THE DIVISION OF HEALTH OF MISSOURI : : }79}74

. Mg.300
“vese | FLEDNOV 30 1950  STANDARD CERTIFICATE OF DEATH et Fie Noverm
BIRTH WO.________________ REG. DIsT. 0. DA 7S primary axe. ‘nus'r. 5. 930 8 F Regicirar's No /.5"'.5'.
}I PLACE OF DEATH ' : 2. USUAL RESIDENCE (Whars d d Uved. If logti resid before
a,. COUNTY . STATE . . b. COUNTY adisinefon).
(D ‘2 u' Phelps : Missouri Phelvs
| b. cgrY {If oatcide corpurate limlta, write nmnmm - &mI:(ENGTH £F c. CBI‘;{ (11 cutaide oorporste Lmlte, write BURAL and give township} )’/
this H| -
. Town Rolla REFRY ?rs.“ S TOWN Rolla
a d. Fhlé.SLPI#ATEOOF {if not in hoapital or institation, give sireet addrem of locstion) d. ASI;I’EI’QEEI' (I rural. give locaticon)
8 Nerunion. 100 Walker Ave., . RESS 100 VWalker Ave.,
ﬁ 3. EP’«IE%ME ori': . (First) b. (Middle) c. (Last) | | 4 DATE (Month}  (Day) (Year)
{ Type or Print) ROBERT FRANKLIN . BROWN oea  Nov. 18,1
b
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9, AGE (io years| ¥ WOGR | YOO | F DRNDER 30 WS,
g . WIDOWED, DIVORCED (Spetity) : tast birthday) umh-‘ Days | Houn | M,
Male i White Married P Feb. 8. 1805 55 I
§ 105. USUAL OCCUPATION {Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or forelen scuntry) / 12, CITIZEN OF WHAT
[+ done during most of working Ufe, sven If retired) DUSTRY COUNTRY?
| E Painter-Decorator Housework FPhelos Countv. Mo.. USA
< 13a. FATHER'S MAME 13b, MOTHER"S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
‘ 9 Samuel Brown ) Ida Malone Nettie Brown
| td [ 5. WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SOCIAL SECURITY |17 INFORMANT' S S1GNATURE OR NAME ADDRESS
e (Yes, B0, or unknown) | (I yes, wive war or dates of sarvics) . NO. .
| = no XX None Mre. Nettie Brown. 100 Walker. Rolia Mo..
' i : MEDICAL CERTIFICATION INTERVAL BETWEEN
18, CAUSE OF DEATH :
| M || Enteronly onscsussper | . DISEASE OR CONDITION ~ ONSET AND
: Z |t timofor (a), (b, omd () | D'RECTLY LEADINGTO DEATH® () _\3_____,4‘"4:‘%.
i id “This does ot mean | ANVECEDENT CAUSES
g the mode of dying, Fuch gorzdmmdbﬂeam. if 71:15, 'gmng DUE TO (b)
. az beart failure, asthenia, € a cause (a g
] de. It means the dia. | ‘he underlying couse ot
o care, infury, or complice- DUE TO {g) .
|| tion which cansed death, | 11. OTHER SIGNIFICANT CONDITIONS -
= Conditiona contributing to the death but not ! é. )(
a velated to the diaense or condition cousing death. . .
I5 (| 19a. DATE OF OPERA- | 196. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
= TION
Z s w0 B
21a. ACCIDENT (Bpecity) 21b. PLACECF INJURY (sg.inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) - (STATE}
o SUICIDE boros, farm, factory . street. office bldy.,e38.)
z HOMICIDE
g 21d. TIME (Month} (Day) (Year) (Houn) | Zle. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
RE oF WHILE AT [™] NOT WHILE
", bl‘ INJURY = | WORK AT WORK
= 2. I hereby certify that I attended t’he deceased from %, 1931 to M, 105 ¢«, that I last saw the deceased
é alive MM 195 L and that death rred ot 72 00 [ m., from the causes and on the date stated above.”.
& || B SIGNATURE {Degres or mliyl 23b. ADDRESS ’ N 2. DATE SIGNED
. —~ 5 3 ¢ Boy s 7y M %0 | [ ~zO=ST
g 24a.-BURIAL. CREMA: | 24b. DATE 24c. NA‘dE or-' CEMETERY OR CREMATORY ’ | 24d. LOCATION (City, town, or county) (Btate)
TION, REMOVAL (Bpaity}
g rial | Nov. 20, 1G% Rolls Cemeterv Rnlla Phelns Mo, ,
. REGISTRAR'S SIGNATURE 3 80 75 FUMERAL DIRECTOR'S SIGNATURE - ADDRESS
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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 bYevmmrmromecrmenns

..... Student Embalmer No, . ,
working under my personal supervision.

SHUBBNE vvenrnnseennnnenns Signed QG&VQHEAZZM _________
Student Embalmer
Licenzed Embalmer No #4‘ ?9
P. O. Address M,ZZ
Note:

The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Falure to comply with

the above.constitutes grounds for revocation of license.)

*
If th_ia body is not embalmed, fact should be so stated above.




