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WRITE PLAINLY-—USING UNFADING BLACK INK—MARE A PERMANENT RECORD L

ALED JUN 14 1958

BIRTH NO.

IHE YIAW/IN WU MEALIPT W ViR

STANDARD CERTIFICATE OF DEATH
AEG. DIST. NO. 5217 PRIMARY REG., DIST. NO.

J’o O Kegistrar’s Na....jsoz)

-

1. FLACE OF DEATH

2. USUAL RESIDENCE (Where decoased lived. I (natitutlon: resicence befors

\ndrew M. Robison Mary Agnes

a. COUNTY . a. STATE b. COUNTY . adimlond,
St. Louis Missouri St. Louis
b, CITY (f outeld limits, wtite RURAL and gi c. LENGTH OF {l e CITY & &
s e A bt STAY e 32 o Resgency wihi, L o
TOWN ~ Moline wee TOWN  Clayto 1 A R
d. FHldigpfAME ORF (If pot in hoepital or iastitution, give streot address or location} Asr;l'éiREESTS (If raral, give tofation)
insTiTuTioN  Halls Ferry Memorial Homsé 51 Ridgemoor Dr,
3. NAME OF a. (First) b. (Middle) c. {Last)
DECEASED 4, DSTE {Month) {Day) (Year)
{ Type or Print) ELIZABETH AMANDA BRICE DEATH May 27, 1956
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED,?) | 8. DATE OF BIRTH 5. AGE (In years| If UNDKR 1 TDAR | & ONOR 2 s,
- . WIDOWED, DIVORCED (B last birthdsy) |Mooths ,». Hours | Min.
Female White Widow Tune 13, 1871 84 111 l
10, USUAL OCCUPATION (Givekind ufwork | 10b. KIND OF BUSINESS OR_IN- | tl. BIRTHPLACE . tz. CITIZEN OF WHA
done during most of marking e avan it rettad) | DUSTRY {City and State or Forsign c"“""’/ COUNTRY? HAT
Housewife t Home Ludlow, Kentucky U.S. A,
13a. FATHER'™S NAME 13b. MOTHER'S MAIDEN NAME 14. MaME OF HUSBAND’OR ¥IFE

15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURLTJ

17. INFORMANT'S SIGNATURE OR NAME ADDRESS

(Yes, Bo,or unkoowa} | (If yes, eive war or dates of sorvice)
——— .

O

None

Norman R, Brice, 51 Ridgemoor Dr,

18. CAUSE OF DEATH
 Enteronly onecouseper | 1. DISEASE OR CONDITION

DIRECTLY LEADING TO DEATH* (o)

INTERVAL BETWEEN

line for {8), {b), and (¢}

ANTECEDENT CAUSES

Morbid conditions, if eny, giring DUE TO (b}
rize to the above cause (a) stating
the underlying cause last,

*This does nol mean
the mode of dying, such
aa beard foilure, asthenta,
eie. It meana the dis-

cane, injury, or complica- DUE TO (c)

Zm::/l_ﬂngTlFlz ION7 : : OFS%XETH—-
Dot cochilite bouste| [/

11. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not
relatcd to the disease or condition cousing death.

tion which caused death,

Llotcdr, &umﬁﬁaﬂvj

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
TION
A.. AV ‘ | ves L1 wo fJ
2ia. ACCIDENT {Speciiy) 21b. PLACEOF INJURY (e.g..inorabout | 2lc. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, farm, factory. street, office bidy., e16.)
HOMICIDE .
2id. TIME (Month) (Day) (Year) {Houn) 21e. INJURY OCCURRED 1§ 211. HOW DID INJURY OCCUR?
. WHILE AT NOT WHILE
INJURY WORK AT WORK

2. I hereby certify that I attended the deceased from%?ﬁ
___ahi%__?__ 19_56, and that death occurr _1:45am

19£é to _May 27, 19_586, that I last saw the deceased

., Jrom the causes and on the daele staled above.

(Degreo or titlcb

23b. ADDRESS Z3¢c. DATE SIGRED

M.D. 8231 Clayton Rd, 5/28/56
242, BURIAL, CREMA. | 24b. DATE 74, NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (City, town, or county) (State)
TIGN. REMOVAL (Bpecits)
Remaval May 29, 1956 0ld St. Marcu
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE 25, FUNERAL DIRECTOR' S 81GNATURE ADDRESS
57-)_,{-\)’& Ambruster Mortuary, 6633 Clayton Rd.,

taternen? on Reverse Side)




-1 STATEMENT BY LICENSED EMBALMER

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

DY M€, OF DY ... oo e ien et iuitiimear s e e mti i raran s are s st , Student Embalmer No..........{

working under my personal supervision..

Student . .ociiimciiairiiias e aasaaaaaas
Signature of Student Embalmer

¢nsed Embalmer No.. 472

-~

P. O. Addres G o e S

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F

to comply with the above constitutes grounds for revocation of license),
If embalmed by a STUDENT, he also shall sign in his OWN handwriting,

T< this body is not embalmed, fact should be so stated above. 1




