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WRITE PLAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

' THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH State File No <668
NRTN FEB 1954 REG. DIST. NO. _m PRIMARY REG. DIST. NO. 1003 Registrar's No, ... _Qﬁgﬁ._
~T. PLACE OF DEATH PL.ACE OF DEATH Z. USUAL RESIDENCE (Where deosased lived. If lustiation: residesce befers
a. COUNTY STATE b, COUNTY inimion?,
: * 11linois Franklin "
b. CIEY (I outslde corpurate limits, write RURAL l.nd‘:i::'up) %ALYE:LGE _|0F\ c. ng d ‘.‘:f{,“"”‘ ﬂmmmg;s
TOWN  ST. LOUIS, MISSOURI I ToWN g s e
d. FULL NAME OF (I oot in hospital or institntion, glvs strect -ddr— or [oeation) STREET (If rural, gve losation) } [4
HOSPITAL OR . i ADDRESS /
INsTiTuTion.  BARNES HOSPT TAL none 3
3. 'S«IEIE:ME oElE a. (First) b. (Middle) c. (Last} 4 DS';E (Menth) (Day) (Year)
{Typeor Print) - (7 TMEN T VI RGTI, COCHRANE DEATH JANTIARY 28, 1954
5. 5EX 0 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED./ 8. DATE OF BIRTH 9, AGE (In years] ¥ UNDER 1 YEAR | o iwDER M HES,
WIDOWED, DIVORCED (Bpadify] last birthday) |Monthe| Days | Hours | Min.
__Male White 52l I
10a. USUAL OCCUPATION L work' | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE o < :
dmdnrhlmﬂtﬂ'm“(!(l?r:“;md u: ) b DUSTRY {City and State or Forsiga Country) / Iz.CgllJTNI'ﬁivf?FWHAT
Pipe Fitter Illinois
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME © .| 14. NAME OF HUSBAND’OR PIFE *
Lawrence Cochran ] I1lly Marshall ] __Unlnown
I5. WAS DECEASED EVER (N U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT'S S{GNATURE OR NAME ADDRESS
(Yes. 00, of unkiiown} | (If yes, give war or dates of service NO.
“no 3=-01=8475 Ge
18. CAUSE OF DEATH MEDICAL CERTIFIGATION . [ mﬁgﬁm
ISEASE OR-CONDITION ° TH
-Enter anly anscsuseper | 1 BiECAP OF BING T0 DEATH®py __ BRON CHOPN EUMONTA 3=4 DAYS

line for {a}, (b), sad (¢)

*This does ot megn | ANTECEDENT CAUSES
the mode of dyfing, such | Mortid condilions, if eny, giing DUE TO (b)

as heart fuflure, asthenia, !T: 0 the:‘bwc cauafaﬁu stating
. underlying couse

ce. It meoma the dia ouero @ ANFURYSM RIGHT SIDE OF THE RASILAR

tion which coused death. | 11, OTHER SIGNIFICANT CONDITIONS . _ ARTERY

ease, infury, or complica-
Conditions contributing to the death but not )
related to the disenss or condition cousing deaih.

POST OPERATIVE ENCEPPMLCMALACIA 2 WEEKS

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
TION
1-13=-54 AS ABOVE yes X1 wo [
21a. ACCIDENT (Bpecity) 21b,. PLACEOF INJURY (ex..Inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNE (STATE) o
SUICIDE home, farm, fagtory, street, office bidg., sto.) .
HOMICIDE . )
21d. TIME {Month) (Duy) (Year) (Hour) 21s. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
OF WHILE AT [—] NOT WHILE .
INJURY / WORK - AT WORK
2. I hereby cerlify that I gifended the deceased from _Y=6_ 18 D4 1o _1=28 1954  that I last saw the deceased
alive on = , 19_84, and tha! death occurred ot B 05 nm., from the causes and on the date slaled above.
{Degree or tluﬂ Z3b. ADDRESS Z3c. DATE SIGNED
: /4/ M.D. BARNES HOSPI TAL 1=27-54

24b. DATE Z&c NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Qity, town, or county) {Btate)}

1| 24a. A
 Removal 1-27-54 Bat.
DATE REC'D BY LOCAL 'S SIGNATUR ERAL .D}
JANS 7 165"4 :}M
-7

Rl

/‘)’M (licensed Embalmer’s Sttement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name ip recorded on the reverse side of this certificate was em

by me, or by

working under my personal supervisi

Student

P. O. AddressGE#Y JIFuar

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

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

¥4 this body is not embalmed, fact should be so stated above.




