. No.300

10.48

. —
WRITE PLAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD Ué.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. _3_&L,PRIIARY REG. DiIST. Nﬂ-w Regintrar's Nowow s s i

FILED MAY 24 1951

"BtRTH KO,

9188

State File No.

1. PLACE OF DEATH
a. COUNTY Sulivan

2. USUAL RESIDENCE (Where Jacoased lved.
a. STATE .z b, COUNTY
“l1gsouri

If institutlon: rmsidence before

Sul ivayypinion

b. CéEY (If outeide eorpurats lirsits, writs RURAL .].:d oive s:'rA'?ENGTH OF
Brown i n Rura township) {in thia place}
TOWN g nlurs

c. Cg;{ {If outaide sorporate l.h:nil-. write RURAI: atd give township) &
S8 Browning rural /ﬂwf—'
&

3

d. FULL NAME OF (1f not ia bospital or institution, give streéot address or location) d. STREET (It rural, give location)
HOSPITAL GR ADDRESS
INSTITUTION A7 » J .

3. NAME OF 8. (First) b. (Middle) ¢. (Last) 4. OATE ND)  (Daw)
DECEASED : . . 5
(Topeor iy William Bryan ugvens OF HEY By

5, SEX 0 6. COLOR RACE | 7. MFD%%EB' lgrs‘\’fErRic}élgRRIED, 8. DATE OF BIRTH 9. AGE (ll;:-ln or moey | YEAR | I UADER u REs.

made. W‘Z«Z_B REFF1Ie™ ™ 9 | Fov 1 , 1897 PG [Monta] Do | Town | e

IO:. U?UAL OCCUPATION (Ghrekind of work | 100, KIND OF BUSINESS OR IRNY . BIRTHPLACE (Btwta or forelgn country) d 12. CITIZEN OF WHAT

lone during xxoat of working Life, even 1f retired) . —_—
“Yarmer Farm KMissouri UNTRY7
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NaME {r USBAND OR WIFE
William Havens . ... |- Laura Long Heau Havens
15. WAS DECEASED EVER IN U5-ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME . ADDRESS
(You, no, or unknows) | (If yea, xive war or dates of service) - NO. |+ Be aul al,l Haven g srY0OWN lng ’ MO

18. CAUSE OF DEATH st om ¢ :
3 . 1. DIS OR CONDITION ;: ~. ;
- Finter only onecatiseper | L fop = Y LEADING TO DEATH?(})

@DICAL CERTIFICATIOt )

INTERVAL SBETWEEN

line for (a), (b), and ()

“This does not mean ANTECEDENT CAUSES

¥

Morbid conditfons, if any, giring PUE TO (b)
as heast fafiure, asthenia, rise to the above caude (a) sating .
e, It means the dis- the underiying cauye laal.

case, injury, or lica- DUE TO {c}

the mode of dying, such

tion twohich cauted death. | 1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but nol
related to the disease or condition causing death.

H B Mot

19a. DATE OF OP'II::IF(I)?G 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
2
=0 / YES D NO m .
2{a, ACCIDENT {8pecity) 21b. PLACEOF INJURY (e.g..inoraboat | 27¢. (CITY, TOWN, OR TOWNSHIP) (COUNTY) - (STATE)
SUICIDE homs, farm, faatory, sireet, office bidg.,aa.)
HOMICIDE
21d, TIME (Month) (Day) (Year) ({(Hour) 2le, INJURY OCCURRED | 211. HOW DID [NJURY OCCUR?
WHILEAT[—] NOT WHILE
INJURY o. | “work AT WORK
22 I hereby certify that I atlended the deceased from Niey ] , 199 ] , lo MMy F 19&, that I last saw the deceased
alive on , 195 { | and that death occurred at 3 : 20Pm., from the Causes and on the dale stated above.
2. ?WUW I7] {Dearpyr tile) | 23b. AD r | Z3c. DATE SIGNED
- = WA A sttt nen 1/14—0 My 7,/ £
%%a. BgERMES‘}.AlCREMA- 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY m.goca’rtdu {City, town, cgcan;g.)l d M(Sme}
' } -, ‘i growning nura Qe
Yo IR ey s7 | Enifong vning |
DATE REC'D BY LOCAL | REGI#TRAR'S SIGNATURE 25. FUNERAL DIRECTOR'S S1GNATURE 'ADDRESS
Yy Wade Funeral Home  3Browning

(Licensed Embalmer’s Statement on Reverse Side)




Date Received: MAY 2 1 1951
DISTRICT HEALTH OFFICE #2
District File Number s°57-73%
Date Filed: yay 2 2 139

Y |

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose nam'e is recorded on the reverse side of this certificate was embalmed by me, or by _

............... Student Embalmer No.

working under my personal supervision.

/
Student seuerecerveiennans serrerrrerrenas . Signed}%&mf } Wﬂﬁé

Student Embalmer

Licensed Embalmer No f}‘/ / 7 Z

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to <omply with
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be so stated above. )




