THE DIVISION OF HEALTH OF

3
. No.300 ; ;- : -
" vo.an FILED FEB 14 1949  STANDARD CERTIFICATE OF DEATH Stete Fie Novn SIS IR _
BIRTH NO. REC. DIST. NO. m PRIMARY REG. DiST. uo._G_,O_’;.é Registrar's No.... 5. 14
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers decossed Lived. 1t institution: residence befors
a. COUNTY a. STATE s . b. COUNTY admision).
, é St. louis Illinois Mgcoupin™
'y b. C‘_H;Y (I outelde corpurste Umits, write RURAL .ndw.::.h " gT Al;I’E:‘IEEi D&I—'.) ¢. CITY (f outside eorparats limits, write RURAL and give township) q ,_f_‘; :‘f7/
TowN Jefferson Barracks 16 days |- TOWN Gillespie
d d. FULL NAME OF {If rot in hoapital or institglion, give strest sddress or loention} d¢. STREET (1! rural, give location) ’
HOSPITAL OR ﬂ " ADDRESS . .n?
INSTITUTION Adming Heéspital 113 park Avenue A
N 3645%5&55%% 8. (First) b. (Middls} ’ c. (Last) | 4 DS.II,:E (Mecnth) (Day) (Yean
() (Typeor Pt} GOOTEE We DELANEY DEATH January 7 1949
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8, DATE OF BIRTH 9, AGE (Io years| IF UNDER 1 YEAR | IF UNDER 1 mms. -
_ . WIDOWED, DW'ORCE;ZBmuﬂ:) T last birthday) |Monthe| Days | Hour | Mis
Mole [ white Married Jane 31, 1877 71 11! 6 l
10a. USUAL OCCUPATION (Gwekindof work | 10b, KIND OF BUSINESS OR IN- 1. BIRTHPLACE (Btate or torelgn country} 12. CITIZEN OF WHAT
done during most of working 1ife, even if retired} DUSTRY / . .COUNTRY7
Rarhar - Green Countvy. T1ll. TaS e
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF MUSBAND OR WIFE
Robert Dalaney W@:Mﬂﬂﬁﬁr
I5. WAS DECEASED EVER IN U,5. ARMED FORCES? 16, SOCIAL SECURITY | 1. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yen, B0, ot unknown) | (If yes, ive war or dates of zervice) NO.
Yes SpaneAle Nona WM%MM&&%
MEDICAL CERTIFICATION INTERVAL Bl

18, CAUSE OF DEATH
Enter only onecauseper | 1. DISEASE OR CONDITION OHSET AND DEATH

e for (o), (by, and () | DVRECTLYLEADINGTODEATH'() g apabral Hemorrhage
. ANTECEDENT CAUSES 4 %
Thiz does nol mean - @ N 5

the mode of dying, suck | Morbid conditions, if any, gising DUE TO (b}
s heart foflure, asthenia, | Tise 20 the above cause (o) stating

de. It means the dis- the underlping cause last. .
case, infirg, or compli DUE TO (c) - .4
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS b’ !‘
< Conditions contribusing (o the death but not -
- related to the di 7 condition caussing deafh. Senii ity ‘.l l

19s. DATE OF OP%%‘:\G 19b. MAJOR FINDINGS OF OPERATION \0 ' 20, AUTOPSY?
1-6~-1949 . Trensurethral Resection of Prostaste v ves (] wo ]
21a. ACCIDENT (Bpecity) - 21b. PLACEOF INJURY (e.5..inorsbous | 21c. {CITY, TOWN, OR TOWNSHIP) (COUNTY} (STATE)

SUICIDE home, tarm. fsctory, street, offioe bidg., e0)

HOMICIDE No - - e
21d. TIME (Mocth) (Day} (Year) (Hous | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? L.

v WHILE AT NOT WHILE
INJURY - m. | “woRk AT WORK -

|l 2. I hereby certify that T altended the deceased from Daca 23, | 1948 o Jammayy 7, 1949, that I last saw the deceazed
aliveon _JaNe T, 1 ), and thal yath occurred'aidy 18 P om., from the causes and on the date stated above.
Za. SIGNATURE / Degres ot titlel, | 23b. ADDRESS 7 Z3c. DATE SIGNED

; " %-C -0E éRIEN oMo D-U thmapwlﬂiﬂm.ﬂm_l:ﬂ:&l_'
24a. BURIAL, CREMA- | 24b. DATE | 24:. NAME OF CEMETERY OR CREMATORY . LOCATION (Qity, town, or county) {Etate)

B Né’x‘z%%% J 1/8/119 Gillespie, Tllinois

RARSSI ATURI 25. FUNERAL Di{RECTOR'S SIGNATURE ‘ADDRESS

Albert H. Hoppe - 4700 Washinston

K u:t ot Reverse Side)

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

Legresym 8




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, 6f by oo

", Student Embalaer No. e

working under my personal supervision.

Student cusessanraan Ceeaserraansnnasntaasne Sig‘ncdx:iW 2?

Student Embalmer

Voot e . Licenzed Embalme

P. O. Address

Note: The abme MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to/comply with
the .above constitutes gtou.nds for revocation of llcense.) :

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




