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THE DIVISION OF HEALTH OF MISSOUR|

STANDARD CERTIFICATE OF DEATH

...Primary Registration District No.__

I F"_En APR 7 1g§9|stmnon District No. .

59-010744
e 2593

130. FATHER’S NAME

Fred H,Brinkman

during most of workinE lifa, oyon if rativad)

INDUS RY

r Ins,C

13b. MOTHER'S MAIDEN NAME

Anng C,Tobin

I L- -PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. i in/lw:%nca bchr'l
COUNTY o. STATE b. COUNTY imission) £
* Missgouri N
b. ClTRY {if cutside corporate limits, give TOWNSHIP only} Inside Limits c. C‘I:)TY ,’ I;side/ imits
R
rown  SteLouls Yes (B No [] o Olivette Yes ¥ No ]
c. FgLPLI{:JAMEOOF [1f NOT in hospital, give location) | Length of stay in 1b d. STREET ” (If-r.\u!:ide, give locarion) Roside on Farm
SPITAL OR ADDRESS
mnsTruTion St .Takkes Hospltal 13 Days # 3 Price Court Yer O Mo (¥
3. NTAHE OF DECEASED First Middle Last 4. DATE Month Day Year
{Fype or priny) OF
Harold Tobin Brinkman DEATH 12 1
5. SEX 6. COLOR OR RACE( 7. 8. DATE OF BIRTH 9. {In years JF UNDER 1 YEAR] IF UNDER 24 HRS.
y MARRIEDE‘*EVER MARRIED ] July 1 1898 g:é birthdoy) [Wanthe [ Daps | Foms |~ Min,
Whi‘ba wDOWED[ ] DIYORCED][ | '] l J
10s. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stats or country) 12. CITIZEN OF WHAT COUNTRY?

Keokuk, Iowa ! U.S.A.

14. NAME OF HUSBAMD OR WIFE

Melba ILeroy Brinkman

15. WAS DECEASED EVER IN L), 5, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
Yes, no, knaw  give w rvi
{Yas, no, of unkng n)]{lf yau gin of or dates of service} 497 01 0558 Melba Ieroy Brinkm&n # 3 Price court
18. CAUSE OF DEATH (Enter only one couss ger line for {a}, (I:) and (c}).) INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ﬁ ONSET AND DEATH
IMMEDIATE CAUSE (a) A»&‘m.i EZAmmg-q L\L‘« ’Vﬂ&(’ 1§ "‘-MMZ
Condltions, if any,
which :::o rl:-ni’o } DUE TO ()
obove cause (a),
atating the under-
g lying cause last. DUE TO {e)
5 PART Il. DTHER SJGNIFICANT CONDITIONS CPNTRIBUTI TO DEATH bur no' ralated to the terminal diasose condition given in PART I {a) 19. WAS AUTOPSY
PERFORMED?
o At -
z ﬂnlﬁﬁ 0 Socs YES[] No (&%
&= | 200. ACCIDENT SUICIDE HOMICI DESCRIBE'HOW INJURY GCCURRED. (Enter nature of fnjury in PART | or PART 1l of item 18.)
w
u O O [ \
§ 2c. TIME OF Hour Month, Day, Year
a INJURY o.m.
L3 p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inarabouthome,| 204, CITY, TOWN, OR LOCATION COUNTY STATE
WH!LE ATD NOT WHILE D farm, octory, street, office bldg., etc.)
AT WORK
21. 1 anended the deceased from :;~ - J 7 =S ? _ , 10 and last ‘lewm'oliv. on 3 '"//"b\?
Death oceurred at 7 m on the dute stated above; and to the best of my knowledge, from the couses srated.
220. SIGNATURE ,(Degm ar ml.) 22b ADDRE - 22c. DATE SIGNED
/ Hy @ ) Gty Mo 5109
230. BURIAL, CREMATIPN, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATI (City, town, or :nun;ﬂr (Siote)
REMOVAL {Spacify)

3/16/59

New Pickers Cemetery

St.louis,Missouri

24. FUNERAL DIRECTOR

er & Sons 61

ADDRESS

Delmar Blv

25. DATE RECD. BY LOCAL REG.

MAR13 '59

. Feidl, [10.

{Licensed Embalmer®y Stotement on Reverse Side)

J// f’




. Dr.John S.Skinner

35 No.,Central
Pa¢6-0683
2 to 6 P,M, : °

STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
DY M, OF DY ot iiiiriii it er et e iaeteie e e st aenene et ea st raraaat , Student Embalmer No. ..........ceceuvee.
wotking under my personal supervision.

Student ..o s s e e
Signature of Student Embalmer

...............................................................

Licensed Embalmet Noz‘{[%
P. 0. Address......é.'..(.,lz.ﬁf.ﬁ..... ;

Note: The above MUST BE SIGNED 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 his OWN handwriting.

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




