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AINK—MARE A PERMANENT RECORD

N. B.—Every item of information should be carefally supplied. AGE ghould be stated EXACTLY. PHYSICIANS should state ~

CAUSE OF DEATH !p_plnln terms, so that it may be properly classified. Exact statement of OCCUPATION Is very important.

o1 xies11

989,

PARTMENT OF COMMERCE
TR
Registration Distriet No. <22 /.

7
1. PLACE OF DEATH:

{a) County. St. Louis

® City or own LT issant Mo
{If ontside city o town limits. writse “RURAL" and osme of township)
(¢) Name of hospital or institution:

(If cot in hospital or institution, write street number or kocation)
(d) Length of stay: In hospltalor institution

(Specify whother
Inthis eommunity.
years, months ar days}
3. (a) PRINT s -
D Name_Carrie Braun AN

3. (b) If veternn,
name war. None

8. {¢) Soclal Security
Ne... None

6. () Singte, widowed, married,
divorcedl1 O

5. GColor or
mce_whlt_a

4. Sex_..E..Q..m.@..l.ﬁw

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registzation District No.ié____

suriee 20192 8

1249

. Missouri |
(a) Sta 5] @ county_ St Lonis

() City or town...E.l.QI'.i.S.S.an..t Mau o

(£ outalds city or town Hmits, writs "RURAL")

(@ street No B Bonte #1 Box 130 Finrissant

Regisirar’s No

2. USUAL RESIDENCE OF DECEASED:

ir 1, loention
(11 raral, give 'n]’ MO .
{#) H foreign born, howlong in U. 8. A1, .. YEAars.,
MEDICAL CERTIFICATION ]
Month Ju 1 Y day. 6 )

20. DATE OF DEATH:
Yyear. 1939 hour lo . 05 AM minu M.
21. I hereby certify that I attended the deceased Irom_%mm

that I [ast saw k&2~ aliveo

8. (b) Nameof husbandorwite...____ . ___ 8. {¢) Age of husband or wifeif || and that death occurred on the dat our stated above. b .
John Braun Deceased alive______ yeans || Immedt hlca of death ok
7. Birth date of @ . Sept 29 1859 R Wﬂ L
{Moath) (Day) (Yoar) rad
8. AGE: Years Months | Days I lex than one day Due to /E&A—r Z 44-/
79 9 7 hr. min f - :i\l QL___
. Due t
0. Birthplace OU«_LoOuis County Mo. " L 7
(City, town, or nnnuly) {Stats or farelgn country)
P, ~ Oth ditions.
10. Usual occupati At _home. I CRRE ORI, e —
11. Industry or business /:‘ PHYBICIAN
&5 . M findings: . —
E 12. Nam____B_@_I‘_naI‘d S : A e ajootr operations.... e L o Uaderli
~ he cause to
2 Lis. Birtbplace Ge £ many ) o = . :-:Ich death
o coan!
14, Matden name_ NG T “RITSTH] o Ot sutopsy.—. e 2tk =t Charpci e
{ ' G e rmans i
S 15. Birthplace T re—a—" 4 A Y 22. If d eath was due to external causes, fill in the followlng:
[ i (a) Accident, lu!cida_ or homicide (speci{y}. =

16. {s} Info ‘s o
- A A
17. (@) ’
(Burill.mlhn.um)

{¢) Place: burial or crematio
18. {(a) Signature of funeral director. Math Herman'n & Son

@ Ad 2161 East F
19. (a) ‘:jU

b .
{Dare recklved local registrar) @ ({{] 'l

P e ——

(%) Date of cccurrence,
‘Where did {njury oceur?
(‘) re ( ty or w'n] mﬂ.j)
(&) Did Injury cccur I or about home, on farm, In lndulh&n.l
———

pul(:?l::?nce?

—m———A{Bpacify typs

While at wurk?_%‘:c) M
23. Sigrature. ;:

'—(M. D, oz other)
~ LY
A 22t Date wgn

of place)
of Injury,

(Hcensed

er's Statement on Reverse Side)




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.

Registered Apprentice No ; ,

working under my personal supervision.

Licensed Embalmer Na... j / .............................
P. 0. Addres® XM E ST Hcet

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

If this body is not embalmed, above space should be left blank. ,




