THE DIVISION OF HEALTH OF MISOURI g Vool 39

No. 300
oes |IREDAUG 15 12 STANDARD CERTIFICATE OF DEATH S0t File Novmmrmmmssomse
" BIRTH MO, .. REG. 0IsT. wo. D10} __ eriuary REG. DISY. qu. Registrer's m.__.".'22().9_.
1. PLACE OF DEATH : 2. USUAL. RESIDENCE (Whare deceased lived. If Institution: reaidence before
3 ’ . . * . ) dJatdasion},
a. COUNTY 0 a. STATE Missouri b. COUNTY 02”1- i i(',}'"
b. CITY (if outelds corpursta Umits, write RURAL and give ¢, LENGTH OF ¢. CITY (If outaids sorporate limits, write RURAL an cive township)
wrship) féﬂylfatbhpllﬂ} OR d
TowN  St. Louis, M ssouri TOWN o+, Touis
d. FULL NAA{EOOF {1 not in hospital or Inatitation, give street add or loeation} d. STDRREFESTS . (If rural. give location)
INSTITUTION 8¢,  Louig City Hospital #1 ? 1909 So. 1lth St.
3. NAME OF a. (First) b. (Middle) . (Last) 4. DATE
DECEASE OF {Month) (D‘,) (Year)
{Type or Print) WILLIAM J. BROYIES peath  JULY 26, 1952
5. SEX 6. COLOR OR RACE | 7. #'AD%%}EE% tle&fgscrgBRmED.) 8. DATE OF BIRTH 9. AGE Ua yeans| @ e s x| # WO u o0
. . {Bpaclly’ ours | Mliy,
Mele White Divorced = Aug. 6, 1893 g | 20 |
. lo:;“ USUAL %cgﬂ.mou !éclmumk 10b. KIND OF BUSINESSD?ETR; W. BIRTHPLACE  (civ uud State or Forsigs Coustry) Izbg%lgzg:'.r?rw”
_Laborer nemployed Kentucky
H13a. FATHER'S MAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Lionis Broyles : : Mattie Trowtpan | .
5. WAS DECEASED EVER IN U.S.ARMED FORCES? [ 16, SOCIAL SEI:URITY 17. INFORMANT 5 SIGNATURE OR NAME ADDRESS
(Yor. 50, 07 unknown) | (If yes, eive war or dates of sarvice) NO. 1
No 498 Q7 1147 Mamie Ashmore, 1522 O'Hara, Lemay, Mo.
18. CAUSE OF DEATH MEDICAL CERTIFICATION lmavhgw
| Enter only cneoswsper | |- DISEASE OR CONDITION 5 - _ ONSET
o oy e ey | DIRECTLY LEADING TO DEATH® () NEwron Y, bOS w7 ) ,

*This does not meen ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions; If any, giving DUE TO ()
-as beart fallure, asthenig, | rise fo the above cause (n) stdha

WRITE PLAIN’LY—-—-USING TUNFADING BLACK INE—MARE A PERMANENT RECORD

' cte. It weons the dip- | h ERderiying coude laxt CeeT T B e T [SULURE
cane, infury, or complies- - DUE TO () T
tion which coused death. } 11. OTHER SIGNIFICANT CONDITIONS . *2 il .- [ % U ~"v o7 7
Conditions wﬁmmmmaafamw
related o the disease or condition canring dealh
19a. DATE OF OPERA- |- 15b. MAJOR FINDINGS OF omwnou A eem it L Lo riow sl e | 2 AUTOPSY?
. TiON
21a. ACCIDENT (Bpecity) 215, PLACEOF INJURY (s tnorabocs | 216. (CITY. TOWN, OR TOWNSHIP) * (COUNTY) . (STATE}
SUICIDE bome, larm, tastory, stivet, offies bidy., ste) P oy .
HOMICIDE _ : K - : L. Lt
21d. TIME (Moath) (Dwy) (Yo @Houn | 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
| P T . YopX
2. T hereby cortify that I atlended the deceased from __T=25=52 , 19 42641__ 19—, that I last saw the deceased
alive on __7=26-52 19 , and that death occurred at _3102A .,from the causes and on the date siated above.

Zia. SIGNATURE {Degros or titls) | 23b. ADDRESS ’ 23%:. DATE SIGNED
Tl . Gasent.  P7.<D0|. 1515 Lefayotte Avenue . .| . 7-28-52
TION HEMIOAJ.ALCREMA- 245, DATE O/ 24c. RAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Olty, town, ot county) ~ (Btate) .

M . s ea -
Removul d- July28,1952 | Mt. Hope Cem. 5t. Louis County, Mo.
DATE RECD BY LOCAL ‘S SIGNA y b« 25: FUNERAL DIRECTOR'S $1GNATURE " ADDRESS
JUL 2 8 195%° ﬁ fwj Wu,z‘/ - A L apToushisn Bemangy pome 2301 Lafayette
LE d Embelmer's Stx on Reverse Side)

St. Louis




e T
|

STATEMENT BY LICENSED EMBALMER

[ hereby cértify that the body whose name is recorded on the reverse si;le of this certificate was embalmed by me, or by e oo

- . e e et st sessesete s mebr e epeSe SO s St tear e e bt . Student Embsinsr No.

working under my persona! supervision.

SLUAONL cvusssesarennasssrssassnansssnasans Signed _: .._ﬁ..m-,%‘-\
Student Embalmer = . ) _

Licensed Embalmer No S

POAddr-n/#lzé*‘t/%

" Note:™ The sbove MUS'I' BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING., (Failure to comply with
the above constitutes grounds for revocation of lLicense.)

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




