FILED APR 9

1958

Registration District No

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

............ 98-011381

STATE FILE NUMBER

8rimuty Registration District No.___10_03 ________ Rnginrnr’l No..

3671 |

?&V

19a.

Dr.Woinsburg 3608 %

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Rescl'dence )efore
. COUNTY a. STATE b. COUNTY admi $
¢ Missourd )’z
b. C{FJTRY {If outside corporate limits, give TOWNSHIP only) Inside Limits ¢. CITY Ingide Limirs
OR
TOW gt louia Yes [ Mo [] TOWN St elouis Yex} Nof]
. Egls-lg-l'?At‘%lgF {If NOT in hospital, give location) [ Length of stay in 1b TREET {If outside, give location) Reside on Farm
Al A “pDDRESS
Q& istiution _alexian Brothers N/ 4956 Pelor St Yes X} No[]
3. NAME OF DECEASED First Middla [# 4. DATE Month Day Y uar
{Type or print) OF
JAMES Es. BRAPY DEATH __3-30-1958
6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE FUNDER 1 YEAR| IF UNDER 24 HRS.
0 wammeogneven uarmieol] £ s s e Ve
vhite winoweD{_ ] l pivorcep[ ] 11-9-1899 53 I

rki

USUAL OCCUPATION (Give kind of wark done

10b. KIND OF BUSINESS OR

11. BIRTHPLACE (City and stats or =uunt7)

12. CITIZEN OF WHAT COUNTRY?

15. WAS DECEASED EVER IN U, 5. ARMED FORCES?
(YN' ne, of unkmown)| (If yes, give war or dates of service)

16. SOCIAL SECURITY NO.

sub Station Hanager |Union Blec Ca Colorado UeSehe
13a. FATHER'S NAME 13b. MOTHER®S MA'DEN NAME 14. NAME OF HUSBAND OR WIFE
Edward Brady Ella IRui Alma E,Brady

17. INFORMANT

Address

w
'}
[an]
4
o
o 18. CAUSE OF DEATH (Enter only one couse pef 11 INTERYAL BETWEEN
w PART |. DEATH WAS CAUSED BY: ONSE LrAN TH
’U_J IMMEDIATE CAUSE (a)
Z /
S 7 % ,ffa R
W Conditiens, if any, DUE TO (b}
> which gove rise to y
5 ; above C:Ull {a}. / /
S tating * dwr-
E alz iying cavsa lost. | DUE TO (c) / é 5A
3 o = B PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 10 the terminal disesse condition given in PART | (o} 19. WAS AUTOPSY. c,z
A b PERFORMED?
5 = ol: YES[] NOBG
£ - § 2| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.) 7
- G O O D
>3 5h
= B z =
o v i BY| 2c. TIMEOF Hour Month, Day, Year
x5 Do INJURY  am.
o § > = p.m.
2 f g 20d. INJURY OCCURRED 20e. PLACE OF INJURY {o.g., inor ebout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
g w WHILE ATD NOT WHILE D farm, foctory, street, office bldg., erc.)
e 3 WORK AT WORK - ~
'g £ 21. 1 attended the deceased fromﬂé—du /8= ¢ ; %/ B2t “ondlaw saw D0 olive on 2,
's' é Deo!h/qncl:rl'nq Y 00 A— m on the date stated above; and to the best of my knowlndge, from the couses stated.
2 220, SHENATUY 22b. ADDRESS ’ 22¢. GATE SIGNED
23 W/ﬂ””@ﬁﬁ% ?Aaé/@fjm 3 TP
$3 9
235, BURIAL, CREMATION, | 236. DATE 23c. NJE OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State)
REMOVAL (Specify)
ov -2=-1858 Mt .Hope Cometery 1215 Xsmay Ferry R Mo
FUNERAL DIR * ADDRESS

i@> 6409 Gravols A

LZS- DATE RECD. BY LOCAL REG.

APR1 58

{Licensed Embolmer’'s Statement on Reverss Side)

pﬁcls R*S SIGNATURE
B -
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STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the teverse side of this certificate was embalmed
BY ME, OF DY toiiiitieireiiit i e e e e s e st e .+ Student Embalmer No. ...................

working under my personal supervision.

Student

........................................................

Signature of Student Embalmer

- Licensed Embalmer N %34\3

P. O. Address ﬂw 77((0

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).
0 I£.embalmed by a STUDENT, he also shall'sign in his OWN-handwriting. - = Lowe, o
If this body is not embalmed, fact should be so stated above.
I R S LI SR




