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%J%G #957

REG. DIST. NO. gé 77

THE DIVISION OF HEALTH OF MISSOURI
olSTANDARD CERTIFICATE OF DEATH

PRIMARY REG. DIST. NO. _é‘ ra é Registrar's No......l__...._.‘..fl

! BERTH NO.
I. PLACE OF DEQA{H OUIS 2. USUAL RESIDENCE (Where deccased llved. If institytion: residence” befors
. Aa. COUNTY a. STATE b. COUNTY sdwimisn).
L ILLINOIS GALLATIN
b. CITY {1 ocuteids corpurate Limita, write RURAL and give ¢, LENGTH OF ¢. CITY (If outadde sorporate limits, write RURAL sod glve townshin)
o EFFERSON BRKS MO. sowasbin| PADE Fotcw TOWN NEVW HAVEN 210
d. FHO%P?‘FPT’IH_EOORF (If not in howpital or institation, give streat add or location) d'ASI;r[?IEETSS (If rurat, give location) ]
OSFITAL OF VETERANS ADM. HOSFITAL s -“
S.SJE%%ESOEFD a, (First) b. (Middle) . (Last) 4. Da-;g (Month)  (Day) (Year)
(Type ot Print) JOHN He BROWNING pearn  AUGUST L, 1951
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, °| 8. PATE OF BIRTH 8. AGE (In years| tr UNDER § YEAR | o oMoER K KES.
0 WIDOWED, DIVORCED (Bpeciiy) last birthday} . Menun, Days | Hours | Min.
YALE WHITE MARRTED /| 5-20-89 62 : I
10a. USUAL OCCUPATION (Glvekind ofwerk | 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE (8t foreign ntry) [y ’ 12, CITIZE|
d“‘d“-ﬂ"lmm“'ﬁruﬁlm‘.dnnﬂ I'DII:I':) B DUSTRY e S /, ' , COUNTRP‘:'TOFWHAT
FARMER e = - LEXINGTON, KENTUCKY T
13a. FATHER'S NAME . *[13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
HENRY BROWNING — | FL.ORENCE BEONNING
15! WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT" S SIGNATURE OR NAME ADDRESS
(Y sa. bo, o7 gnknown) | W,iﬂwmd‘mdm) NO.
Y5 - UMNK. VA HOSPITAL RECCRDS
18, CAUSE OF DEATH MEDICAL CERTIFICATION mﬁm
 Enteronly onecaussper | ). DISEASE OR CONDITION _
lEgo fer (), (b, ad (&) | PIRECTLY LEADINGTO DEATH*(oy _TUBERCULOUS MENINGITIS
“This does ROt mean " ANTECEDENT CAUSES _ - _ - - _ _ _
tAc mode of dying, such gortmmmguggm, if 7:13-, mm DUE TO (b)
at heart fatlure, asthenia, e lo above catise (& ng
dc. It:meons the dig. | Fhe underiying cauaelont. O/ O X
case, injury, or complica- DUE TO (¢}~ - - - - - — -
tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS - *
Conditions contributing to the death bul not
related to the dizease or condition causing death. - - - - - - - - -
19a. DATE OF OPERA- | '19b. MAJOR FINDINGS OF OPERATION ' - 2. AUTOPSY?
TION .
L e I ey
21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (o, Inorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE, e home, farm, isgtory. sirset, office bldg..wza.) oo -
HOMICIDE = - - - - - - - - - - - - -
21d. TIME (Menth)  {Day) (Year) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
F WHILEAT[™] NOT WHILE
INJURY - - "WORK AT WORK - - — - - - - -
|z 1 hereby certzfy tha.tjﬁuended the deceased fram 1=27=B1  i9_ , lo 8"’-‘_-;1 . 18 ;
O OCOO0CX 9000 that death occurred at 7_130_2 , from the causes and on the date stated above.
23, SIGNATURE {J (Degeeor title) | 23b. ADDRESS 2. DATE SIGNED
- MJD, - VET ADM HOSP, JEFF BRKS MO, 8-5-51

24b. DATE

8-.-5-51

24a. BURIAL, CREMA.

ﬁlON EEMOViL (Bpecily)

2éc. NAME OF CEMETERY OR CREMATORY
Union Ridge

244, LOCATION (City, town, or county), (Gtate)

New Haven, I1ll.

DATE REC'D BY L.OCAGL
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(Licensed Embdmerl

e PN

ISTRAR'S SIGNATURE g i 25, FUN Eﬁ“—

RECTQR ATVGE YTITE
SWISHA"MEF0aNy Sended Tre.
FEEouls 10, w0,

¢ e .




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, 0 bye v

cer everenrmt e rea petanen . ) . . N . . . ey Student Embalmer Ho.
working under my personal supervision.

Student ceceevesanas veranes sesrravsarenaanes ) . Signed..... /A ... /_lz/m-él'l/ -
Student Embalmer :
P. 0. Addm@ziﬁ.. O e 12 L1k

Note: -The sbowe MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Faiure to comply witt
the above constitutes grounds for revocation of license.)

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