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: “%io/i[f xc&g‘hﬁé 123 ]95] STA

THE DIVISION OF HEALTH OF MISSOURI
NDARD CERTIFICATE OF DEATH

REG. DIST. NO. _L_il.;_ PRIMARY REG. DIST. NO. _é_°,ZL R:g.manu._\.:i...?.?..] !;./.._...

35952

State File No.”.

! BIRTH NO.
1. PLACE OF DEATH 7 |12 USUAL RESIDENCE (Whare decessed lived, If togy s
- SN s7.LOULS * T MTSSOURT > CoomTY 258G
b. CITY (I egtedde eorpurate limits, write RURAL novt xive §r LYENGTH OF c. CITg {1f outslds corporate limits, writse RURAL aod give township) y
woshi this 1]
T0un JEFF, BRKS,MO. townabi!| STH days” / [}'rown ST.LOUIS /
. FULL NAME OF (If not in hospial or Institation, give strest address or location) d, STREET (11 rural, give location) -
HOSPITAL OR ADDRESS
iNstiTuTion VETS ADMIN.HOSPITAL 3633 Hebert. Street
36‘&?0&%5%"-0 a. (First) b. (Mlddl.e) ¢. (Last) 4 DS}.E (Month (Day) (Year)
{ Typs or Print) THOMAS CAWLEY DEATH 9-28-51
5, SEX 6. COLOR OR RACE | 7. #ﬂ)%ﬂv}%g NEVggclgsRRIEdD’.) 8. DATE OF BIRTH 9. AGE (In n)-n ]: ::.u [ TEAR | O towokw b MRS,
: (Bpactty ’ L Days | Hours | Min.
ArE A WHITE VARRTED 7 | 10-L-95 l |
102, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (8t foralgs
done during moss of working e, sen f rectead) | - DUSTRY o a4, SRRy WHAT
TRUCK DRIVER IRETLAND 7
LIS;._ FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF MUSBAND OR WIFE
THOMAS CAWLEY MARY KEZENA.N 3 LITIIAN CAWIEY
:3 WAS D“EEI‘EASE:) E\(IER IN.'U.S.ARMED F:':‘)RCES? 16. SOCIAL SECURITY { 17. INFORMANT' 'S SIGNATURE OR NAME ADDRESS
. Do, OF nown! . xive war or dates of servics) .
Y& ™ UNKNOwWN VA HOSPITAL RECORDS, JEFF.BKS,MO.
18. CAUSE OF DEATH MEDICAL CERTIFICATION lg::ﬁ_ruvil.u gtm:su
- Enter only anecsusoper | 1, DISEASE OR CONDITION LUNG ABSCESS LEFT UPPER LOBE eamH
line for (&), (b}, and {c) DIRECTLY LEADING TO DEATH'“)
*This doer not mean ANTECEDENT CAUSES - - - - -
the mode of dping, ruch | Morbld conditions, if any, giving DUE TO ()"
a1 beart fatlure, axthenia, | Tise to the abore cause (o) sating . . P - B
ctc. It means the diy- | the underlying couse last. - - -6— = ? / 7(
care, injury, or complica- - DUE TO {c) 7 v
tion which cxuaed death. | 11. OTHER SIGNIFICANT CONDITIONS
Conditions contributing lo'the death bl not - - -
related to the disease or condition equring death:
192, DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION “ 20. AUTOPSY?
TION SR S - - - -
ol ' ) R i YES Q NO D
2la. ACCIDENT (Bpecity) 21b. PLACEQF INJURY (s.z..in arabout | 21c. {CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, farm, fastory., strest, ofios bldy.. 10 * '
HOMICIDE - e
21d. TIME (Month} (Dar} (Year) - (Hour) 2le, INJURY OCC_URRED 2H. HOW DID INJURY OCCUR?
IN.?LFRY WHILEA AT NOT WHILE .
o . AT WORK o
9=Z<=5 9—40 -5l -
i , 18 15 R SRR XY
: LXK ‘and that death occurred ot .9.3.35_ jrom the causes and on the date stated above. _
327 S| TURE: *® J/])Z W or m 23b. ADDRESS 23, DATE SIGNED
g:D"-V” F.BKS, MO, 9-28~51
24 CREMA- DATE 24c. NAME OF CEMEFERY OR CREMATORY 244, LOCATION (Olty, town, or county) - {Stale)
J : 8T .LOUIS,MO. . ,
DATE REC'D BY LOCAL 25, FUNERAL DIRECTOR® 3/5) GNATURE AbDRESS

UTLINANE BROS, St.LouJ.B:M°°

ot Reverse Side)
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STATEMENT BY LICENSED EMBALMER

’ ™
. . . a
I hereby certify that the body whose name is recorded on the reverSe‘?ide of‘ this certificate was embalmed by me, 0 by amm i cereceeemee
. - . - . _ Y N .
ALt s e aeso e nan et re b e ren seme mbemd b e sk eme et b e cnd beit , Studentf§iEmbalmer No. . : e,
T
working under my persona! supervision. . o LR
!
StudenNt ceiecesvcnrsanannorsorsnsnnsennnnn - -g.d
$tudent Embalmer o

Licensed_}\gmbalme}\\lﬁ T 3186
LY 4

P. 0. Address._Ste. Lonla, MO .

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

If this body is not embalmed, ‘fact shoudd be so stated abbve:{“_‘_‘ To:f . P AY) ' Lol




