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N. B.—Every item of information should be carefully suppllied. AGFE, should be siated EXACTLY. PHYSICIANS should state

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION ia very important.
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MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

fon Distriet No

42141

Stats File No.__ﬂ
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(If outside city of town limis, write YAURAL" and name of towmbip)
tal or institution:

*5A N« BROADV/AY

(lf not in hospital or institution, wrile atreet number or locatlon}

1. PLACE OF DEATH: %\
{a) County.
(b} City or town
() Name of h

2. USUAL RESIDENCE OF DECEASED:
M1SSCURI

{a) State {}) County.

LOULS )/(9

(&) City or town..S s
(If cutaide clty or town Hmits, write “RURAL™}

(d) Length of stay: In hospital or institution (d) Street No. !
(Spocify whether {I# rural, give location}
In this community. ABOUT 19 YEARS NO PHYSICIAN IN ATTENDANCE
years, months or days) N _ , 4 (s) 1 foreign born, how ong in U,

o 9 U MEDICAL CERTIFICATION
> $0LL Name___AMOS BRINER==AL SO BRE INER
S T vererm AR AT — 20. DATE OF DEATH: Month_ DE€C. _ day 29%th
name war No Ho. 4 8 B- 1 8 _88 ym____l_g,ﬁe Jhour, 10 M ?0 minute P - M,
21, I hereby certity that I attended the d d from
5. Celor or 8. {a) Single, widowed, married, 16, to 19 ;
4. Sex MALE race WHITE divorced_M_AB.B_.U';D. that T last saw b alive on 193
6. (b} Name of husband or wile.... .. 6. (&) Age of hushand or wife if }| and that death occurred on the date and hour stated nbove. Duration
SAD l E B R l N E R alive. 3 9 years []nlmgdhtg caunn of death ur
7. Brth date of decessed AUGe 3, 1882 Subdural hemorrhage of. Brain
| (Nioats) (Bas) (red) (Traumatic)
8. AGE: Years Months | Days If lens than one day " Dueto LINE, CAUSE, AND MANNER OF| SAL
57 4 27 o ‘ COULD NOT BEﬁ DETHRMINED)
9. Birthplace. SOU TH B E ND ¥ Do to ‘1 ;&” -
{Ciry, town, or connty) (Btata or forelgn ecantry) 7
10, Doual oocemmtion CARFENTER || other condiston
- v 7 {Inelnde pregnancy within § thy of deafh) - ———
11. Industry or business i i PHYSICIAN
. =Y, v ] Major Aindingn: , N
{12. Name_. .. _ ! operntiona 7 - Underline
2 L1s. Birthptace . UNKNQWN QHIO. .2 7 { 3 e aath
E 14. Malden name, ggwmm”) (Stata or b ) Of autopey. lj ]‘l :::::l}x
TH BEND .
g { 16. Birthplace —— e (sli\l .,D,Jﬁ‘u%m) 22. 1 d eath was dud to exterrinl cavses, £l in the following:

16. (a) Informant’a own signature
(&) Address_2825A Ny

1. (0 BURIAL
(Beariul, cremation, of removal)

BROATWAY

(6) Accident. suicide, o homicide (specity) Open Verdict

(d) Date of occtrrence.

() Where did Injury ocemy? St. Lovias_  lio
{City cr town) ! County) (State
Did injury occur in or about home, on farm, !n in place, In public

{Licensed Embalmer’s Statement on Eoverse 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.

icensed Embalmer No 27 7 7 ......

P. O. Address

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

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




