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STATE FILE NUMBER

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived.

If institution:

Ruldcn:c

fun
. COUN . STAT
> COUNIY 014y of St. Louis o STATE w4 sgourd b LONTY S by '"}3
b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY Inside Limits
P ; : Yos (X No (] Sin St. Loui Yos ] No[]
TOWN_ St, Touis, Missourd - TOWN . _Louls
c. FULL NAME OF (If NOT in hospital, give location} | Length of stoy in 1b {If outside, give location) Reside on Fam
HOSPITAL OR 1 DR SS
4'// SR Frisco Hospital :1/44‘9 s 5315 Walsh St. Yos (] No &g
3. (NTAME OF DESEASED First Middle TLast 4. DATE Month Day Year
YPe or print, t OF
LM M.  STRAIN (STrain) s Hev. L, 1458
5. SEX 6 COLOR ORRACE| 7., 00058 never marrien[]| & DATE OF BIRTH 9. AGE (In years I F UNDER 1 YEAR] IF UNDER 24 HRS.
Male A White wipowee [ ] / sivorcen[ ]| OCt . 18 N 1885 75! birthder) [Honths | Doys , Fowrs l Hin-
10a. USUAL OCCUPATION (Give kind of work dane | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stat or country) 12. CITIZEN OF WHAT COUNTRY?
during mo st of werking life, sven if retired) INDUSTRY .
Secretary 211 road Merdosia, Illinois/ UsSA
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Thomas M. Strain Parthenia Watson i Ina M. Strain
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY NO,| 17. INFORMANT Address
(os pgpenkoawf U ves. siva g of servies) None Ina M. Strain 5315 Walsh St.

A?

18. CAUSE OF DEATH {Enter only one cause per lina for {a}, (b}, and (c}.)
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

INT

ERVAL BETWEEN

ONSET AND, DaTH

10 Sanrs

‘.

L4

qf SIGNIFI ANT OND NS CONTRIBUTING TO DEATH but nat relgted to the '-rmiﬂcl dissass condition glven in PART | (o} 19. WAS AUTOPSY
x P % ‘ PERFORMED? ‘;\
P YES[] NO
| 20a. ACCIDENT SLB:IDE Ho»,IcmE 20b. DESCRIBE HOW INJURY GCCURRED. (Enler nature of injury in PART | or PART if of item 18.)
3 X
u O O
S[ 20c. TIMEOF Hour Nenth, Day, Yeor
a INJURY  a.m.
3 p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, _ctory, street, office bldg., etc.)
WORK AT WORK

21.

Death occurred at

| ottended the deceased from

A
ILﬁ,‘ ’Ii saundlusrmw:

m on the date $tated above; and to the best of my knowledg

oy .
alive on&ﬁ l !F 'i§ 8
: K

from“the causes stated

AWV Y4 LAY
£, ,Ln.

22b. ADDRESS

22 PATE SIGNED

on Reverse Side)

(Li

pal

22a. SIGNMATURE L
AM«..-‘/. m.PR ol 3920 Vu—yﬂ,al& 34A. 11]2)ss
23a. BURIAL , CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 3d. LOC ON {City, town, or county) {State)
REMOYAL
emoval{Mtr)Nov.5, 19587 Fairlawn Cemetery Decatur, Ill,
24 FUNERAL ﬂRECTOR 4228 hi h 25. DATE RECD. BY LOCAL REG. 2 REGISTRAR'S SIGNATURE .
r in w , , ’
iegshause S K gahighway . | _/ e oA I N
yyre— NoUD _"h8 ~ ;



o Yol Bla

STATEMENT BY LICENSED EMBALMER

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

Lot 2T TP UR SO P PPPS RPN , Student Embalmer No. ...................

by me,

working under my personal supervision.

AT 1271 | ST PP Signed éo/‘é%(#é’ ﬁ ..............................

Signature of Student Embalmer
Licensed Embalmer No. é/p'lf,/ .
L P. 0. Address 35338l /e 2205

Note: The above MUST BE SIGNED BY 'I‘llE LICENSED EMBALMER in his OWN HANDWRITING (Failure:-
to comply with the above constitutes grounds for revocation. of- license}. - v I
If embalmed by a STUDENT, he also ‘shall sign in his OWN handwriting. =~
If this body is not embaimed, fact should be so stated above. - = | N




