No. 300
10.48

BLACK INE—MAKE A PERMANENT RECORD

UNFADING

PLAINLY—USING

WRITE

THE DIVISION OF HEALTH OF MISSOURI

l FILED AUG b 5 ‘1951 STANDARD CERTIFICATE OF DEATH State File ~028149
' BIRTH NO. REG. DIST. NO. _Slﬁ_rammv REG. DIST. no.l_O_D_a_-; Registrar's No 71 29
1. FIEQEE OF DEATH 2. USUAL RESIDENCE (Where duceased lived. If irutitatica: residence befors
a. NTY . STATE b. COUNTY adinimion},
: Illinois Schuyler
b, CITY (I outeide corpurate Umits, writs RURAL and give ¢, LENGTH OF ¢, CITY (1f outsids corporate limits, write RURAL and rive township) -
OR o 3| STAY (ln this place) OR
oM §t, Louls, Missoury. o Browning &7 0
d. FULL NAME OF (If aot in hoapital or lnstitution, give strect nddress or loeation) d. STREET (If rarel, give location)
HOSP{TAL ADDRESS
wstiiotion Childrens Hospital ' Rural Route #2 s
3'DrJEAChéESOEFD a. (First) b. (Mi‘d.dll‘) c. (Last) 4. DATE {Month) {Day) (Year)
(Tpe or Print) Linda Sue Crenshaw L 5&m - August 9, 1951
5. SEX / 6. COLOR OR RACE | 7. M&%EB. EIE\YSECESRR‘ED' , -8, DATE OF BIRTH ‘ 9. :.ngxw;n 7 ooxe ) e | e w.
. i t ¥, onths | Days | Hours | Mia.
Female' | White | Never married?| August 8, 1950 1 |
0a. USU N nd of wor . - . or forelgn ¢
1 2. US .a.f..[; ngtlm:lr‘:g‘ u(s?::ﬂ ua "fmdl: 10b. KIND OF BUS]NESSD%ET H{Y 11. BIRTHPLACE (State or forelan ooontry} ', / lzcgllm%m?FWHAT
None« Infant Nil Brown County, Illinoils U,S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Fred Crenshaw Virginia Hendricks | N1
:g’ WAS DEckEASE)D F.VER IN U.S. ARMED F?RCEis: ’ 16. SOCIAL SECURHJ 7. INFORMANT' S SIGNATURE OR NAME ADDRESS
®8, NG, or unknown, {11 yon, wive war or dates of service 3
No Rone Fred Crenshaw= Browning, Illineis
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
, Enter only onecuseper | |- DISEASE OR CONDITION ONSET AND DEATH

line for {a), (b}, and (¢} PIRECTLY LEADING TO DEATH" ()

This does mot mean | ANTECEDENT CAUSES W W_/
the mode of dying, such | Aorbld eonditions, if any, giving DUE TO ( " i
a8 heart fallure, asthenin, | rite to the above canse (o) dating. _ s q__—_'_‘_j e B v

ete. It means the dis- the underlying cause laxt.
caee, injury, or complica- DUE TO (¢)

N i yr
tion twhith eoused death, | 11. OTHER SIGNIFICANT CONDITIONS C{ ’ 7 W K o mnt

Chnditions eontributing to the death but 20t
relaied to the disease or condilion causing death

19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION v '@ RS ' 2. AUTORSY?
TION .
o [

21a. ACCIDENT (Bpecity) 2145, PLACEOF INJURY fo.p. Inorabout | 21c. (CITY, TOWN, OR TOWNSHEIP) (COUNTY) (STATE)
' SUICIDE homs, larm, isctory, ateeet, office bldg., ete.)
, HOMICIDE
2td. TIME (Mouth)  (Day) (Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DD INJURY OCCUR? )
: WHILE AT~ NOT WHILE . 4
“ INJURY WORK AT WORK 75 l‘L.-

2, [ hereby ccrt:fy that I attendcd the deceased from , 18 , that I last saw the deceased
alive on , and that death occurred at _2ii5‘| from the causes and on Uxe date stated above.
DaySIGNATURE ’3) or title) | 23b. Aoys @.e | < 23¢. DATE SIGNED

«4—(/ <o . - .
M é EEL‘ ‘ /IS J;ﬂ VO Sk
2 BURIAL  CREMA- | 24b. DATE J 24, NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (City, town, or county) *..  (State) ©
TION REMOVAL 8 ¥}, .
4 ' an - i O [
. FUNERAL DIRECTOR'S SIGNATURE ADDRESS .

TAlbert H, Hoppe-4700 Washington Blvd

DATE REC'D BY LOCAL G} AR'S SI JU
AUG 1 0 195 P" '

(Licensed Embaimer's Staternent on Reverse Side)

LAY




-

-
+
1)

S 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 me.—er-by.‘..éu_c._._

Student Embalmer Noweeievewnaron raestans

Signed...... A?’LA/ _(/ Ve N el
TGN @G enresnnsncnsrnersesiontnaennenans .. ~ 2 J/_
>iane Student Enbaloss _ Licensed Embalmer N0‘3.§7 S

P. 0. Address. G T e N2 L

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

working under my personal supervision.

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

- * »




