'URI [DIWISI N 8’:1!3%% — STANDARD CERTIFICATE OF DEATH 59-041605

a 9555 STATE FILE NUMBER
Registration District No. oo ___.Primary Registration District No. _._____.._._____Registrar’s b PO IOET
AENDED ez - _
1. PLACE OF DEATH 2. USUAL RESIDENCE (Wheore decessed lived. |f institution: Residence before
. COUNTY . STATEyq o : 5 NTY, i
a. CO L Ml ssouri., b, COU St . Louia admission)
b. CLI)‘I;’ (If outsida corporate limits, give TOWNSHIP only) Length of stay in 1b ¢ CITY Inside Limits
Town St, Louis, Mo, 18 Days. TOWNR“Q'ck B, D, Yes ] No [J
€. FULL NAME OF (If NOT in hospital, give location} Inside Limiss d. STREET (If cumde, glve locatian) Reside on Farm
HOSPITAL OR . . ADDRESS L
INSTHUTION 5%, Louis Chronic Hosp, |Y=0O NeO 2900 Middlebush Ct., Y O No D
3. NAME OF DECEASED First Middla Last 4. DATE Manth Day Year
{Type or print) OF
Albert n Brovn DEATH Uctober 16-—--1959
5. SEX 4. COLOR CR RACE 7. Married ] Never Married [ }8. DATE OF BIRTH | % AGE (last birthday) | IF UNhDER |DYEAR IF UNDER 24 HR
. Widowed Divorced Months ays Hours Min.
White owed & vered 0 19/24/72 | 87 |
108, 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
duging most, of working life, e lf tea:red .
Clnstriction " Kngin Mason City I1l. USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND COR WIFE
Albert Brown Elizabeth Bowman Lillie Waller Brown
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14, SOCIAL SECURITY NO. 17. INFORMANT Address
(Yes, ne, or unknown)l (If yes, give war or dates of service) .
, No 495 14 L4L07 Agnes Ireland 2900 Middlebush
' = 18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and {c). INTERVAL BETWEEN
i E PART |. DEATH WAS CALISED BY: ) . ONSET AND DEATH
I g IMMEDIATE CAUSE (s} %M%&A Sk ry /8- angt g >
[ é
' o]
| a Conditians, If any, DUE TO (b)
thich gave ritu( T;:
I above cause (a}, M
| stating tha under- 4 ’
| lying cause last. DUE TO (c) 45&;.;9—1—(4 2P 407'
]
’ Z PART 11. OTHER SIGNIFICANT ITIONS CONTRIBUTINW DEATH but not related 10 the terminal PART . If decassed was féfale was
! g disease condition gi AR 1 {a) there a pregnancy in last 90 days.
' 6 . ! O Yes [ 1 Ne I O Unknown
o AT Ak M W L Rl Lr SN ) [, e~ A D L e 2]
3 - 19. WAS AUTOPSY 20a. ACCIDENT  5SUICIDE  HOMICID! 20!: DESCRIBE HOW INJURY OCCUERED (Enler na of injury in PART | or PART Il of item 1B.)
[+ PERFORMED?, [} a , O
. 8 YesC]_ NOM | : LG R
& | 2o TimE oF .Hou} Month, Day, Year |
a INJURY a.m.
ui.u p.m,
- . | % TnzoRY occurreD 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., etc.)

NOT WHILE AT WORK (J

. ‘- . h )
i 21, | stended the deceased from_s_e_p:t!mh_eng_’_]B.s_g, Iomob_er_l.é.’_l%gi last saw hf"',‘ alive & tobe l()

]

[
Denth occurred at 10:00 P ‘L;' m on the date stated above, and to the best »f my knowledge, from the causes stated.
22a. SIGNATURE { or title) 22h. ADDRESS 22c. DATE S’IGNED
—
., . . oo Q‘La-f‘g/ 10/r 7/«’ 7
REMATION, | Zib DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) 7 (Stare)

" REMOVAL (Specify)

Removal Qet 20,59 SunSet Burial Park t.Lonis Cty

24. FUNERAL DIRECTOR - ADDRESS 25, DATE RECD. BY LOCAL REG. | 26. TRAR'S SIGN] UIgEo
E.J.Schnur 3125 Lafayette 0T 1 909 ﬁ;ﬁ/M /7 2.

(Licensed Embalmer's Stetement on Reverse Side) b J rial y

BY ALK[DAVIT OF




STATEMENT BY LICENSED EMBALMER

! hereby certify that the body whose name is recorded on the reverse side of 1his certificate was embalmed by n

or by Student Embglmer No.____

working under my personal supervision.

Student Signe

Signature of Student Embalmer

Licensed Embalmer No 05 j
P.O. Addressth If-

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

with the above constitutes grounds for revocation of license).
1f embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.

.




