;. o 500 7 1949 THE DIVISION OF HEALTH OF MISSOURI - 40830
- 0.
- FILED JUN 2 STANDARD CERTIFICATE OF DEATH Stae Fit .
{BIATH NO. REG. DIST. NO, 31 8 PRIMARY REG. D15T. N].O_D_3_‘ Rmi: ror's No,.. 5(..}.3—1:....
1. PLACE OF DEATH 7 USUAL RESIDENCE (Where decsassd Oved. If ingts ience befors
a. COUNTY . a. STATE 3 2 b, COUNTY ' aduimton).
_ Illinois /,/ &'
b, CITY (I outeide corpurate limita, write RURAL nad give ¢. LENGTH OF ¢, CITY (It outalds corporats limits, write RURAL an give township) 7
QR N townshipl | STAY (ln this place) R //
TOWN St. Louis ); TOWN Bloomington
. FULL NAME OF (If aot in hospital or I3stitution. give sirect sddress or location) d. STREET (If rural, xive location) ;J)
HOSPITAL OR Al
INSTITUTION Missouri Pacific Hospital ?P 501 MeArthur Ave.
3 gg%!gﬁs%% a. (First) b. (Middle) . (Last) 4 Da}-g (Moafh) . (Doy) (Yea)
( Twpe or Print) Ernest Allin Brust pEATH June”1l, 19,9
. 5. SEX 6. COLOR COR RACE | 7. MARRIED. NEVER MARRLI:;D. 8. DATE OF BIRTH 9. AGE (In yeara|  CWOCH | TEAR | & Gk0Em a1 was,
WIDOWED, DIVORCED (Spdzity) last birthday) umn., Dg- Hours | Min
Male Ma rried y; Mar. 13, 1900 182188 |
10a. USUAL OCCUPATION (Cikvekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (3tate or forelgn country) 12_CITIZEN OF WHAT
done during most of working life. even if retired) DUSTRY i / COUNTRY?
Locomotive fireman G. M. & 0, R. R, !Elkhart, Indiana -
!I3a. FATHER 5 NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Pliny Brust Iva Jane Gallion Stella Johnson
:;5{. WAS D::Ekm:-:? EVI;:R IN U.5. ARMED FOF:E:HES? 16. SOCIAL sECURng 1. INFORMANT' S SIGNATURE OR NAME ADDRESS
o8 BO. OF nown; (1 yum, or datea of & co} .
Yos Viorld War 709-10=9656 | Stella Brust, 501% McArthur Ave. Bldom-
18, CAUSE OF DEATH MEDICAL CERTIFICATION gm?[l
. Enter only onscauss per |. DISEASE OR CONDITION .
1Ene for 8y, (b, and (¢ | PIRECTLY LEADING TO DEATH® ) CArcinewma ¢f £ %
*This does mot mean | ANTECEDENT CAUSES )
the mode of dying, such | ~Morbid conditions, if any, giring DUE TO &
It et heart faflure;asthenin, | Ti32 to the above cause () dtating . — L. .. . . P =

ete. It means the dis. | the underlying cause lest.

case, injury, or complice- | _ . DUE TO (e} . - - b
tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS
- Conditions contributing to the death but not
. - related to the disense or condition caueing deafh.

lQa DATE OF, OPERA 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?

"PLAINLY—USING TNFADING BLACK INE—MAEKE A PERMANENT RECORD

Lo 4 E Brtmchoqemc Curcmaha af' Lel"f Lung , ves [ o
21a. AbcipelT /7 (Bpecliy) 21b. PLACEOF INJURY (e.5..incraboat | 2lc. (CITY, TOWN, OR TOWNSHIP) \j (COUNTY) . (STATE)
SUICIDE bome, farm, faciory, strest,office bldy., sto.) * *
HOMICIDE . /
B 21d. TIME . (Mosth) (Day) (Year) (Houn | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
OF LT WHILE AT NOT WHILE X
INJURY .= | work AT WORK
21 hereby certify that f atiended the deceased from S/a & ]” ¢ 19 , lo 6/11A49 L 18 , that T laat saw the deceased
alive on y , 18____, and that death occurred at H M., from the causes and on the date stated above.
b=1} ATURE {Degres or title) 23b. ADDRESS 23:. DATE SIGNED
’ % 7 W " M. D .0 Mo. Pac. Hosp ital - : 6/12/19
EC [#ia. BURIAL. CREMA- | 24b. DATE 24c, NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Olty, town, or county) - - (State)
TIGN, REMOVAL (Spaeity) .
£ Removal /12&9 bark Hill Cemetery B}oomington, I1l, .~ °
DATE REC'D BY LOCAL REGIST SAFUNERAL DRECTOR\S S| GNATURE 'a'i;;s/ss/
-
€UN 1 > 191 Yoo s s 56633 Clayton~Fd.

{Licensed Embalmer's Stater®zf on Reverse Side)



. ~—'ny.;- SN tms .;'J-—duj \-..&1
1 T
A\ STATEMENT BY LICENSED EMBALMER
v

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by e mecrecceamar

et rremteabeere e enan rananenn LT , Student Embalmer No.

P. O. Address

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

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




