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~—10-47

5+17-39
I 3906

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

L)
FEDERAL SECURITY AGENCY MISSOURI DIVISION OF HEALTH ;30’?11_
AL SO S STANDARD CERTIFICATE OF DEATH  sww e o -
" L) . .
Registration District Now oo * Primary Registration District No........... IUU Q Regisirar's No. . 57 N hd
1. YLACE OF DEATH: ' i 2. USUAL RESIDENCE OF DECEASED: . AL
LTS . A
{a) County. (¢) State Misso‘lri (3} County . ‘MI"&’
{8) City or town_........ St u.i‘s ) -
(If outsida city or town limits; write “RURAL™ and name of townshin) tc) City or town St LO‘IJJ.B 1 7
(¢) Name of hospital or institution: 0 (1f ootaide city or town limits, writs “RURAL")  J f
Homer G Phillipe Hospital € |l @ street Mo 4545 Kennerly 73
(If ot in hospital or institutjon, writs street number or locatian) {[f rurel, give location) I
(d} Length of stay: In hospital or lnstituﬂou..._..........g...day
(Specify whether || (¢) CitizeD of forelgn country? (Yes or No)
In this commumty-~-..___15_y.r_ﬁ
years, motths or days) 1f yes, name country. . v
MEDICAL CERTIFICATION
3 PR[NT
t
Folfl NAME______Sally Bryan || 20. pATROFP DEATH: Montn_ JUNO 4y 25
3. (b) If veteran, N | 3. (¢} &ﬁ:ﬂ Security No. 11 - 25 A.l .
name war. 0 . 0 year. hour, minnte .
21. I hereby certify that I attended the deceased from
3 5. Color ar 6. (o) Slngle, wldowed, married, June 16, 1048, Jund 25, ., 46
« scFemaled] ...Colored d;mdil_d_omg_ oot Lt or e June 25, .46
6 (B N Schusb d or wife o 6. {c) Age of husband or wile if || aud that death occurred on the date and hour stated above. Duration
I’V& 1’11', AUV oo Immediate cause of death Cerebral Hemor rhage 0
o et st dume.__ 1 16877 || with right hemiplegia; Hypertensive| UBdet.
{Montb) (Dax) (Your) Heart Disease | Y
8. AGE: Years Months Days If less than one day Due to -
L o R/N/i
76 0 2 hr. min (/] ” v
q Due to £/
9. Birthplace Unknown N | ,
- {City, town, or counky) . - '{State or forcigu coudtry)” ) I‘IOHe -
10. Usual oceupation Housewife e e et S e
11. Industry or business iz B PHYSICIAN
. or nga: —_—
B { 12. Name Albert.Street g3 ]| Of operations.......:. = Feemrl Underline
=\ 13. Birtholace o Unkpo‘m s Nome o deth
¥, tuwn, tats or foreign coautry!
& 14. Maiden name. ’ ﬁmown | . Of auiopay lchargcdhould be
E U nk M - tistically.
© | 15. Blrthplace TLOWIL - f -22, If death was due to external causes; fill in the following:
= . {Cily, town, or county} (Stata or foreign country)
16, (&) Informant ve Ima Smith {a) Accident, sulcide. or homicide (specify)
. @) Address 4509 Kennerly Ave s (%) Date of occurrence
17. (@) . _BB_IIIQIL&._].__ ___ (3) Date thersof. i b= 20 =48 |[«@ Wheredidinjury oocur? Gy vy Cavminy T
(Bﬂml- eremation, ar removal) m"‘“’" (Day) (Yom) (&) Did injury occur in or sbout home, on farm, in industrial place, in public plane?
() Place: burial or cremation DO_gO ._.__ﬁ_ N o -
18. (s} Signature of fueral dxrﬂn 1:93 rt HQPQ.__:_ PR Mo of inj _‘_6;__________
® Address Tﬁigln Lon Blvd. , o
.D,or xRN
o @ (m&&mmn B " N Vhittier St Dt signea €= 26
(Licensed Embalmer's Statemcut on Heverso 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 Embalmer No.

. P. O. Address.

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

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




