it 2o o B |

. No.300 HLEU N UV 6 ]95' THE DIVISION OF HEALTH OF MISSOURI 3258 1

1048 o STANDARD CERTIFICATE OF DEATH $1a2 File Novmn e =
!5|RTM RO. REG. DIST. NO. _3_2_ PRIMARY REG. DIST. NO. ELLL Registrar's No 2 7 R
D/O 1. PLACE OF DEATH 2. USUAL RESIDENCE (Wbere 4 d lived. If lostitution; resid before
. T . A : . 3 : adin .
2. COUNTY  Bhone - & STATE M4 ssourd & COUNTY Boone . ==
l b. C(;'EY {If outoide corpurate limita, write RURAL and give g“rA‘fNGTH QF c. CIOTRT (I outaide corporate limits, write RURAL anJd cive township)
98y Columbiza townabip) (L this plxce) TOWN Columbia 6 / M
g d. Fgcl’-é.P]N_&htEoOF (I pot in howpical or § ton, glve strect add or | 1 AsDrDRES {1 rura!, give location} d
3 INSTITUTION Route 5 = LI:Ls souri Tp. Route 5 -~ Missouri Tp.
ﬁ 3. NAME OF a. (First) b. (Mlddle) <. (Last) 4. DATE (Month)  (Day)  (Year)
F (Typeor Prine)  WILTON EMERY BROWN oeati Nov, 2, 1951
E 5. SEX 0 6. COLOR OR RACE | 7. #IARR:’EE g]E\YERCESRRIED‘ 8. DATE OF BIRTH 9, I.A.GE (lx:l;vo;m L‘; U:::.I len ¥ UNDER M HES.
. (Bpecify) |- V! on n; H Min.
3 Male | White S owed: 5 ~| May 25, 1868 83" f S
" 10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Bt 5
s doﬂﬁmi% dor {ife, even if ronl:di ) DUSTRY o o torelen ?mmw, . 0 |Z££ﬁ%€ﬁ?¢_?F WHAT
: fred "Varmer .Boone County, Missouri
< 138. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
= Presley Brown Ann Qliver_ | Mary Fligabeth Nichols
% 5. WAS DECEASED EVER IN L.S. ARMED FORCES? 16. SOCIAL SECURITY | 17, INFORMANT'S SIGNATURE OR NAME ADDRESS
< {Yos, 0o, or onknown) | {I yes, tive war or dates of service) NO. .
= 0 ——— Mrs. Opal Acton, Route 5, Columbia, Mo,
| 18. CAUSE OF DEATH MEDICAL CERTIFICATION . INTERVAL BETWEEN
=4 . Enter only onecause per 1. DISERSE OR CONDITION . * ONSET AND DEATH
- line for (a), (b), and {g) DIRECTLY LEADING TO DEATH'(a) z %ﬁz !

b
E *This does ot mean ANTECEDENT CAUSES
the mode of dying, such | Adorbid conditions, if any, giring DUE TO (b)
- %_3, « ||- a8 heart failure, asthenia, | rite to the above cause (g) stating —
= dc. M meony the dis- the underliying cauae last.
o eate, infury, or complica- i DUE Y0 (¢} _
b tion which caused death, | 1. OTHER SIGNIFICANT CCNDITIONS: S foomorE tes
= " Conditions contributing to the death but not e
a related to the disease or condition cousing death.
-~ oty - || 19a:-DATE or-oPTEI%AN-' 19b, ‘MAJOR FINDINGS OF OPERATION T T ‘2. AUTOPSY?
= .
B . . , . / 5 z x YES D NO
) 21a. gﬁfé?ggT {Specify) Elb. P'l.ACEtOFINJUR‘I' x..l;;;-bon; 21c, (CITY, TOWN, OR TOWNSHI!’) (FOUN_TY) (STATE)
) onze, farm, fastory, street, [ ] - B8, B . .
é HOMICIDE
u 21d. TIME (Month) (Day) (Year) {(Hour) 2te. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?
=
) INJUFRY L i . wuu.u'r HOT WHILE PN .
i = | " WORK AT WORK Sy Lt
.. E 2. I hereby ceYsfy that I atlended theg deceased from% i , lo M 195:/ that I last saw the deceased
= alive ISQ ard thal\death oleurred at 2 Am. , from the causes qu on _the dale stated above.

-8 | fa. SIGRATUHE . - 2 () J(Degroo ot u;w 23b. ADDRESS 2. DATE SIGNED
é %NBHRI - | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY : | 24d. LOCATION Ly, town, of county)- {Gtate)
§ 1gd A Nov. L, 1951 | Providence Cemetery . Boone C&unty, Missouri

DATE ReCH BY LOCAL REGISTRAR'S SIGNATURE 3 / ~ FUMERAL DIRECTOR'S SIGNATURE ADDRESS
o, 3 196/ % Ik Funenal Jﬂﬂgz M
(Licensed Embalmer's Statement on Reverse Side) 7




RECEIVED ggys-
DISTRICT HEALTH OFFICE No. 3
District File Number _ ——————

Date Filed . .. \,‘J 9= [061 ,

. _____--_-_——-..--—--._-.

1951

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, ordy -

Student Embaimer Mo,

5{43...2_; ______
977 o,

‘Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply witl
the above constitutes grounds for revocation of license,)

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

working under my personal supervision.

Student coeeansonne sessaen beabasersusrranns
Student Embalmer



