THE DIVISION OF HEALTH OF MISSOUR! 1845

-0 | ~ STANDARD CERTIFICATE OF DEATH ot P o O
' GIRTH »_Fum FEB 9 195[1 REG. DIST. ﬂi). z z’é PRIMARY REG. DIST. m&d—?g Registrar's N‘“&K“““_
a )ﬁ 1. PLACE OF DEATH ) 2. USUAL RESIDENCE (Where decsased lived. [f Institution: residence before
D9 | +~OUNTY  yaciede n.STATE  Mymgouri b.COUNTYD; ] galed "=

b. CITY (If outclds corpurate Lmits, write RURAL and c. LENGTH OF c. CITY (If cutslde carporsts limits, write RURAL and give townabip®

ST this ] OR
oW Lebanon,’ Yriiowe 1o Laguey, Missouri .. . ~¢
. u' -
. d. T&LP?%REOORF {tf not h. hoapital or lnstitution, cive streot addrem or loeation) d.ASI;rgREEETSS (Il' rural, ghve loextion) /
‘ INSTITUTION Longs Rest Home None
3. NAME OF . y
NAME OF a, (First) b. (Middle) © (Last) |4. DATE (Manth) (Day)  (Yean)
(Type or Print) Frunk C. Brown DEATH Jan. 27, l1ub4
5. SEX CI 6. COLOR OR RACE | 7. MARRIED. NEVER MARRIED, 27| 8. DATE OF BIRTH 5 AGE da yean o oiwes 1 vun | 9 s s .
. > N {Bpacliy] . M’M on B Min,
_Male White ivorced Jan £0, 1873 ' l ="
102. USUAL OCCUP. ek | 10D, .
2. USUAL OCCUPATION J:c.'.':"ﬂ'é'ﬂu -k [ 100, KIND OF BUSINESS OR IN. | 11, BIRTHPLACE (Gicy vt State or Foraien ounten) ()| 12 GITIZEN OF WHAT
“Painter Curpeunter King City, Missouri
p[taa. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE “
Unknown =~ =~ - - Unknown .Jaa Welihelim
15, WAS DECEASED EVER IN. U.5. ARMED FORCES? | 16. SOCIAL SECURITY mm
'oa, Do, af unknown, Yoh, KITE WA OF tos sorvien N 8 4
Yo Unkaown Hnrry Brown ,l,.ﬁ 2 S.zord St. .

18, CAUSE OF DEATH ) MEDICAL CERTIFI N

. Enter only opsscanseper | |- DISEASE OR CONDITION
line for (a), (b), and (c) DIRECTLY LEADING TO DEATH® () ; ?Wh

«This does mot mean | ANVECEDENT CAUSES “74@7 M-;/goéfww.f/ﬁo‘v‘ ¢ = )

£he mode of dying, such | Morbid conditions, if ung, gising DUE TO

AL BETWEEN
ONSET AND DEATH

o8 heart falture, exthenta, | Tide to the above couse (o) sating -, [/ j
de. I means the diy- the underlying cause lost. - - - ™ -
case, injury, or complica- DUE TO (c)

tion which coused death. | 11. OTHER SIGNIFICANT CONDITIONS - = K . : |

Conditions contribuding fo the death bul not . E . '
related Lo the dizease or condition causing deaih. . : |

19a. DATE OF °PT‘.‘8,‘.; 19b. MAJOR FINDINGS OF OPERATION . _,. . . L 4 " | 20. AUTOPSY? |
21a. ACCIDENT (Bpacily) . 21b. PLACE OF INJURY (e lnoratout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY}) . (STATE®)
SUICIDE bom, farm, fuctory, street, offics bidg.. et - Lo . -
HOMICIDE : " . o . .
21d. TIME (Moots) (Day) (Yewr) (Hour) 21a. INJURY OCCURRED | 21, HOW DID INJURY OCCUR? .
. ' N o« L] wHmearp) noTwanE
INJURY < @ | woRK AT WORK .. s <
z I Ixerebv acrh,fy that I aumdcd the deceased from _LB_ 1&{% to _LZ..L 1 , that' I last saw the deceased
alive on _,L:L:L_ 1854, and that death occurred at 4240 °n., from the causes and on the dale stated above.
Za. SIGNATU;? W (Degree or ige) /};23b. ADDRESS ) i 3. DATE SIGNED
/‘9. . Iebanon, Missourl VoL YiaTd a

BURIAL, LREMA- | 24b. DATE 24z, NAME OF c.r_m—.'rsnv OR CREMATORY | 24d. LOCATION (City, town, oz county) (Sfate)

mﬁm'iv [ | Jan/ 50454 County Cemetery

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE ~ Gf 2. ({__ j

2- /35

WRITE PLAINLY—USING UNFADING BLACK INE-—MAKE A PERMANENT RECORD
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STATEMENT BY LICENSED EMBALMER

I hereby c;:rtify that the body whose fame is recorded on the reverse side of this certificate was embalmed by me, or by

. . Studont Embalimer No,
working under my persona! supervision,

Student (iceisecvense amresesssmrastessetan
Student Embalmer

Licensed Eu.nbalmer No Vé’?‘

R
. P. O. Address, AA/C ¢ {__)l
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND G. (Failure to comply wil
the above constitutes gtounda for revocation of license.) N
If this body is ndt embalmed, fact should be so, stated sbove. - SR TN -

C e




