SUICIDE home, Iy, factory, ssreet, offios bldg.,ete)
HOMICIDE w pro oo ’ ?i R .
2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? o T

WHILE AT NOT WHILE c ) t b, - .
WORK AT WORK al)

21d. TIME - (Mooth) (Day) (Yewr} (Hour)

wiURY 4 <18 .¢g 822

I A eby certify thal I attended the deceased from , 19 , lo , 180, that T laat saw the deceased
on N = ALT  19¥% and that death occurred al J: 20 ., Jrom the causes and on the date stated above. '
23a, NATURE = (Degres or title) | Z3b. ADDR| - 2c. DATE SIGNED
' s jfmm %’J 7-/7-7
24n. BURIAL, CREMA® | 2db. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, town, or county) (Biato) .
ON, REMOYAL (8pedify) L
urial 4-18-1949 Klnrq Cameatery Wagh ; fisg

| no. 300 H’.EBMAY 2 mg THE DIVISION OF_ HEALTH OF MISSOURI 11448
e STANDARD CERTIFICATE OF DEATH Stae Fite o
; + . * . .
LI ; S REG. DIST. WO, _M___ PRIMARY REG. DIST. NWO. M Registrar's No _.L‘?_é.....................
’ / | T PLACE oF DEATH 2. USUAL RESIDENCE (Whers decsased lived. If lnsthunl
P a. COUNTY Barry a. STATE Jfj gsouri b. COUNTY Barry ey
b. CITY (I cutside ecorpurate Umits, write RURAL and mive ¢. LENGTH OF c. CITY (If outside sorporata limits, write RURAL snd give townshin) U
OR . . ... township)| STAY (ip this place) OR
8 TOWN Cagsville Town Washburn (]
¢. FULL NAME OF (If not in hoapital or | ion, Kive etreet addrom orl d. STREEF_ - (1 rorsl, Eve locatlon) ’
[ HOSPITAL OR ADDR IR 4
/ 8 INSTITUTION. Purves Hospital 0 ., B‘\s- U 9
f) % 3 Name QL o (Fisd b. (Mlddle) - o (Last) 4 DATE  (Montt) (Dey) (Yew)
: é 5. SEX I 6. COLOR CR RACE | 7. &d%ﬂ%ﬁ glE\\”EEchégRRIED. 8. DATE OF BIRTH 9.]:GE s r.;n h:o:::. I TEAR | F DcER M &ma,
. . . ¢ A t Days { Hours | Min.
% | male white Widowad - el §-1-1843 B e
g Iﬂ:;nl.JEUAL OCCUPATIONu:Gh‘eHnd of‘;:;i): 10b. KIND OF BUSIN&D?JBSTH!E 11. BIRTHPLACE (State or forelgn country) I2tgLTlZEN OF WHAT
of wor if rw . - NTRY?
4 G341 5 i Indiana 7
< [Ian. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF MUSBAND OR WIFE,
i John Brannan | unknown _
b 15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
| (Ywes. no, or ynknown} | (If yes, xive war or dates of sorvice} . NO. < s o
Ei unknorm Haltar R Brannan Washburn, Mis.sou.
18. CAUSE OF DEATH MEDICAL CERTIFICATION © . | INTERVAL BETWEEN
i || Eateronly onecansoper | I DISEASE OR CONDITION _ . LT .| ONSET AND DEATH
E line for {a), (b, and {¢) DIRECTLY LEADING TO DEATH_(a) ( hot % J P J\ . : “
g *This does not mean ANTECEDENT CAUSES )
- the mode of dying, such | Aordid conditions, if any, gloing DUE TO (b)
| ar heart foflure, asthenia, | - THe {0 the above cause (a) stating .
P de. It means the dis. | e underlying cause last.
o care, injury, or complica- DUE TO (c) - .
Z tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS -~ - - ?’\.‘
— " Conditions contribiiting to the death but not ‘ /
3 related o the disease or condition causing death. o . =
= 192, DATE OF OPERA- | 19b. MAJOR'FINDINGS OF OPERATION - : o - \(ﬂ ol ?— s 20. AUTOPSY?
& TION - '
2 L ; : ves [ wo X
o 21a. ACCIDENT (Bpedty) 21b. PLACEOF INJURY (o.g..inorabom | 21c. (CITY, TOWN. OR TOWNSHIP) (COUNTY) (STA
Z
w
1
b
]
7
-
W .
B
g

DATE REC'D BY LOCAL

REG.,
ot 20947

REGISTRAR'S SIGNATURE /O 75. FUMERAL DIRECTOR'S S$1GNATURE c ‘ADDREAS )
W Wfl é;. 8 %J - Q‘M

(Licensed Embalmet’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, of by

e e e e e s LA mna b e hms e es e e b SRS o 54 4R RS ALk Bhsme e ase s ere e e is et st ana s Saa £e e beesmr e s ereop s etseeeasmarn Student Embalmer No.

working under my personal supervision.

SEUDONT vaverererrornannreeasans eeeaesnens Snmeiwﬁw R

Student Embalmer _
’ ’ Licenzed Embalmer No é/ d 7 é
) - P. O. Add;ess__.-éff/&%

Noter 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. -




