THE DIVISION OF HEALTH OF MISSOUR|

A
P

22 1 hereby certify that+l aliended the deceased from _ 2/13

-alive on ‘3, 23

1853, to _312_, 19.83., that T last saw the deceased

18_53, and thei death occurred at 1200 _8m., from the causes and on the date staled above.

Z3a. SIGNATURE

d

(Degres or title)

T -
[T -

» M. D,

23b. ADDRESS

23;. DATE SIGNED

BARNES HOSPITAL 35/cn,

5. No.300 ) 2
. 10.e 1[0 MAR 24 1059 STANDARD CERTIFICATE OF DEATH State File No... 1133 -
L 2 ia)
' BIRTH KO, res. o157, wo. R E S eriuany res. oist. m.w Registrar's No, 23'-)2
0 1. FLACE OF DEATH 2. USUAL RESIDENCE (Whars deccased ltved. If § idence befors
a. COUNTY a. STATE b. COUNTY adnislont,
Indiana Glbson
b. CITY (If cutslde corpurste Umite, write RURAL and give csr ALYENEE OF) ¢. CITY (U outalde ocorporate limits, write RIFRAL st give township)
N towoahi {i .
g TOWN ST. LOUIS > =%  Ttown Qakland City F/r30
: d. FULL NAME OF (If not in hospital or Instizntion. give strest nddross or location) d. STREET - (I rutnl, cive location)
HOSPITAL OR . N ADDRESS
g INSTITUTION BARNES HOSPITAL &
3. NAME OF e. (Flrst) b. (Middle) c. (Last) 4. DATE ° (Month) (Day) (Year)
DEtERs2D o
B (Typeor Pring)  WILLIAM NMN BURNS | oEATH : 53
E s.5€x () 6. COLOR CR RACE | 7. M{.D%msp EWEECESRR'ED ) 8. DATE OF BIRTH o 9.I:G£ o rearf & trcen T i ¥ moon u .
(Bpacify. t @ ourw | Min,
White Married . /. | Nov 27 1893 59 "™ |
g 10a. USUAL gs‘cgi?zm \(Ghis biod ot wock 10b. KIND OF BUSINESS OR IN- | 11 BIRTHPLACE  (ci 10t Stave or Foreia Country) 12, cn#zr‘ct?r-'wun
® | _Morchant Mens Clothling Washington Indlana VS A.
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
" ag Bur Sarah Crouch | Aline rn
if || 15 WAS DECEASED EVER IN U.S.ARMED FORCES? [ 16. SOCIAL SECURITY | 17. INFORMANT 5 SIGNATURE OR NAME ADDRESS
-« (You. 8o, or unknown) | (If yes, ive war or dates of service) NRO. ]
:i| Yos - Unknown Aline Burnsg, Oakland City Ind.
18, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
¥ .|| Enter cnly cnecsnssper | I. DISEASE OR CONDITION Bronchogenic ciriinoma of he Jung s QNSET AND DEATH
Z || limo tor ta), by, and (o) L DrRECTLY LEADING TO DEATH® (4 uoper obe 1l year
g *This docs not mean | ANTECEDENT CAUSES
the wmode of dying, Fuch | Aforbid conditions, if any, DUE TO (b)
B 3 = || ot beast faliure, usthenia, .| rise to the above cpuse (GJ . }
[} ctc. It meons the dip- | (B¢ uRderlying cauae ladd N N -
o case, Infury, or complico- DUE TO (¢}
5 || tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS. - .. .+ .': oL T
Conditions contributing to the death but 2ot
-E" . Soreten to the diveass or condltton causig death. Pneumom.tis s left lung 7 days
- EZ isa.~DATE<0F-er%A -19b. MAJOR FINDINGS OF OPERATION : - . . a s , 20, AUTOPSY?
& | 2/21/58™ | Bronchoscopy. Carcinoma, left upper lobes ves [x]. w0 [
o i 2t ACCIDENT Brecity) 21b. PLACEOF INJURY (a.s..tnorsbout | 21c. (CITY. TOWN, OR TOWNSHIP) (COUNTY) " (STATE)
h SUICIDE : boma, tarm, fastory, sireet, ofios bidg., a0} .. . - -
Z HOMICIDE . . - ST
fg 21d. TIME (Moad) Day) (Year) (Houwn | 2e. INJURY OCCURRED | 21t. HOW DID INJURY OCCUR?
- 1 - 3 : WHILE
=) INJURY ' S A m ey |6 l)\

] “mmsgand SJ.ALCREMA- 24b. DATE 24c. NAME OF CEMETERY OR CRéMATORY Z4d. LmATlON (Oit!. town, or mty) ‘ (Biate}
Ramoval | Ae2-53 Oakland City Indi ana
DATE REC'D BY LOCAL 'S SIGHATUR! 25° FUNERAL D) RECTOR'S SIGNATURE ADDRESS
MAR 2 1%'%)/ Albert H, Ho 4700 Waghington

on Reverse Side)




STATEMENT BY L!(INSED EMBALMER

{ hiereby certify that the body whose name is recorded on the reverse s:de of this certificate was embalmed by m:..nr-br.._...._Ai@__

Z ' et eetbmassaresaeens . *Student Embalmer Yo.
working under my personal supervision,
SLUTONE svnvseoensconanarsons feeranrarevens Surm-rl ﬂd——vx (A] W,_al(_'(/@zxwﬁkm_
Student Exnballner
. . hcensed Embalmer No ; J

_ ) ‘ P. 0. Address_Zf] ﬁdm 77/

¢ Note: The above II\-HIUS'I' BE SIGNED BY THE LICENSED EMBALMER i Jin his OWN HANDWRITING. (Failure to comply wi
the above constitutes grounds for revocation of license.)
If this body is not embalmed, fact should be s0. stated above.




