. v s00 ALEDFEB 4 182D THE DIVISION OF HEALTH OF MISSOURI 3254
5. No. *
v 1048 - ' v L STANDARD CERTIFICATE OF DEATH State File Novem oo A
I BIRTH NO. ) REG. DIST. NO. m PRIMARY REG. DIST. m._zaé_é. Registrar's Noode 2.2
1. PLACE OF DEATH _ 2. USUAL RESIDENCE (Whers decessed lived. Uf Loatines tdeoes bofere
0 O acounry St, ILouis s STATE  Mjgsourt b. COUNTY St Touj gdeimion.
| l’t O b. CITY (If cutside corporate limits, writs RURAL snd give ¢. LENGTH OF CITY (If outside sorporaty limits, write RURAL sod give towsahin)
S Kirkwood ] G0k 53 | e ShEouko-Gounty Y27,
g FH&SLPP'PAHII_E OF (1f not in beapital or institution, give streat addrem or locution) d. ASJL'?REEH.SS (If rusal, give location) /
E INSTITUTION Marine Hospital 8211 Flora Ave
3. NAME OF s (First). . b. (Middie) ©. (Last) 4 DATE (Menth)  (Day)  (Yes)
DECEASED
R { Type or Print) MILTON Y BROCKETT DEATH Jan, 31 1950
é 5. SEX 6. COLOR OR RACE | 7. MJ&%%. NEVER MARRIED. | 8 DATE OF BIRTH 9. AGE i yan) o oo ) Dnmu ¥ woen i
. X (Bpacity} v o B Min.
7 Male 0| white | Ma¥ried™ § | Dec. 25, 1894 “BE el
ﬂ 102. USUAL OCCUPATION (QWakindof work | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or forsign country) . 12 CITIZEN OF WHAT
[+ dooa during most of working life. even if retired) DUSTRY UNTRY?
2 _unempl gyed x Tennessee [ 'S,
13a. FATHER™S NAME 13b. MOTHER'S MAIOEN NAME 14. NAME OF HUSBAND OR WIFE
< | Erasmus Brocketi Elizabeth Williams Mary Brockett
a 15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT" § STGNATURE OR NAME ADDRESS
« (Yes. 0o, or unknowa} | (If yes, xive war or dates of service) ”/ 0. . R . .
= yes W W, I L V -/§- 75'] Clinical records of hospital KXirkwood Mo
I 18. CAUSE 'OF DEATH ' - MEDICAL CERTIFICATION Imvﬁgiggﬁn
museper | 1. DISEASE OR CONDITION
E ; l‘v;::::?:{"(g'; and (o) | DIRECTLY LEADING TO DEATH® () Hemorrh&geofrmn JEsopha._geal Varices 7 days
v *This does wot mean | ANTECEDENT CAUSES . . ]
) 2 the mode of dying, such | Morbid conditions, if enyp, giring DUE TO (b) ClI'I‘hp sis of Liver unknown
« wa . || os heartfallure, asthenia, | rize to the above cause (o} dating . j
@& ldc It means the diy. | the underlying cawie lost. ' -
e case, infury, or complicg- - DUE TO.{c} .
% || tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS 7
= Conditions contributing to the death but ot * 5’&/&
E‘l related to the di or condition causing death, o . :
= || 19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION - i /Y\' o 20. AUTOPSY?
-4 , TICN R . . \3 D
= 12/5/49- | Cirrhosis of Liver . ves (B wo
© [ 218 ACCIDENT (Bpaeify) 215, PLACEOF INJURY ts.¢..taorabout | Zlc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE) |
{ . SUICIDE bome, farm, tastory, strest. offioe blds.. sta :
2] HOMICIDE . .
g 21d. TIME . (Moath) Dy} (Yea) (Hoor) | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
| " INJURY : m [ AT N _ .
o
E 2. I hereby certify that I attended the deceased from Qcte 15 1949 4o _Jan, 31 1550  ihat 1 last saw the deceased
] salive on _Jan, 31, 1.9_59_ and that death gecurred at _L[.f_ﬂ m., Jrom the causes and on the date stated above.

-
E f o) | 23b. ADDRESS . Z3¢. DATE S)GNED
A U.S. Marinre Hospital, Klrlqigo "'17%1/50
E/ %AONBEJSMIS 7 CRE A’ b 0A EMETERY OR CREMATORY 24d. LOCATION (Olty, town, or county) " (State)
§\ ’i )3) 50 Snring H4ll Camotery | N T :
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE 2. FUNERAL DIRECTOR S S1GNATURE - ABORESS

2 =) -7 - Por 5 s /0123 f1Chay, J

(Li d Embx s S on Reyerse Side)




oo . C e ‘.

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 byemmoceae

....... , Student Embalmer No.

working under my personal supervision.

N ’
S5tudent cueviecannernane ersnssssecesusanes . S!@CGW

Student Embalmer
' - . . Licensed Embatmer No.. ,?_3 7 et

P. O. Addressm.l.; 3;[11%“ p/

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.) . ' L - -

Ifthubody‘unotembalmed.fms!mu!dbesomdabwe.

L . : Y *




