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HWED MAY 3 1956 THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

. 1003 State File No. il cvvinemnas ssscasann -
BIRTH lI|0. REG. DIST. NO. 31 8 PRIMARY REG. DIST. WO, chl'.rfn;r'.r No...... 3'?58-.

i, PLACE OF DEATH 2. USUAL RESIDENCE (Where d.cuu.d Uved. H Inatitotion: residenmce befors
} COUNTY T adininion),
? 2 TATE Mo BN, opmi s
b. CITY (1f outelde corpurate limits, weits RURAL and give ¢. LENGTH OF ¢ CITY //,&Z ] d. Is Residence within lmits of
OR townahip) iT Y (in t{ place) OR h ¥ cily qf {ncarporated fownt
Toon St. Louls Town  Overland "2 Ya No [
d. FULL NAME OF (If pot ia hospital or institutlon, glve strevt address o locatlon) STREET (It rural, give Heation)
HOSPITAL OR ADDRESS .
INSTITUTION Faith Hospital 3534 Dix Ave.
3. NAME OF a. (First) b. (Mlddle) ¢ (Last) ' 4 DATE (Month)  (Day)  (Yex)
. (Typeor Prit)  Edward Elmer H. Bracksieck| ofam April 14,19966
5, SEX {_{ 6, COLOR OR RACE | 7. MIAD%%ED IEI)IEVEECIEBRRIED. 8. DATE OF BIRTH 9. llAlGEll'(liud.l,.)l" l\l; ux:n lDrm IF UNDER 24 Wes.
, {Bpacify, ) ¥ on ays | Hours | Min,
M W arrie Nov. 7, 1899 | 56yrs. |

10a. USUAL OCCUPATION (Giiekindofwork | 10b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE . 7 UMz, crrizen
done during m““h Huut .:mu:'.u’:;) 5 DUSTRY (City and State or Foreign Country) NTRY?OFWHAT

ForemanS ouis Clar Co. St. Louisyg, Mo.
13a. FATHER'S NAME 13b. MOTHER" S MAIDEN NAME 14. NAME OF KUSBAND'OR WiFE

Edward Bracksieck | Rose Schwartsz Mrs. Agnes Bracksieck

i5. WAS DECEASED EVER IN U,S ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S S|GNATURE OR NAME  ADDRESS
(Yeos, nﬁ%\mknown) | (ﬁya.ﬁh;wnurdnuoherviu) 96—05—49;& MI‘S. Agnes Bracksieck 3534 DixAve-

Enter only ongcausoper | 1. DISEASE OR CONDITION

MEDICAL CERTIRICATION INTERVAL BETWEEN

. *- X ONSET AND DEATH
L VOt
ele. If means the diy- the underlying couse last.

rase, injury, or complica- DUE TO (c)

tion twhich coused denth, | 11. OTHER SIGNIFICANT CONDITIONS * ( ta ‘ o o e
R . Condifions contributing o the death but niot - J - f

18, CAUSE OF DEATH

line for (a), (b), and () DIRECTLY LEADING TO DEATH'(a!

*This does not mean ANTECEDENT CAUSES

the mode of dying, such | AMorbid conditiona, if any, gicing DUE TO (b}
as heart failure, asthenio, | rite to the abore cause (o) stating

related o the diseaze or condition causing death.

WRITE PLAINLY—USING UNFADING BLACK INE—MARKE A PERMANENT RECORD

13a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
TION / A 3 X . ‘
: ves L] wo O]

21a. ACCIDENT (Bpecily) 21b. PLACE OF INJURY (a.c..is orabens | 21¢. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE s boms. fsrm, factory, street, office bldg..eta)

HOMICIDE . .
21d. TIME (Moot} (Dar)  {Year} (Hour} 21e. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?

WHILEAT—] NOT WHILE
INJURY o | “work AT WORK
' L’
2. I hereby ceﬂy that 1 altended the deceased from _3:...!_"_, 14 o i:l_____" . IQ_J:érha! I last saw the deceased
aliveon ¥/ & 194705 and ihat death occurred at o -"m., from the causes and on the date stated above.
Lo JIGNATU egres of ml?jjzab ADDRESS ¢ 3c. DATE SIGNE®”
b

O SB[ ZHOG W Lrinnn |4yt

BUR IA\I’:_ALCREMA 24b. DATE 24z. NAME OF CEMETERY OR CREMATORY  { 24d. LOCATION (City, tawn, or ¢ounty) (su\te)
2N, REMO VALgpsn o npril 17,1956 Calvary Cemetery St. Louis
DATE REC'D BY LOCAL | RE RAR'S SIGNATURE ' 2_5 FUNERAL DIRECTORYS SI GNA ADDRESS

s Lo b/?

PR 16 i35

gy YO {Licensed Embalmer's Sm‘r_mnt on Reverse Side)



o DQ&/M/W | | )
B4 Frnirry / 5
&) 958 2—) "

y STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was em

working under my personal supervision..

Student.......coemerniicaiacraareasacasisnaesaranen
Signatures of Student Embalmer

Licensed Embalmer No......%.

P. O. Address /6/50%:

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

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

T¥ this body is not embalmed, fact should be so stated above,




