THE DIVISION OF HEALTH OF MISSOURI

5. No.300 o '
> o0 FILED gléROS 1951  STANDARD CERTIFICATE OF DEATH - State Fite Novowrenn S ALAD
T G 5 , i.ﬁ
"BIRTH NO. ] REE. DIST. NO. [ PRIMARY REG, OIST. NWO. o Kegistrar's N'a..._......2......................
1. PLACE OF DEATH 2. USUAL RESIDENCE {Whare decesssd llved. 1f lostitution: remidencs belors
a. COUNTY Barry a. STATE mS souri . b, COUNTY Barry aclmision),
b. CITY (51 outside corpurate Limits, writs RURAL snd alve  [.c. LENGTH OF ([ ¢. CITY (1f ourside mrnnrlu Uziits] write RURAL azd cive townabipt (3(3 %5 O
T&%N Wa Shburn townahipl}| STAY (ln this place) TC())WRN as hbum .
d. FULL NAME OF (If oot in hospital or institution, cive strect nddress or locatlon) d. STREET (Lf rural, give location)
HOSPITAL OR ADDRESS
INSTITUTION o
3 NAME OF a. (Flrst) b. (Middle) CC%‘TIJII 4, DSEE (Month)  (Day)  (Year)
{ Type or Print) JOhn DEATH 2-1 "1
5. SEX 6. COLOR OR RACE | 7. mﬁ)%?\f!%g BIE‘}’ER MSRRIED 8. DATE OF BIRTH 9.:.GE (ll:’:;sn ;{r UNDER | YEAR | P UNDER u HEs.
) } onths | D H Mia,
N male D White never F&gri%‘df’ﬂ *“"'-27"1877 ?KJ’ , aye ours
102, USUAL OCCUPATION (Givekindof work | 10b, KIND OF BUSINESS OR IN- | 1. BIRTHPLACE (Siate or foreign country) 12, CITIZEN OF WHAT
dons during most of working lifs, sven if retired) DUSTRY 0 CcO i
farmer Missouri
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
W. B. Crim Eliza Brisco |
{'5\' WAS DE(:LEEEE) E\(I’IER lNﬂU.S.ARMdED FID-F:EﬂESI 16, SOCIAL SECURH(;( 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
TG | 1y rire o or dutos ot sorvien | Mat Brewer-Washburn, Missouri

18, CAUSE OF DEATH
_Eater only cnecawseper [ 1. DISEASE OR CONDITION

EDICAL CERTIFICATIO INTERVAL BETWEEN
g_NSEf AND DEATH
Hae for (a), (b), and (o) | D!RECTLY LEABING TO DEATH® ) M _dﬁ"_
“This dors ot mean | ANTECEDENT CAUSES W A’WM [0« -
ihe mode of dving, such | Aforbid conditions, if any, giving DUE TO (B) -

as keart fatlure, asthenia, rite to the above cause (a) slating

Y—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

cle. It meqns the dis- the underlying cause last.
case, injury, or complica- DUE T0 (2) : . “ ‘f‘ 3 X
tion which couned death. | 11. OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death but ot
related to the direase or condition causing death. i - . N
19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION 20. AUTOPSYT
TION .
ves- [ ] wo (]
Z2ta. ACCIDENT {Spucily) 21b. PLACEOF INJURY (s.g..loorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE, bome, larm, Ingtary . strest, offios bldy., ete.) h
HOMICIDE
21d. TIME | - (Mosh)  (Duw)r. (Year) (Houn 2ie. INJURY OGCURRED 211. HOW DID INJURY. OCCUR?
' _IJURY '-' . o wmun N:!;I"A’Hll.! ' _
E 27 herabycom,f u«u I ammred the deccased from E,M_ 1947, 1o _?_b_g‘_i 1932/, that T loat sow the deceased
Q" bty e glive onf ) , 18 f’ and ‘that dealh occurred at _‘/_L ,from themua and on-the dale. soted above. . |
g " | 22a. StENA orjjus) | 23b. ADDRESS . 2. DATE SIGNED
- W , P 2-20-51.
E 2a BURIAL. Zia, BURIAL CREMA- | 24b. DATE zé NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity, town, or county) (5tate)
E BEFYAT7)| 2-18-1951 | Hickman Cemetery Washburn, Missouri

81 ENATURE ADDRESS

DATE REE:'D BY LOCAL | REGISTRAR'S SIGNATURE /0 25, FUNERAL DIRECTOR' S ':
fbﬁzﬂ_‘l-./ 95, | (lfamee MW;_Q % /ﬁ 2t éﬂ Lostill Zors

(Licensed Embalmer's. Statement on Reverse Side}




BIVISION OF HEALTH oF M,
Dlstrlct No. & - Toringfield

REE:WEB FEB 26 19.51'18‘,_
Dist. File_.3"/- Yay
Date Filed A -27- 5/

..l‘-v-

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, or by..._..
Student Embaimer No.

* working under my persona! supervision.
' Slg‘ner}a%‘(.ﬁ..;;.%w.—..

Y Student ..... [ “d“"mi;.; .............
' Student almer
’ Licensed Embalmer No,.=% &3 /.

P. Q. Addrusw B2

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: o .o :




