cange of d:aﬂ-

7. Birth date of d a. Feb. 10 /EZ7F i -—%—a‘-—-ﬁﬂ—-ﬂ%
{Moanth) {Day) {Yur) %2 /L 54‘ .
8. AGE: Years Months Daya i if less than one day %} : C /) .
%‘ / 7 v B [ ey 2 0L Eltoptl
P ' min.
Due to.
9. Bh‘thplace...........s_t_. MO a
{Cisy, wown, or couuty) {Siate or forelgn cocntry) 3 Q
ondition:

10. Usoal oceupliibn At home £ || Otherca po e yerrepr T
11. Fodustry or busines : PHYSICIAN

12, Name____W.T.Brawner. o || Mobr Badiee

wt

{ 13. Birthplace _Lam@ Mo.
City, town, ngy) e consiry)
14. Malden oam

-]

2

=

& .

g { 15. Birthplace _....ﬁﬁl.llr:b_o.n..._.__. MO =

{City, town, or ty} (B {gp tonntry}
18. (a) Informant’s own dwmrcﬁﬁdﬁf_z@:m&m.é
) Addrems__ 2029 Wydown, f

17. (a) (b) Date thereo
{Burial, eramation, or removal) )

{c) Place: burial or crematio

18. (n) Signature of luneral dIrector_..C..u.B..t.Lll,
(b Address 7833 Delmar,

(Manth) (Day) (Year)

which death
ashould be
charged sta-
Lstieaily,

v o SER1:2193% © %M

22. If death was due to external causes, {ili in the following:

(a) Accident. suicide, or homicide (specily) -
(b) Date of vecutrence >~
(¢) Where did injury occur?.... =

N {City or town) é&unty) (State)
(d) Did Injury occur in or sbout home, on [arm, in‘lndm place, in public place?

{Specify typs of phace)
fanns of Injury. ...

(M. D. or other)
Date signe

(Liconsod Embalmor's Statement on Reverse Sido)
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is. reoorded on the reverse side of this cemﬁcate was embalmed by me, or by ,'.., S
_W Regmtered Apprent;ce No 2 / q

working under my personal supervisky .t

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in h.u OWN HANDWR.ITING (Failure to comply witl
the above constitutes grounds for revocation of license.) .

If this body is not embalmed, above space should be left blank,

t..




