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XC 20433406 Item #8#9 e d=019582
SL 15374 E rS? HSTAN DARD CERTIFICATE OF DEATH . ) STAT|2|LE :3544
gﬁ‘fruho .;mct :}'lt Puneral prlmmy%egutru on Di 6l:|§9.- s e e o e 8 2 1 A e Reﬂstrnr 8 N0 e
o]} ATH 2. USUAL RESIDENCE (Where deceased lived. |f institution: Residenc “gaiore
e 0 COUNTY e o STATEMTSSOURI o COUNTY ndm;f% i
b. CITY (If ourside corporate limits, give TOWNSHIP only) Insids Limits c. CITY Instde Limits
o915 N GRAND ST LOUIS MO |ves Kl ne[d rom ST LOUIS Yos[ No 3
e. FULL NAMEOOF {If NOT in hospital, give location} | Length of stay in 1b d. STREET {If outside, give location) Reside on Farm
o ITTASONVETS ADMIN HOSPITAL| 2 days ADDRESS ) 1,304 PAGE Yes [ No K]
3. NAME OF DECEASED First Middle Lost 4. DATE Month Day Year
{Type or print) OF _
BRANCH L. RUSSELL pEATH  MAY 1, 1959
5. SEX 6. COLOR OR RACE} 7. MARRIF_DENEVER MARRIEDE! :;% IﬂlI’Bgs [ J}GE {in yoars bF UNDER i YEAR] IF UNDER 24 HRS.
MAI.IE 1 N’EE-RO } _W!DDWEDE] DIVURCEDE 9 Dbl 1_?.9-0 I:lshgv) Manths I Doys Hours ] Win,
10e. USUAL OCCUPATIPN {.Giv‘ hind.uf \v?tk done | 10b. KIND OF BUSIMESS OR 11. BIRTHPLACE (Ci;y and lfn-!l or tountry) . 12. CITIZEN OF WHAT COUNTRY?
RECRERTIORN DIAECTOR mosTRY S. BOSTON, VA. USA

13a. FATHER'S NAME

PAUL RUSSELL

13b. MOTHER'S MAIDEN NAME

VIRGINIA SQUIRES

14, NAME DF HUSBAND OR WIFE

LUVENIA RUSSELL

15. WAS DECEASED EVER IN U. §. ARMED FORCES?

(Ym or unkmwn)ltll yes, eiw Tul‘-: of servics)

16. SOCIAL SECURITY NO.

492099001

17. INFORMANT

VA HOSP RECORDS 915 N GRAND ST

Address

LOUIS, MO.

PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE ()

18. CAUSE OF DEATH (Enter only ons cause per line for (a), (b}, and (c}.}

CEREBRAL VASCULAR HEMORRHAGE, LEFT

INTERVAL BETWEEN

hOﬁWD DEATH

Condltions, if ony,
which gave rize to
above couse (a),
stating tha under:

pue 7o () _CEREBRAL ARTERIQSCLEROSIS

GENERALIZED ARTERIOSCLERQSIS

23/

z lying couse last. DUE TO (¢)
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not related to the terminal dizease condltion given In PART | {a} 19. WAS AUTOPSY
By - - - PEREORMED? J
L vesh] nNO[]
Y| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART il of item 18.)
(')
S 0 U noNg O
U] 20c. TIME OF .Hour .Month, Day, Year
2 INJURY a.m.
'E p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or cbout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WILE farm, foctory, street, office bldg., ete.) _

WORK
21, ;unanded the decoased from

L4/29/59

[)n‘ih occurred at 5 .15 A_H_:

.__5/1/59

m on the dote stated chove; and to the best of my knowledge, from the couses stated.

and las? sow

5/1/59

alive on

him

{Degree or titla)

e

22b. ADDRESS

22¢. PATE SIGNED

5/1/59

M.D, VAH, ST. LOUIS, MO.
230. BURIAL, CREMATION, | 2. DATE 7 | 23c. NAME OF CEMETERY OR CREMATORY
REMOVAL {Specify}
Removal 5/5/58 National Cemetery f
ADDRESS 25, DATE RECD. BY LOCAL REG.

24. FUNERAL DIRE‘ETDR

G, Wade Grz_an'berry 4802'Finne.v Ave,

HAY 4 '59

23d. LOCATION (Ciry, rown, or county)

{State)

d Embal

{Li

on Reverse Side)




A

STATEMENT BY LfICENSEDT’ EMBALMER

-

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

DY ME, OF BY oiiirseiiiinieee et ieeesnriretae i s aenenmemeaessssnrm b s s e rer bt rm s rgsanesan e ar o ee , Student Embalmer No. ......cooceiinnnne

.
-

T 2
Licensed: Embatmer No.44%4..........

working under my personal supervision.

Signature of Student Embalmer o }

- o CuNE v

. P. O. Address.4202. Finney.. Ave...
= S P - - - - ' e -
Note: The above MUST BE SIGNED éY THE LICENSED EMBALMER“in is OWN HANDWRITING. (Failure
to comply wilth_ 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,

. e

-




