THE DIVISION OF HEALTH OF MISSOURI

“hee | RMEDOCT 15 1980 STANDARD CERTIFICATE OF DEATH e SIS0
| errrH wo. REG. 0IST. No. 2/ 7 PRIMARY REG. DIST. m.&’}iminr&"!\h ,?

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where d d lived. 1 inatligticn: residence before
a. COUNTY . . . . a. STATE . b. COU . adanhusion).
Monitoeau Co . Miosouri "Msoniteau ALY S
b. CITY (If outedde corpurate limits, write RURAL and give c. LENGTH OF || ¢ CITY mmmnmsu.munummdnwm
. 'wﬁ) ST&Y {ln this place) i ,.- NS
TOWN Rural Harrise Yre TOWN Rurdl. . 7 " Hatrison J
d. FULL NAME OF (If not in houplital or institution, give strest address or location) d. STREET at rurl. give loaatlon)
. ADDRESS " . :
TNSHTOTIoN Rt # 1, Barnett, Mo Rt # 1. Barnett. Mo
3DNEI(\:PEE g%l; a. (First) .. b. (Middle) c. (Last) e 4-‘ DATE‘ (Month). (Day) (Year)
{Typeor Print) _ yri1son Andrew Brown -~ .| DEAM ,Sopt,:25 1950
5. SEX 6. COLOR OR RACE | 7. &!ﬁ)sglv}gg NEVSEC'ESRRIED 8. DATE OF BIRTH - e w |9 AGE-(o years 2 womm 1 TR | 7 oaex & s
. 1 3 Hours | Min,
yals whito Married 2 1Jan, 24. 1883 e
10a. USUAL OCCUPATION (Glsiindafwork | 100, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Siate e forsign country) 12 CITIZEN OF WHAT
datwe during most of working Ufe, eves if retired) DUSTRY . : : COUNTRY?.
rarnor QWn Farn Hissouri 7 U.SeA.
132, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE T
Christ Brown UnKnowr WMinnie Brown
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY |17 INFORMANT' 5 S!GNATURE OR NAME ADDRESS
(You. 0, or unknown) | (If yes. give war or dates of servios) ) HNO. ) ' Barne tt Yo
__No : _None M. s N
8. CAUSE OF DEATH ’ MEDICAL CERTIFICATION LNTERVAL BETWEEN
Enter onty anocausaper | |, DISEASE OR CONDITION ONSET AND DEATH

line for (), (b}, and () DIRECTLY LEADING TO DEATH*(4)

“This does ot mean | ANTECEDENT CAUSES i /
the mode of dying, such | Morbid conditions, if any, gising DUE TO { M L w
o heart faflure, asthenia, | rise to the above causre (o) Mating /

ele. 1t meana the dy. | the underlying canse lont, _

ease, infury, or complice- DUE TO (¢}
tion which coused death. | 11. OTHER SIGNIFICANT CONDITIONS
" Conditiens contributing to the death but not 53,
related fo the di. or condition equring death.
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION . ) ’ 20. AUTOPSY?
TION
, ves [ wo [
Zlu ACCIDENT {Bpecify) 21b. PLACEOF INJURY (ex..In orabous | 2T¢. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
+ SUICIDE homa, farm, factory, street, offos bidy..etc.) ’
HOMICIDE
21d. TIME (Month)  (Day)  (Yemr) (Hour) 2ie. INJURY OCCURRED 21, HOW DID INJURY OCCUR?
. WHILEAT NOT WHILE
INJURY WORK AT WORK

2. I hereby certify that, I attended the deceased from ﬁf 192810 schep¥ 237 15 5@ that [ last 10w the deceased
g#ﬁ rred al ‘-q_...__A...

alive on 1852 ond that death m., from the causes and on the date stated above.

3, St ATURE (Degree gr title) | 230. ADDRESS |, . 23c. DATE SIGNED
%"“Zé“"’ e adi/ L 4—’6%"-““‘*-'/ Xz -2t -50,
2a. iumA MA- | 24b. DATE 24, NAME OF CEMETERY OR CREMAMGRY 24d. LOCATION (Oity, town, or county) (Btats)

TION, REMOVAL (Bpedty) . . .
RS Sept 27,50 CltV Nenmoterv galifeornia,

DATE BEC'D BY LOCAL | REGISTRAR'S SIGNATURE /?9’ 25 FUNERAL DIRECTOR'S $1GNATURE
REG.
Jo/JD /5 /i >/

Jt‘tl—'e

. S Q.
e ®
WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD =0
S




. TR
RECEIVED“""
DISTRICT HEALTH OFFICE No. 3

o “oN 214 District File Number ______ .___._
' g-r1- 59
¥7ON 301490 HLTVAH LOWISIG . Date Filed 10747700 ..
0§81 4 - 190. . .

~ @3AIEDIY
e

STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was cmbahned by me, ot by

'Tﬁc'k‘ HauauJ -------- BOWIJ B ‘ Student Embalmer No.....)szg& ..............

wotking under my persona! supervision.
SigneilZemee . SR
$lgned. : femrrmees Licensed Embalmer No....i.-/nL é

Student Embalmer

P. O. AddressQuaﬁfmk‘:o\m.m

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




