ISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
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______annry Regutrailnn District No. ﬂ.Q_Reglnrar ‘s No. }gf__-__

—61-035206

STATE FILE NUMEER

. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
a. COUNTY a. STATE b. COUNTY . admission)
St. Louis Mo, oot "
b. CITY (If outside corporate Nimits, give TOWNSHIP only) Langth of stay in 1b c COIT"{ ' Inside Limits
R R
TOWN KO Ch . MO . 123 daYS TOWN St . Louls . Mo . Yes R No [
¢. FULL NAME OF (If NOT in hospital, give tocation} Inside Limits d, STREET {If cutside, give location) Reside on Farm
i g || -
¢
R. Koch Hospital : 2340 Park @0 hefd
3. (hTIA.ME OF DE)CEASED First Middle Last 4, Dé\FTE Month Day Year
ype or print,
Ulysses Bryant DEATH 9 8 61
5. SEX 6. COLOR OR RACE 7. Morried (]  Never Married [] [8. DATE OF BIRTH | 9 AGE [last birthday) { IF UNDER 1 YEAR | IF UNDER 24 HR
W WidowedyF] Diverced [ 3 _3 1_92 69 Months | Days | Hours I Min,
10a. USUAL OCCUPATION (Give kind of work dona | 10b. KIND OF BUSINESS OR INDUSTRY{ 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COQUNTRY
duri i of working life, even if rotired)
"H8hd none Kentucky U.S.A.
13a, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Beryl Laura Thelma Bryant, dec,
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
(Yes, no, or unkncwn) {If war or dytes rvice’
WRTELELTO B8R UK, Elizabeth Madden, 1660 S, Jeffersor
'IE CAUSE OF DEATH (Enter only one cause per line tor {a), (b), and (c). ’ INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: QONSET AND DEATH
IMMEDIATE CAUSE {2) Bacterial Pneumonia = 1w,
Conditions, F any,1  muese=m} _ Chronde Pulmonary Tuberculosis 12 vears
which gave rise to N b g T
sbove C;LIIO d(a].
tating the under-
Iying cause lasr.]  Qugset _ Cardiac Failure
PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not relsted to the terminal PART Ii1. If deceased was fernala was

MEDICAL CERTIFICATION

disease condition given in PART 1 (a)

$93 X

thore & pregnancy in last 90 days.

A

[o% ]

DNnI

O Unknown

19. WAS AUTQRSY . 20a. ACCIDEI’&T SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of jtem 18.)
PERFORMED? ] o =]
YES[] NON y
20c. TIME OF Hour Meonth, Day, Year
INJURY am.
p.m. . {
20d. INJURY OCCURRED 20e. PLAGE OF INJURY ({e.g., in or sbout-home, |-20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farrg, factory, nner,-oﬂnco bldg., etc.} -
NOT WHILE AT WORK [J f ’._/\\
oL 8=6) g 9=8=61 7 9=8=61
21. | attended the d d from ?g e P 4 to. / and last saw her, alive on
Death occurred at // /;/L‘D bt “=m_on_the date stated above, and to the best of my knowledge, from the causes stated.
22a. SIGNATURE - (Degree or ftitls) 22b. ADDR_E? 22¢. DAJE SIGNED
..
M WM’\ _ 73’\., . D o ( "}'"11 Hracorni 9—-8--61—
23a. auamt cnzmuou 23b. DATE 7 | 23c. NAME OF CEMETERY OR CREMATORY ~~ © | 24d. Lotk‘l'l&ﬁ&nt, atowln, or county} (Sfare)

19/11/61

Memorial Park Cem.

St. Louis Co.,, Mo.

24. FUNERAL DEECT

ADDRESS

25. DATE RECD. BY LQCAL REG.

g-1/-L

/

QWR S SIGNATURE ; E

McLAUGHLIN'S , 2301 Lafayette

[Licensed Embalener’s Statement on Raverse Side)
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STATEMENT. BY LICENSED EMBALMER
?

| hereby cerfify that the body whose name is reco"[ge'd on the reverse side of this certificate was embalmed by me,

or.by Student Embalmer No.

working under my personal supervision. ‘W v «
Student Signed L7+ /. W

Signature of Student Embalmer v
Licensed Embalmer No ‘_5 5?’
4

P. O. Addres

Nofe: 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).

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

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




