Health,
.wb.lnf... STANDARD CERTIFICATE OF DEATH STATE FILE N;lmov o
ublic
S"V.g. IFI LEB N OV 1 8 Igsagurmhan District No. . ,_,A.q...l..gprimury Reg_iatmtirop Disfricﬁt: ]:003 .. Registrar’ l e
B
. PLégE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Ruldanc. hofou
UNTY a. S5TAT b. COUNTY, i
° Mo. St. Louls"}"
‘57 b. CITY {if ourside corparate limits, give TOWNSHIP only) Inside Limits c. CgRY Insids Limits
o St. Louis ves [J Ne [ oM Jennings } 51 Yes[] No[]
I c :gls-PLITH:r%ROF (1f NOT in hospitcl, give lacation) | Length of stay in 1b STI')FE)%EES {If vutside, give location) Reside on Farm
' Al E
D O st. John's Hosp 2 7 8905 St. Cyr Rd. | YO me(d
3. NAME OF DECEASED First Middle Lc:! 4. DATE Manth Doy Yaar
{Type or print) OF
CHARLES A, BRADY DEATH Oct. 18 1958
5. SEX 4. COLOR OR RACE| 7. 8. DATE OF BIRTH 9, AGE {In years IF UNDER 1 YEAR| IF UNDER 24 HRS.
10a.

All diseases in Part | must be cau'solly related.

THE DIVISION OF HEALTH OF MISSOURI

_o8-041323

Male o White

MARRIEDSCI NEVER MARRIED[]

\VIDOWEDD / DIVORCEDD Oct. 28, 1901 Igglrrhduﬂ Manthe | Days Hours I Min.

USUAL OCCUPATION (Give kind of work dane

during most of working lifs, aven if retired)

Department Managen

108, KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?

INDUSTRY

-Laclede Gas Ca. St, Louis, Mo. & U.S.A.

13a. FATHER'S NAME

John Brady

13b. MOTHER®S MAIDEN NAME

Bridget Brady

14. NAME OF HUSBAND OR WIFE

€atherine Brady

15. WAS DECEASED EVER IN U, 5, ARMED FORCES? 18, SOCIAL SECURITY NO.| 17. INFORMANT
{Yes, or unknawn},
i L)

e oive mORE " " |494-.10-693] Catherine Brady 8905 St. Cyr Rd.

Addrass

18. CAUSE OF DEATH (Enter only ona cause
PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a}

Conditians, L any,
which gove rize to

above couse {a},
stating the under-

i

DUE TO (b) @,9’!-614,«_4/ /JGZ/\I?,—-\ U L%fe/v('

per line for {a), {b), u% INTERVAL BRTWEEN
2 é ﬁ ( NSE %E’ATH

MEDICAL CERTIFICATION

lying couss last, DUE TO {c)
PART Ii. OTHER $IGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dissase condition glven in PART | (o) 19. WAS AUTOPSY
% / PERFORMED? ot
2O YES[] NOPT
20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
O O O
2¢. TIME OF Hour Month, Day, Year
INJURY o.m.
p.m.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

20d. INJURY OCCURRED

WHILE ATD NOT WHILE 0O

WORK

o. PLACE OF INJURY [e.g., inorobout home,
farm, .ctory, street, office bidg., etc.)

20f. CITY, TOWN, OR LOCATION COUNTY STATE

21. | attended the decsased from

Death eccurrad ot

f ul¥ 2 ‘esz b towondluninw:-:‘clivem [s) cl Zx /2!8
3: O ] i

m on the date stated obove; ond to tha best of my knowledge, from the cduses stated.

230.

22a. SIGNATURE _(Degre tla) M. Dg2b. ADDRESS 235, QATE SIGNED
2T - 5 3 9 7. (, Na~ol s |/Oo-20-
BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State)

Burial™™" |oct.22 1958 Calvary Cemetery

S5t. Louls, Mo.

4.

FUNERAL DIRECTOR

25. DATE RECD. BY LOCAL REG.

iegshauser 4228 S.Kingshighway 0cT 2 0°58

u.ﬂimsrnm's SIGNATURE

{Licensed Embolmer’s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER =~

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

, Student Embalmer No. ..........cccvvveis

working under my personal supervision.

LTS (=111 SO PSR TP Slgnedﬁfﬂé')&(w i A

Signature of Student Embalmer

Pt e v cop e
. L L) L;censed Embalmer No/aa .....

"

P. 0 Address e ieervenrreeretinre e nraananens

Note The above MUST BE SlGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to complyj with the above constitutes grounds for revocation of license). . B
If' embalmed by a STUDENT, he also shall sign in his- OWN handwriting. * '

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

P L - -l—




