THE DIVISION OF HEALTH OF MISSOURI
Health > S BT_QSQB 1D S

&;,w;l-h’" STANDARD CEBTIFICAT! OF DEATH STATE FILE NUMBER
vblic
 Service [ gistration District No. oo 3,1.8-__Prlmury Reglmahon District N ; “3_---_-____. o Roamrar ?ﬂa_,.-.?ﬁ_&ﬁ_,-_
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. [f institution: Residence before”
. 300 o, COUNTY a. STATE b. UNTY / admassion)}
) Mis
1-57 B. CITY (If oulside corporata limits, give TOWNSHIP only) [ Inside Limits ¢ CITY N Inside Limits
O OR Yes [ No (] OR 0 Yer[[] Ne[]
| TowN ST, LOUIS, MISSOURT TOWN Richmond Helghts
. FULL NAM%OF (I NOT in hospital, give location) | Length of stay in 1b d. STREEI‘;5 {If outside, give location) Reside on Farm
HOSPITAL OR DORE .
‘31 INSTITUTION BARMES HOSPITAL o 7‘ #44t Borshire Yes [ Ne[]
3.V NAME OF DECEASED First Middie Last 4. DATE Month Dey Year
{Type or print) QF
BRAINERD W. LaTOURETTE DEATH ALJGUST 6, 1958
5. SEX 6. COLOR OR RACE) 7. MARR‘EDE KEVER MARRIED[ ] B. DATE OF BIRTH 9. AEE EI,. :::;; ;::EEREI,:;EAR I::::DER 2:‘:015.
Male O| Whnite mooneo(] / owvorceod| Nows 21-1897 80 l il
10a. USUAL OCCUPATION {Give kind of work doas [ 10b. KIND OF BUSINESS OR 1. BIRTHPLACE (City and state or country} 12. CITIZEN OF WHAT COUNTRY?
during most of woeking life, sven If retired) JHDUSTRY O
t 1\&?{5;-,___ S 1l U.sS.A,
13a- FATHER'S NAME 19b. MOTHER'S MAIDEN NAME 14. NAME OF H.USBAND. DR WIFE

- H T t ter Evelyn R. LaTourettie
2 | 15 WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Addrass
= N (Yes, no rknqwn)| {If yes, give w dates of servi N ! .
g ., ns wnkng )I( yos, g of or dotes of service} _______.’-""" EVQ a. La'.l’ourettn M BOJL‘M
o 18. CAUSE OF DEATH (Enter only one cause per line for (), (b), and (c).) INTERVAL BETWEEN
w PART |. DEATH WAS CAUSED BY: OI'ﬁET AND DEATH
w IMMEDIATE CAUSE (o) _ANIRACRANTAT, HEMORRHAGE .
&
=
E Conditions, if any, DUE TO (b) HYPERTENSION . /53 ' X 5 YEARS
> which gave rise to 7
- above caouse (o}, }
Z stating the wnder-
g g lying couss lost. DUE TO (c)
o s E PART L. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terming! Jizsass condition given in PART | {a) 19. gésRFAgggEPg;f
L]
= J
5 gz ANTICOAGULATTION ¥OR CEREBRAL VASCULAR ACCIDENT 4 MONTHS YES[] Nofd
E, £ =1 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART 1 or PART Il of item 18.)
i & O O O
e M TIME OF Hou  Monih, Day, Yeu
3 =pga INJURY  om,
‘.__.'. : Ed p.m.
E g 20d. INJURY OCCURRED 2e. PLACE OF INJURY (e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
= W WHILE ATD NOT WHILE D farm, factory, street, office bldg., etc.) E -
5 2f | woRK AT WORK ' .
f 2). i attended the deceasod from H 20 1 8 ,to AUGUST 6, 19 i&d last Sow t" alive on B! u Tl IS'I' 6, l 95&5
.;. Dsath occurred oy %- qﬂ A M m on the date stated above; ond to the best of my knowledge, from the causes stated.
2 22a. sﬂ/)/ {Dpgree or titls) g) ZBAWE 22¢. QATE SIGNED
3 % . S HOS
3 7 il M, D. SPITAL 8/6/58
23a. BURIAL, CREMATION,| 23b. DATE ZJC. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county} {State)
R VAL (Specify)
mova Aug .8.1958 Oak Grove Mausoleum St s Co,,Mo,

24. FUNERAL DIRECTOR ADDRESS 25. DA Cp. BY REG.
C.R, Lupton & Sons 7233 Delmar Blvd. RB™ 58

ngsisrnm s HGNXw‘dj )” D

{Licensed Embcimer's Stotemsant on Reverse $ids)




......

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 by ..oeiriiiiieiieeee feeereaeteesnteretaneetataaeararareaitan et enentraranrren ., Student Embalmer No. ......covnvnvnrnnn

working under my personal supervision.

Student ..o e e
Signature of Student Embalmer

Llcensed Embalmer No.=. 5.0 . /.......

- . P.O. Address g2 AR

- . Ly

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

If embalmed by a STUDENT, he also shall sign’in. Kis OWN handwriting—~ «* °

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

* T e -0 - - - ..
. . L - [




