STATE OF FLORIDA

]
OFFICE of VITAL STATISTICS
CERTIFIED COPY

¥ [ PERMANENT
BLACK INK LOCAL FILE NO.

e FLORIDA CERTIFICATE OF DEATH  Zoppnpt>

1. DECEDENT'S NAME (First, Middle, Last, Suffix) 2, SEX

Eleanor Brello o Female
3. DATE OF BIRTH (Month, Day, Year) da, (AGE - )Last Birthday [4b. UAI:DE'IZ 1 YEAR 5 4c. gNDER 1 rAth 5. DATE OF DEAT, , Day, Year)
Years, jonths ays lours utes
January 11, 1914 94 January QZCOB
2: 6. SOCIAL SECURITY NUMBER 7. BIRTHPLACE (City and State or Foreign Country) 8. COUNTY OF DEATH <
: “-7214 Shelby, Indiana St. Johns @°©
9. PLACE OF DEATH  HOSPITAL:
’ (Check only one) e Inpatient 7(_ Emergency Room/Qutpatient — D€2d on Arrival
NON-HOSPITAL: ___ Hospice faciity A Nursing Home/Long Term Care Faclity ,___ Decedent's Home ___ Other (Specify) Q‘
P 10. FACILITY NAME ( not insttution, give iroot aciress) Tia. CITY, TOWN, OR LOCATION OF DEATH § " [11b. INSIDE CTT LTS
g} Ponce de Leon Care Center St. Augustine & —ves X
i 12- MARITAL STATUS (Specity) 13, SURVIVING SPOUSE'S NAME (I wife, give mﬁv name)
B Mamieg . Mamied but Separated _X_ widowed ——Divorced ___.Never Married A2
Y 142. RESIDENCE - STATE 14b. COUNTY _ 14c. CITY, TOWN, OR LOCATION hat
g Florida St. Johns St. Augustine e
4 14d. STREET ADDRESS 14e. APT. NO,  |14f. ZIP CODE g, INSIDE CITY LIM
g 4972 Atlantic View /32080 Yes  Xno
Y 155, DECEDENT'S USUAL OCCUPATION (indicats type of work done during most of working Iffe.) 15b. KIND OF BUSINESS/INDUSTRY
o Do not use “Retired” . .
W Beautician/Owned Beauty Shop Cosmetology . —
E 16. DECEDENT'S RACE (Specify the /r to indit what decedent considered himselifherself to be. More than one race may he specified.) % ® g e
: s ox
% L White — Black or African American = American Indlan or Alaskan Native (Specify tribe) - ;E S
e — Asian Indian — Chinese — FUIND. o Jepanese = —Korean 2 Vietnamese — Other Asian {SPegY '“:T =ty
g —— Native Hawailan —— Guamanian or Ghamomo “../Samoan — Other Pacific Isl, (Specify) — O pecitid., [ )
17. DECEDENT OF HISPANIC OR HAITIAN ORIGINZ 2 1
S8 (Srocty i decadent was of Hispani o Haiian Ongin)  — 1 (1 Yes:spech) X No —Mewlcan = __Puerto Rian - _ Cutglhy _C%W/So% %‘
= e Othes Hispanic(Specify) 0D o~ pry O Haitian
3 g 18. DECEDENT'S EDUCATION (Specify the decedent's highest degree or level of school completed et time of death.) D I ’C‘; 19. DE -;33-‘- TouER IN
G2, ARMELLFOR
B % — 8th or less —— High school but no diploma _X..Highs&ooldlptomaorGED 0 =" o % . Y - ﬁ <
2 % — College but no degree College degree (Specify):  __ Assodate — Bachelor's e Master's — Doctorate g\—”e‘. —-X.I"o o}
o [ 20. FATHER'S NAME (First, Middle, Last, Suff) 21. MOTHER'S NAME (First, Middle, Maiden Surnams) S E
w iy Melville Jones Clara Belle Ahigrim o T
coc E 22a. INFORMANT'S NAME ‘ 22b. RELATIONSHIP TO DECEDENT 23a. INFORMANT'S MAILING - STATE IE
a E{  Ken Jones Brother Indiana m
g:" : ‘ 8 23b. CITY OR TOWN 23c. STREET ADDRESS 234, ZIP CODE - #
||.|_J = Lowell 10506 West 181st Avenue 46356 o
&l =0 24. PLACE OF DISPOSITION (Name of cemetsry, crematory, or otfer place) 25a. LOCATION - STATE 25b, LOCATION - CITY OR TOWN 8
w Craig Crematory Memorial Park ; Florida : Saint Augustine m
E jj 2. METHOD OF DISPOSITION (g o) —_Entombment X cremation ~—Donation __Rem State  _.Other (Specify) g
o 26b. IF CREMATION, DONATION OR BURIAL AT SEA, | 27a, LICENSE NUMBER (of Licensea) - | 27b. SIG F FUNERAL SERVICE LICENSEE OR PERSON ACTING AS SUCH i
S WAS MEDICAL EXAMINER . o , 44188 ; m
APPROVAL GRANTED? & Yes L No o

28, NAME OF FUNERAL FACILITY .| 29a. FACILITY'S MAILING - STATE

Craig Funeral Home = Crematory Memorial Park Florida #
28b. CITY OR TOWN 29c. STREET ADDRESS Y ) 25d. ZIP CODE
St. Augustine 1475 Old Dixie Highway 32084

30. CERTIFIER: ..2.(.. Certifying Physician - To the best of my knowledge, death occurred at the time, date and place, and due to the cause(s) and manner stated.

[s4

Lt (Check one) .—.. Medicai Examiner - On the basis of examination, and/or, Investigation, in my opinion, death occurred at the time, date, and place, due to the cause(s) and manner state Z
E 31a. (Signa 31b. DATE SIGNED (mm/dd/yyyy). 132, TIME OF DEATH (24 hr.} [33. MEDICAL EXAMINER'S CASE NUMBER

ig > - D O2lo5|2wy| 1445 e

(j 34a. LICENSE NUMBER( L) ) | 34b. CERTIFIER'S NAME 35. NAME OF ATTENDING PHYSICIAN (If other than Cerlifier)

n] MEB82769 Todd Batenhorst MD

E 36a. CERTIFIER'S - STATE| 36b. CITY OR TOWN 36¢. STREET ADDRESS 36d, ZIP CODE

=y FL St. Augustine 130 Health Park Bivd. 32086

State of Florida, Department of Heaith, Vital Statistics

37. SUBREGISTRAR - Signature and Date 38a, REG. - Signature 38b. DATE% %R?W, Day, Yr.)
il s desnna O DE] 7006
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THIS DOCUMENT IS PRINTED OR PHOTOCOPIED ON SECURITY PAPER WITH A WATERMARK OF THE GREAT

WARNING: SEAL OF THE STATE OF FLORIDA. DO NOT ACCEPT WITHOUT VERIFYING THE PRESENCE OF THE WATERMARK,
g THE DOCUMENT FACE CONTAINS A MULTI-COLORED BACKGROUND AND GOLD EMBOSSED SEAL. THE BACK 2
CONTAINS SPECIAL LINES WITH TEXT AND SEALS IN THERMOCHROMIC INK. 3G
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ERTIFICATION OF VITAL RECORD':




