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WAL LL FLALMNLEITUOL UNTAUIING DAL INA—iARlI: A YERMANENT RECORD'

N. B.—Every Item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS shounld state
CAUSE OF DEATH in plain terms, so that it may be properiy classified. Exact statement of OCCUPATION is very important.
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STANDARD CERTIF

ICATE OF DEATH

Prlmlry Registration District No..._ AO_L___ ' Registrar's No. gg / /

1. PLACE OF DEATH:

(a) County.

St. Louis

{¢) Nams of hup{tl.l or institution:
St. louis,

(b) City or town [ lﬂ.yt on

outside city «r tows limits, write “RUBAL"’ and nanw of township}

Co. Hospital /

(I not in beapital or Enstitetlon, writs umbser or location!
(d} Length of stay: In hospital or institutio: agd O‘n B.I‘I' in

(Spoell’y whnﬂwr
.3

Inthis community. 2 Years

years, months or days)

2. USUAL RESIDENCE OF DECEASED:

{e) City or town St. LQUIS. MO.
(If outeide chiy cr town limits, write “RURAL™)

(D Strect No.___ L2028 Woodruff Ave,

(1f rural, give koootion)

{e) Iiforeign born, how long in 1. 8. A.7. yearn.

L@ PRINT  Beulah Brown  {giv)

8, (b) If veteran,

8. (¢) Social Security

name war. No.
5. Coloror 6. (a) Single, widowed, lnnrried
4. Bex Femal e race. Whlte dlvorced__s._;_ns e
6. (b)) Nameof hushandorwife.____._.____ .. 6. (¢} Age of husband or wife if

7. Birth date of decessnd____S€PYOMbET __j_a 3 miuéméoym

" {(Month) {Day) T(Year)
8. AGE:  Yeam Montha Days If less than one day
1 9 2 8 e br . . ...min,
. Binnpce___Franklin Co. Missouri )
{City, town, or county) (State or foreixn country)
10, Usual occupation Housework ' {
11. Industry or buxiness. Home A
12. Name._—___dJ0e Brown 7

Franklin Co., Mo.

13. Birthplace

15. Birthpiace

Franklin Co. Mo,

MOTHER FATHER
e,

16. {a) Informant’s ownniznnture

{ 14. Maijden name ﬁ’l‘f&ﬁg‘tﬁ Rhod ot foreign country)

{City. lo"u o1 coapty (Stataor tuuun country)

S— o-.... L P —

19. (u] uﬁ

ureeair-dhﬂlnthmr)

(%) Address, Sulli%an, Mo.
17. (u) ______ Burial_w_m {%) Date thereol.. _NQ_Y_.-_J.9 Fad 1,
{Barial, cremation, or removal) Month) {Pay) (Year)

(¢) Place; hur{al or cremntion....."‘ve reen Ce 3 t‘er e
18. (a) Signature of funeral directar L " —_—
) Addreu Su %@ o I L AL

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month NOVS duy. 16 .
¥ear. 1 hour. minute PML
21. I hereby certify that I attended the d d from.
19 ., to. 18 :
that I last saw b alive on. 19. H
and that death occurred on the date and hour stated above. i
Duration
Immediate cause of death
—.Carhod. . monoxide poisoning | ...
e to $11luminating.ges .. 11/416/139
Due to.
Due to /} [ 3
Other conditions 2
{Inctude pregoancy within 3 months of desth) —_—
PHYSICIAN
Major findings: " ' f —

Of operationn Underline
ehich S
whie, £al

ofamorsy 2AEMA of lungs - should be

P8y {charged sta-
CO poisoning, tistleally

22. If death was due to external causes, fill in the {ollo P
(@) Accidernt, suicide, or homicide (specily) A"% Elfaent

(b)) Dataof oocurrence_._..._N QI.,._l
{¢) Where did injury occm?_~_ﬂg__;.§9_g4mo ”
{City or town) (County) ‘El“h)
(d) Didinjury occurinor l}liaut home, on farm, in industrial place, In publie place?
one

While “?ji no Ay Vo) lngg..«.'Q.Ql__QQng
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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, or by

L3

Registered Apprent:ce No

working under my personél supervision.

- i . . Licensed EmhalmerN

2 ( 7 2~

P. O. Address...

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

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




