THE DIVISION OF HEALTH OF MISSOURI T 35!-?31

. No.300
s FLED NOV 4 1949 STANDARD CERTIFICATE OF DEATH, 7 gi State Fte No..
BIRTH NO. REG. DIST. NO. :‘; / 2 FRIMARY REG.- Dls'i'.’ o ! Kegizstrar's Neo, 1{ L q..?.... .....
1. PLACE OF DEATH 2. USUAL RESIDENCE (Wbere decossed lived. If institution: residance befors
. COUNTY . STATE . w:liniswlon}.
" St. Louis e Illinois b N ad1son o
b. CITY (I outside corpursts Limits, write RURA d give c. LENGTH OF ¢. CITY (If sutakds sorporats limsts, write RURAL sad give townshis) L
QR wmhl JY ﬂns,hh plaee) O OR
TOWN .#W#E-(:Lﬂy (o TOWN  gpranite City /7
d. Fg&dl#mE OF (1f niot in bpasital or inattzadi an. give stroot or locution) d. A%rﬁgs (I1 russl, give losatlon) ' 4
INSTITUTION W;{S}l( gjfa[\/ L)NIV folﬁ’df 2036 Delmar 2
36‘E‘::%ESOEFD 8. (First) b. {Middle) ¢. (Last) 4. DS-'!:E . (Month) (Day) (Year)
(Typewr i) _Dalsy Elizabeth Collins Blel peai Oct, 19 1949
5, SEX 6. COLOR OR RACE | 7. MARRIED, NWSECPEQRRIED , 8. DATE OF BiRTH 9.:&55&;:-;;:- Jr unoeR | YEAR | (F UMOER n aas.
., {Spacif. oniks! Days | Hours | Min.
Femald | White WPl =0 | get. 22, 1878 "D l I
10:‘; USUAL OtCUPATIONIf’Gwekhi:Io!wmk 10b. KIND OF BUS]NE’-‘SSDO%TII{I- 1. BIRTHPLACE (Btate or forelan ecuntry) 'EZ(.:&IJTIZENOFWHAT
ne moat of wor o, evan if retired) NTRY?
ome Maker At Home Collinsville, Illlnois /| " U.S.
13a. FATHER S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Lyman Collins | Sarah C. Barco L/ JOHN EL
15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. [AL SECURITY | 17. INFORMANT'S S| G‘ATURE OR NAME DDRESS
{Yea, no, or unknown) | LIl yem, ive war or dates of service) NO. M .
No st | Wralhon @ Biel ol .

18. CAUSE OF DEATH MEDICAL CERTIFICATION ke 3 INTERVAL BETWEEN
Fater only emocsmseper | 1. DISEASE OR CONDITION A
Lo or (a0, (b and &y | DVRECTLY LEAGING TO DEATH"(5) AOAGE  Ar M.»&/um A 4,«,2
© 75 docs mot mean | ANTECEDENT CAUSES
the mode of dying, such | Aforbid conditions, if any, gising DUE TO (b)

“aa heart foilure, asthenia, | Tise fo the above caule (o) stating
ete. It means the dis- the underlying cauae last.

-5
WRITE PLAINLY—USING UNFADING BLACK INE-~MAKE A PERMANENT RECORD . 1% o

ease, infury, or plica- DUE TO {¢)
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS o
Conditions contributing {o the death but 70l 7 é 5
. related to the disease or condition cauring death. . i i
192. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 7 20. AUTOPSY?
TION "\ Ol\, 5 D
. - YES NO
21a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY (s.g..inorabout | 21¢. (CITY. TOWN, OR TOWNSHIF) (COUNTY) {STATE)
SUICID home. farm, lastorystrest, office bldg..eve.}
HOMICIDE ) B
21d. TIME (Mouth) (Day) (Year) (Houn | 2la. INJURY OCCURRED { 2. HOW DID tNJURY OCCUR?
or WHILEAT [~ NOTWHILE .
INJURY . m. | woRrK AT WORK .
2, I hereby certify that 1 atteuded the deceased from , 18 , lo , 19 , that I last saw the deceased
alwe on , and that death oceurred at . m., from the causes and on the date slated above.
NATURE (Degren or itle) )| 235, ADDRESS 651 So. Brentwood Blvilzc. paresicnen
M “q?” |Commissioner of Health 10/20/L,9
24a ‘BURIAL, CREMA 24b. DATE 240. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity, town, er county) (5tate)
Tlog REMOV Colll
ovel Oct. 20, r4\ Glenwo 0 nsville I11,
DATE REC'D BY w%g_ RECISTR 'S GIGNAFU : ‘35 FUMERAL DIRECTOR'S SIGMATURE " ADDRESS
16-20~ d‘ e : DA CTASR I
[74



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, o by¥e—oerocoonene.

................................................................. , Student Esbalmer No.

working under my personal supervision.

Student suevesancannsnencs Signed....
Student Embalmer

. P. 0. Address,

Noté: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRJTING ,. (Failure to coni{ly wi
the above ‘constitutes grounds for revocation of license,)

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



