THE DIVISION OF HEALTH OF MISSOURI

| § oo 3
. No.300 FIIEIJ M
o-20 AY 31 1950 STANDARD CERTIFICATE OF DEATH e e o, LOD60
BIRTH NO, - ‘1 -+ REG. DIST. NO. __3_’1__ PRIMARY REG. DIST. MO. Mf{miﬂm:& No......fl....a..ig............
9‘/ I. PLACE OF DEATH o 2. USUAL RESIDENCE (Whars deceased lived. If institution: residencs befors
17 8. COUNTY . S a. STATE : b. COUNTY . sdmimion).
AN K Henrv Arkansas iashington
b, CITY <t outaide eorwnu limita, write RURAL and give c. LENGTH OF ¢. CITY (I outaida sorporate lemits, write ROURAL and give township)
. on towzebip) tgAY this place) OR .
a Towv  Windsor ays TowN  Lincoln <43 ¢
ﬂof. Ld. FH!..SLPN _In_ﬂtAPf_EOOF (It not in bospital or inatitution, give streat address or location) d'AsDrgRE% (1! torat, give locatinn) - ?
Q INSTITUTION ommunity Hospital None
B i3 NAMEOF = a. (Fint) b. (Middle) e (Lash) LOAE  (Mmm (D (Yew
E (Type or Print) Nona Frances Brewster DEATH May 19, 1950
& 5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (Io years| r OnDER | m = ONDER u 3.
= / . WIDOWED, DIVORCED (Epecity) last birthday) hfnnth-' Hours | Min.
3 Fe ite Married / 2 20 |
=1 10a. USUAL OCCUPATION (Gwvekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or forelgn ocountry) 12, CITIZEN OF WHAT
< ﬁdmn; most of vorHu lifs, even il retired) DUSTRY / COUNTRY?
> cusewife - Lincoln, Arkansas US A
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE .
& Henry Douthit JCandace Dodsan Franklin P. Brewster
¥ I5. WAS DECEASED EVER IN U.S. ARMED FORCES’ 16. SOCIAL SECURITY | 17. INFORMANT'S SIGMATURE OR NAME ADDRESS
- (Yes, no, or unknown) | {1 you, rive war or dates of service) NO. . .
= |LNo None Mrs, J. S, Kidwell, Windsor, Mo.
I 18. CAUSE OF DEATH MEDICAL CERTIFICATION ' Egﬁgmm
% || Enteronlyonemussper | I, DISEASE OR CONDITION ¢ ! TH
E line tor (), (bY, aad (€} DIRECTLY LEADING TO DEATH'(a) _—
E] *Thiz does not mean ANTECEDENT CAUSES
3 the mode of dying, such | Morbid conditions, if any, giring DUE TO (b} -
L. | a2 hear! fallure, asthenic, rise o the above cause {a) uuma _ . . . - .- -
1] cic. It meany the dip. | the uaderlying cause last.” .
® cazse, injury, or complica- DUE TO (¢} i § z
= tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS * - - - B
= || Conditions contributing to the death but not . /5 é ﬂ
a related to the disease or condition causing death.
= 19a. DATE OF OPERA- | 195. MAJOR FINDINGS OF OPERATION g ) : e 2. AUTOPSY?
= TION { -
- — YES D NO &
o 21a. ACCIDENT (Bpacify) 21b. PLACE OF INJURY (s.g..inerabont | 21c. (CITY, TOWN. OR TOWNSHIP) {COUNTY} _ - (STATE)
h SUICIDE homae, farm, [ustory, strest. office blds..et0.) o " T ~
z HOMICIDE LR
g 2id. TIME iMonth) (Day) (Year) (Hour) 2ie. INJURY OCCURRED | 2¥. HOW DID INJURY OCCUR?
OF WHILEAT[—] NOTWHILE , .
>|‘ INJURY . WORK AT WORK : :
; 2. [ hereby certif thal uended the deceased frorrTé—é“L 1852, 108 -~/ 4 , I%S D that I last saw the deceased
i alive on , and that dealh occurred atiﬁj_o_Pm., from the causes and on the date slated above.
n'J; Ta. sneW (Dezm or titl) | 23b. ADDRESS | 2. DATE SIGNED
. ' e
i /3 QM/ -1 or Are - | S/HST
= 24s. BURIAL. C DATE - 24, I\A'dE OF CEMEI'ERY OR CREMATORY 244, mTION (Clty; town, or county) - - (Btate)
£ | Tion. REMOVAL " .
5 ~3al /) -22-50 Laurel Qak “Windsaor, Mig souri - -
CA LREGH 'S SIGNATURE  }- lrt  FUMERAL DIRECTOR'S §) GNATUR Z aoonzsw

[+

(fs d Embal s S on R Side)




REBENED S-29.54
Diatriot Heaith Officer No; 7;
Dlstrt Flle Number_ (.. 85055
B Rind .S -2 9 SE?

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, by

Student Embalmar No.
working under my persona! supervision.

SEUTEAL vuvnvencsscansrssassncnsasassonnass Sig‘ned_....._...‘Z/ % M

Student Embalmar it g a s é yf
) Licensed Embalmer Ny..... 2. ¥ J ¢ ..
P, Q. Addreasﬂ

Note: The above MUST BE SIGNED BY THE LICENSED EB&BAI.BJER in his OWN HANDWRITING. (Failure to comply wnb‘
the above constitutes grounds for revocation of license.) : 3 w e
If this body is not. embalmed, fact should be so stated above. _

-

]




