MISSOURI DIVISION OF HEAI.TH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WEL rai ) 1003 86 er'E e
DO NOT WRITE AMENDED Reglstraﬂon.Dumcf No, Primary Registration District -......___Reglslrar's No. ~__

ON THIS STUB - AIMTE D0 TIOI:Q i
W =Y IV 2, USUAL RESIDENCE- (Where ~deceased lived. If inatitution: Residence befors

s. COUNTY a. STATE mamourm admission)
b. C‘[J':{ ({If outside corparate limits, give TOWNSHIP anly] length of stay in 1b €. C(I)‘LY = . ] Inside Limits
rown ST, LOUIS MO, TOWN sSt. Iouisi | Yes O Ne O

c. FULL NAME OF {I1f NOT in hospital, give location inside Limita d. STREEY . ive i i
FLALL MAME | il i ADDREESS {15 ;mmd-, pive locationm) Reside on Farm

I.NS'IITLJTIONST LOUIS CITY HOSP # Yar 0 No'Q) 13169‘.'. Louis AVEQ- Yes O Mo O
3. NAME OF DECEASED Firsr Middle Last 4. DATE - Month Day Yeor

{Type or print} . OF R
CHHISTOYHER BRATLEY DEATH 8 2l &
5. SEX 6. COLOR QR RACE 7. Marrled ﬁ Never Married [] 8. .DATE OF BIRTH | 9. AGE {last birthday) } IF UNDER 1 YEAR IF UNDER 24 HR
MQ White widowed [ Divoreed [T n.ao.lm 88 Mamhl-l Days I Hours l Min.

10a. USUAL OCCUPATION Give;kind- of wark done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City snd state or country) | 12, CITIZEN OF WHAT COUNTRY

Ay # working life, even if retired)

BarHaF Glasgcw, KXontucky . %S,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Unknown Unknovn - o Inlu Gorham Railey

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14 snFTAT CEFlIDITY MO | 17, INFORMAN'I‘ " Address

(Yes, no“ unknown)[ (If yes, give war or dates of sarvi m‘s. Tﬂw hrtm 3m l‘e
18. dAlISE QF DEATH (Enfer only Qne cavse per line for (s),) (B), and (¢]. INTE;!VAI. BETWEEN
: PART |. DEATH WAS CAUSED BY: ‘//y WM ONSET AND DEATH
. y é : e ”,
IMMEDIATE CAUSE (o) __ At AL PTG S

Conditions, If.any; DUE TO (I;}._ ﬂ%“’/‘—d/@ M -/,%(&/M C’)’/M-

wbiz,l:h geve ﬂla(I)o

above cayse [a),

atating the under- 4

lying sause lest, OUE TO (<) . g\o /
PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not rela) to ths terminal PART 11l If decaated wan female was

VS 300
Rev. 4/5¢

TE AMENDED

DOCUMENT

thara » pregnancy in last 90 days.

/)‘7/?.% y kf}%?y:.'%ﬂféf y /ﬂzﬂAM’@"”Hr  [ove | gne | O unkeown

9. WAS AYTOPSY | 20s. ACCIDENT/ SUICIDE HOMICIDE 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 11 of item 18.)

D7
YES No OO

20c. TIME OF  Hou Month, Day, Year |
INJURY . &m,
p.m.

20d. INJURY OCCURRED D0s. PLACE.OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE. AT WORK [} farm, factory, street, office bidg., erc.)
NOT -WHILE AT WORK.[J

2. 1 ded the d d from. 8/1/6_5 —W_‘m last :awﬁ alive oﬂ—BM—f——

Daasth occurred at_w m on the date stated above, and 1o the best of my knowledge, from the causes stated.
22b. ADDRESS . .| 22 DATE SIGNED

Nt d T AT =2 s | e v — Toes

23a. BURIAL, CREMATION, | 23b. DATE 23%. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Cll'v, town, ar county) (State)

8+27-1963 Diamond Grove

2. ‘FUNE.RAI. DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG,

¥illisnson Fe.Ho Jasksonville, Ili, AUG 26 1963

{Li d Embal ment an Reverse Side)

+

MEDICAL CERTIFICATION

AMENDMENTS ON. THIS RECORD ARE AS FOLLOWS
(NSTEAD OF

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.
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STATEMENT BY LICENSED EMBALMER

Student Embalmer No.

| hereby certify that the bﬁhose name _is recqofd t 'de of this certificate was embalmed by me,

or by

T

—

working under my personal supervision

Signature of Student ﬂbl!mer

Liensed Embalmer No

P. O. Address
b Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). LR
If embalmed by 3 STUDENT, he also shall sign in his OWN handwnhng
If this body |5 not ernbalrned facl should be so stated above, RS
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