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@IL 1. PLACE OF DEATH: s <% - .. .|| 2. USUAL RESIDENCE OF DECEASED: (
(¢) County oF L . (e) State___Ml«...sS QUL . @ County....st.ALQ.ulﬂ._.z.___
(3) City or town «L0ULS . j
0 (If outside city or town limits, writs “RURAL" and name of townsbib) (c) City ot town Overland /
(¢} Name of hospital or institutions o mmd, m), of m‘,n Timits, write “RURAL")
St.lonis City Hospital © |, coere. . 2736 Wheaton /
(Lf not in hoapital or institution, write streat number or location) % (A rural, give location)
(d) Length of stay: In hospital or institution : .
(Specify whether (¢) Citizen of fomg'n country?. (Ves of No)
In this community : : .
years, months of days) ) If yes, name country.

MEDICAL CERTIFICATION

Fol? RAME. Edgar McBroom ) o0
~ - 0 20. DATE OF DEATH onf.h..._ Al e . .day
L.l , 3. {¢) 1 Security No. Ei g
e NO |2 own - 1S W V- minace QA
D ! 21. [ hereby certify that 1 attended the deceased from
5. Color ot . 6, {a) Single, wxdowad 19, to 9.
4, SGI.Ma..],.'g.._.._....... % _t.... leUl‘CEd_.___P P l g a that I last gaw h alive on } 19...;

6. (b)) Name of husband or wife . crseeeree 6. () Age of h%and or wifeif || and that death occurred on the date and hour stated above.

.. Lear l._..__c Broom_ alive...... % years !mm@ cause of Eeath 2 S g
7. Birth date of deceaxd........:_A-“u%ll_?_L_._h_i__lD ,.._B_Eél_.q 7 - Teart s
— =2 e —W@%Mﬁm .
8. AGE: Years Months Days 1f less than one day Due to

L 67 0 14 br. min d ,% 7
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. . il Due to Wt |
9, Birthplace. ann - MLS_S.DJJ.EL O . o M @ g
(City; town, nreounty) (Shhwlwunwmn') ) =
10. Usual occupation...—.oo.——. t lI'ed eman”. c:r[.hme: conmdiﬂnns within 3 months of death) JI { |
11, Industry or business L8 tltﬁ_Ba._b‘y__ShD_e__Cﬂ_.___ AR PHYSICIAN
g 12. Name ~ Peter: MCBI’OO'IH et &'niﬁ':.‘:;.' 2 L.t e e [
. k . Underline
20 5. mimpnee. Miller Co. .. .Mis SQU.I‘lO - : the canse to
{ lown,or (State ar forsign country) . - . should b
{14 Maiden name “homa STaton ; Of autopey — : e
- - " 1 Y.
§ 15. Birthplace M(Jé‘ EI; :!ffu C.O,)- L&_ ff 01_111 e}u HU’) 22. If death was due to external causes, fill in the following:
16. (a) Inforant Pauline Ohmn ) (@) Accident, suicide, or homicide (specify)
® Address. 1 Q___Glenﬂa.le Dr., SMoly® Date of occurrence
17 (@ . BUPIAL () Date thereot. =50 ()} Where did Injury occur? TPpe ey o
{Burial, cremation, er temoval) w‘"’" Y (Dan) (Yess) "L(d) Did injury occur in or about home, on farm, in industrial place, in publu: plac:?
() Places burial or mmum_Lake Charles Cemeter] |
18. (o) Signature of funeral . Albert H.Hoppe - ||  weemw L ety R e of Iajury_ =

] 700 _Washington Blvd.. @4/'
(b) Address
19 @ {Date recs mﬁ ? (Registrar's signatore) A pot S A e— :l:ﬁﬁ

(Licensed Embalmer’s Statement on Revexse Side)
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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.

, Registered Apprentice No ,

working under my personal supervision. ) &M %
ot - oty -

s

* - Licénsed Embalmer No4/407'7 ........................ o

P.O. Address..... e stn e

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

If this body is not embalmed, fact should be 80 stated above,




