?URI MF&WF‘EWI&— STANDARD CERTIFICATE OF DEATH .

09-037444

. STATE FILE NUMBER
MENDED Registragiam Aisthict, Nos m s o e o mmammme——Primary Registration District No. _______________| Regimar‘szmu 'R .
1. PLACE OF DEATH [2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
o COUNTY » STATE. GALTPORNEACOUN™ RIVERSIDE  sémission
b. C‘IJ'I".‘Y (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. Cé'?’ . Insida Limits
TOWN 915 NOMD’ST .IDUIS, HD. ]-8 da.yB TOWN Hn'm Yalm Ne [
¢. FULL NAME OF {If NOT in hospital, give location) Inside Limits d. STREET (If cutside, give location) Reside on Farm
HQSPITAL OR, ADDRESS
wsTruTion VBT, ADM. HOSPITAL Yes (O No 3 716 E. MAYBERRY AVE. YO NoD
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) - OF
LEONCE C. BRIGNAC oEatH  NOVEMBER ) 1959
5. SEX 6. COLOR OR RACE 7. Married [L. Never Married [J |8. DATE OF BIRTH | 9 AGE {last birthdsy) [ IF UNDER 1 YEAR _IF UNDER 24 HR
HALE m‘m Widowed [ Divorced (] l/28/02 Months |  Days Hours Min.
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
s R N ired
R ‘ot iR Y HAMMOND, LOUISIANA UsA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME . | 14. NAME OF HUSBAND OR WIFE
SIMON BRIGNAC MARY 1.0BELL CLELLA BRIGNAC
15. WAS DECEASED EVER N U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT . o Address
(Y or unknown)}{ {If yey gi r dates of service}
pai] | " KORBEAN unk VA HOSP. RECORDS, ST. LOUIS, MO.
= 18, CTAUSE OF DEATH (Enter only one cause per line for (), {b), snd (c). INTERVAL BETWEEM
E PART |. DEATH WAS CAUSED BY: OMNSET AND DEATH
z IMMEDIATE CAUSE (o) HEPATTC COMA L DAYS
L]
Q
a Canditions, if any, pue to by __  HEPATOMA OF LIVER 3 MONTHS
wbl:’ich gave rise t)o
above cauvse (a), -
tating the under- £T4]
yating the wnder- ] puetorm _ CIRRHOSIS OF LIVER 155 9 YEARS
z PART §l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH_ byt not related to the terminal PART [1). ¥ deceased was ferale was
g disease condition given in PART I {a) . there a pregnancy in last 90 days.
§ [D Yes | 0O Neo l O Unknown
E 19. WAS AUTOPSY 208. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART Il of item 18.}
& PERFRMED? [m} O =]
v YES NO [
& 1720 TIME OF  Hou Month, Day, Tear
a INJURY a.m.
g pom.
. 20d, INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [] farm, factory, street, office bldg., ets.)
NQT WHILE AT WORK [(J
21. F sttended the deceased from 10/W59 to. qu/59 and last saw’ |y slive on 11/1/59
Death occurred at. 1=m A.Ha m on the date stated sbove, and to the best of my knowledge, from the causes stated.
e
6 22a. SIGNATURE [ ~ {Pegree or title) 22b. ADDRESS 22c. DATE SIGNED
[ ) y sile VAH’ ST. IIOUIS, HO. ll—l—_Sﬂ
<>( 73s. BURIAL, CREMZFION, | 23b. DATE 11/2/5 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) (State)
€ . 4
ay, 3 ﬁ«%ﬁ%ﬂ%. TUCKER MD Gonzales, La. Gonzales, la
< | “23FUNERAL DiRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 26. STRAQSS SIGIYATURE
% [Edvard Fandler 5611 South Grand Blvd. NOV 3 1958 AN

(Licensed Embalmer’s S1atement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

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

. or by . Student Embalmer No.

.-

. working under my personal supervision.

Signed \7 éy' _ <7
-t - Licensed Er'nb;almer..No. %‘7 / )'

Student
: Signature of Student Embalmer

.
1
]

e s .- SN oo

oot "P:.'O Address )’W

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

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

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