BLACK INK—MAKE A PERMANENT RECORD

PLAINLY—USING

WRITE

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

]
REG. DIST. NO. _31_8_ PRIMARY REG. DIST. "0-10-0-3- Registrar's No

l FILED AUG 25 1951

'BIRTH NO.

State File No...

Pt
1. PLACE OF DEATH Z. USUAL RESIDENCE (Where deceased lived. If lnstitution: resldesce befors
a. COUNTY a. STATE MQ b, COUNTY sdicimion).
e
b, CITY (If outslde corpurato limita, writa RURAL sad give c. LENGTH OF ¢. CITY (If outdde corporate limits, write RURAL anJ give township)
townskip)| STAY (in this place)l] - ?R . 5’?
ToWN  St.Louis l-wke 4 W St.lLouis
d, STREET (It rursl, give loestion)

d. FULL NAME OF!F {If mot in hospital or instisution, give streot address or location)

UNFADING

HOSPITAL O ADDRESS :
INSTITUTION  DePaul Hespital 310 N.Skln)kﬁr
3.DNEAC'EES()EFD a. (First) b. {Middle} ¢ (Last) 4, DATE (Month) (Day) (Year)
(Type or Print) Sarah A, Cechrane oEA™H  Aug.9,1951
5. SEX / 6. COLOR OR RACE | 7. mﬁ)%%}%g NE&'SECQSRRIED. 8. DATE OF BIRTH 9. AGEﬁ&::-;n ¥ u&u 1 YEAR | o v nwms.
. pacify) 7. Hours | Min.
108, USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | t1. BIRTHPLACE (State of foreign country) / 12. CITIZEN OF WHAT
donedu.rm‘Ewl f working lle, even if resired) DUSTRY ’ COUﬁTRé?
ome I1l. e
13a. FATHER'S NAME 13b. MOTHER™S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE -
Thomas E.Cochrane Sarah Kirby Thomas E.Cochrane
15. WAS DECEASED EVER IN U.S5.ARMED FORCES? | 16, SOCIAL SECURLTJ 17. INFORMANT 5 SIGNATURE OR NAME ADDRESS
(Yea no, or unkoown) | (If yea. ive war or dator of service) .
No nene Miss Katheryn E Cochrane,310 N.Skinker
18. CAUSE OF DEATH MEDICAL ERTIFI ION INTERVAL BETWEEN
 Enteronly oneeussper | 1. DISEASE OR CONDITION _ . ; ONSELAND DEATH
lime for (a}, (b, and (c) DIRECTLY LEADING TO DEATH" () /}/_A@
*This does not mean ANTECEDENT CAUSES &_
the mode of dying, such |  Morbid conditions, if any, gleing DUE TO (b)
a2 heart fadlure, asthenia, rise to the above caunve () stating . - - = -
de. It means the diz- the underlying cause last.
case, injury, or complica- . BUE 70 (c)
tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS .
Condilions confributing to the death but not
related to the disease or condilion cuusing death. .
19a. DATE OF QPERA- |-13h, MAJOR FINDINGS OF OPERATIOR 2. AUTOPSY?
4108 O w®
. YES NO
2ta. ACCIDENT (Bpecily) 21b. PLACEOF INJURY (a.g..inoraboyt | 2le. (CITY, TOWN, OR TOWNSHIP) (COUNTY) {STATE)
SUICIDE homa, isrm, factory. sireet, office blde.. e30.) . .
HOMICIDE
21a. TIME ‘{Month) (Day) (Year} (Hour) 2le. INJURY QCCURRED 21, HOW DID INJURY OCCUR?
oF - WHILEAT [ NOT WHILE
INJURY WORK AT WORK

, 19 ‘é‘ lo S -9 19_.& that I last saw the deceased

22. I hereby certify that I attended the deceased from
alive on - s 19£Land that death occurred a!

‘ ., Jrom the causes and on the date sialed above.

2a. smmrrW {\y ﬁ? Wf

23p, ADDRFSS ﬂ/ W |23c /ﬁ?m

BURIAL, CREMA- | 24b, DATE

TION REMOai-(BpﬁrJ A 11 1951

Calv

24:. KAME OF CEMETERY OR CREMATORY
Ceme te

DATE REC D BY,
1B W P

24d. LOCATION {(Clty, town, or cou.nt)/! N / (Etate) -
St,Louis,Me,

ADDRESS

840 Lindell Blvd.

-

(licented Embalmer’s Statemnent on Rmn{}de)

A




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by

. . .- Stud bat NOoLgons
»- working under my personal supervision. udent Embaimer No

3igned...c... teeesresresanssaranannnn PR
Student Embaimer

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

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



