THE DIVISION OF HEALTH OF MISSOUR! 1:58”.:;

| ',':'_::": | FILED MAY 1 1351 STANDARD CERTIFICATE OF DEATH oy St Fle Noo SISC '
BIRTH KO. REG. DIST. NO. f: ‘ 8 PRIMARY REG. DIST RO. Rmutmr’; N O v e esis s s e seeamresmrnsa
i1 PLAGE OF DEATH. - - {2 USUAL RESIDENCE (Whers deceased lived. If lnstltution: reidencs befocs
0 a. COUNTY . a. STATE MiSS 1 b. coum*yst Loui admission).

townahip)| STAY (in this place}

b. CITY {If outelde sorpuraie limits, write RURAL and give c. LENGTH OF c. CITY {U outside corporats litite, write RURAL and give townshis) ?
TSN @0{2—4&“ - I oW SteLouis Cpunty 13

. FULL NAME OF (1f not ia hoepital or Institation. give streot addram or location} d. STREET (f raral, give locatlon) .
HOSPITAL OR ADDRESS k¥ B L /
msttuion . BARNES HOSPITAL 2145 Kappel “rive /.

3 NAME oF 2. (Firet) b. (Middie) ¢. {Last) . 4. DATE (Month)  (Day) (Year) -
(Typeor Prine) L SRRE/ Calvin Lrrds her | DEATH < 23 gy
5. SEX 6. COLOR OR RACE | 7. #&%ED NEVEEC’ESR(EIE:?I , 8. DATE OF BIRTH " 9-&5 tln.n,ln ‘: :::l P TEAK | ™ O 4 s,

¥, birthday, Ll Deys | Houra | Min
male white mAPELIon / Ayp,19,1884 Ga | |
10a. USUAL OCCUPATION 2 work’ . KIN BUSINESS OR IN- . Bl sonn
. US u.::.' OCCUPATION u:‘iﬁ:::a:of l): 10b. KIND OF BU DUST‘!Y 11. BIRTHPLACE (State o7 forelsn country) i / 12, c&l}l"}%l\l’?FWHAT
Ministap Mothodtat Arikcansas USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSWD OR WIFE
Jack Brads ha r : Lucinda Ross | M v
I5. WAS DECEASED EVER [N U, 5. ARMED FORCES? | 18. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
l’Yll no.oru:nknown) I (I yom. xlve war or dates of sarvion) NO. B J D
no - - none Mpg Byan Pabel,vr, 2145 Kappel Pr,

18. CAUSE OF DEATH MEDICAL CERTIFICATION NTERVAL BETWEER
| Enter only onsceusoper | |- DISEASE OR CONDITION i . o FER
lins for (=), (%), 0d (¢ | PIRECTLY LEADING TO DEATHY (5 f;émwl.s,qw v 1Py O ) 7 %u 2 c&’?
ANTECEDENT CAUSES

*Thiz does not mean .
the mode of dying, such | Aforbid conditions, if any, giving DUE TO (b) W: \/ﬁa e 2 0

‘a8 heart fuflure, asthenia, | rite to the above cause (o) stating e

: - the underlying cause las. :
ete. It means ‘the dis- .
case, infury,or complice. DUE TO ¢e) &M{W W

tion tohich caused death. | 1). OTHER SIGNIFICANT CONDITIONS *  °*

Conditions contributing to the death but not
related to the disease or condition causing death.

H

x

Y—TUSING UNFADING BLACK INE—MAKE A PERMANENT RECORD

19a. DATE OF OPERA- | 190. ‘MAJOR FINDINGS OF OPERATION - ° K Coe : - 20, AUTOPSY?
TION
ves {1 o [
2ia. ACCIDENT {Bpacify} . | 21b.PLACEOF INJURY. (.. tn or abous [ 2lc. {CITY. TOWN, OR TOWNSHIP) (COUNTY) . .,  (STATE) |
SUICIDE® - » - : hom.!uﬁhmmaﬂubldgm.) A o |
HOMICIDE .. : |
2. TIME ooty Dy (Yea) (Hourt | 216, INJURY. oocunm-:n 2. HOW DID INJURY OCCUR?
R R o i R : =
E 2. I hereby. cemfy ihat I attended the deceased Jrom 3, / /6 19540 1o . & /-)3 ,18£L., that I last sawn the deceased
_ - alive'én , 1954, and that death occurred at (/4L m. j"rom ths causes and on the date stated above,
E = SIGNATURE ,™. "-,-\‘ v {/ (Degresortitly) | 235, ADDRESS Z3c. DATE SIGNED
o : 7—»6/@—“_-&:1,, - MO.. .| - BARNES HOSPITAL - | 3/3/c¢
E 242, BURIAL, CREMA- | 24b. DATE "24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Olty, town; or county) - (State) -
TiON, REM m.caa-uy) M A
E | rampval 24| 3.24.5) _ - Salom,Missours .
DATE REC'D BY L%%:?;L REGISTRBR'S 51 TUREE: E 4 2. FUNERAL mu:c‘rou 8 SIGMATURE ADDRESS
MpD B A 10RT z | Albert H.Hoppe 4700 Washingt on
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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, 6f by orooeoo
working under my personal supervision. udent Embalmer No..cvseiunnesceevnccnnaness
Sighed"\ M Z,?*_Md
31 -
gne Student Embalmer Licensed Embalmer Nog?ﬁf

P. 0. Addrﬁsﬁfm j%'ff‘

Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fnlure to comply witl
the shove constitutes grounds for revocation of license,}

Ifth'ubodyitnotembalmed‘,factshouldbemmtedsbove.




