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DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI 1501‘
3

Bursaw oS C2"’§”51gﬂ STANDARD CERTIFICATE-OF DEATH State File No

FILED APR

Lo O
Registration District No._._._.._..._._“_a Primary Registration District No... ....1 n ng Regisirar's No. ’2 Fd (?2

1. PLACE OF DEATH:

(e} County

(b City or town.. St!.n IQlllg;. Mo 'Y
{If octside city or town limits, write “RUBAL" and pame of township)
(¢} Name of hospl tal or institution:

Bethesda Hospital

{If not ic hoapital or institation, writs s!ree?nuaber or locaticn)
(d) Length of stay: In hospital or institution

In this community............. ,&4*)1' gars

‘years, mouths or days)

(Specify whether

2. USUAL llESlDl:N-C;‘-O.F DECEASED:
@ suce Missouri () County. e Y
(¢} City or town St hd Louis ) /7
([T vutside ¢ity or town limits, write “"AURAL™) Ty
@ Sueet No. 1222 Shawmut P1, ¥
(1{ rural, give location) . 7
(e) Citlzen of {foreign country? A/o (Yes or No} ()

If yes, name country.

‘4.‘

3, {a) PRINT 3
$ult name__ Bland Downing

3. (d) If veteran, 3. {¢) Social Security
name war No
5. Color or 6. {a) Single, widowed, BBI .
4. Sex M 0 race W‘ divorced__.p.?_..-- A
6. (b) Nameof husbandorwife. . 6. (¢} Age of husband or wife if
Crescentia Bushman alive__ 09
Fuly 5 ig§94~

7. Birth date of deceased

MEDICAL CERTIFICATION

2. DATE OF DEATH: Month_ APT11 8 day

.~ year 1947 hnur.....!t.i.......‘..............._yminute_..?..?....ZA_.'....._M .-

21. I hereby certify that [ attended the d d from }
as = o 9 19.5%7. to. /?( oot S/ 191(.;7
that I last saw h*{malive on ' 19..%..‘. ;7

and that death occurred on the date and ‘our Blatl:d above.

Durction

S

"

X,

’1
i
i
1

WRITE PLAINLYE—-USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

[l
i

MOTHER FATHER

Mrs. Crescentda Downing '
16, (a) Informant
® Ar.f)dress._'_éil A W 7L .

177 _(a)

{Burial, uemuon, or removal)
(¢) Place: burial or eremation..._ EISberIyl
.lé”?:) Signature of funeral director. CCCLe

(5 Address 6175 Delmar

19. (a) APR q ;{ A s ol
{Dats received local reristrar) (I\e ul.rm- a mignalure}

{Month) {Day) {Year)
‘s
/B. AGE: Years Months Daysa If less than ene day s
52 9 3
. ) hr. AN
.-g_A—ﬁh;f;n;m-:Elsberry IS Mo, - -~ -— - - - =
(City. f-nw;.ir or-nrunty) L. T (Staws 1{: foreign country) pu
. anu rainil eacner v Other conditiona.......
10. Usnal oecupation M ng (Include preguancy within 3 manths af death) —_—
11. Industry or business_ ALVANE_School p— /) 1L PHYSICIAN
. jor findings: - ' —_—
12. Nazme Harvey B . Downing £ Of operations.......... V/'#’ Und l:n
4 2T . er
, Unknowvm, Virginis / [T] . folndedive -
13. Birthplace 2 777 swhich death :
{City, town, or county {Siate or foreign coantry) Of aut should be
{ 14, Maiden name - HaPr3ott. MeMahill - autopsy " charged sta-
Elsberry, Mo . tistically.
15. Birthplace ? had : T A
P P — {State o foceign mufn“) 22, 1f death was due to external causes, fill in the following:

(¢) Accident, euicide, or homicide (specify}

(&) Date of occurrence

{¢) Where did injury cocur?.

{City or town} {Counly) (Slate) .
(d) Did injury occur ln or about homte, on farm, in industrial place, in public place?

23. Signa
Address...

{Licensed Embalmer’s Statement on Heverse Side}



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

, Registered Apprentice No

working.under my personal supervision.

Licensed Embaln or

P.O. Address____é_/.___Zéf:/(ﬂ

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




