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NLY—.(ﬁ‘:'—G’UNFADING BLACK INE—MAEE A PERMANENT RECORD

WRITE PLAI

FILED MAY 10 1355

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH " Stte Fite Novn i e I

REG. DIST. KO~ "fZ"[——“- PRIMARY. REG. DIST. NO._.QL.; Regisivar's No 4{2‘

11328

"BIRTH NO.
I. PLACE OF DEATH b o 02, 2. USUAL RESIDENCE (Where deconsed lived. If lostitution: reaidsnce befors
a. COUNTY . STATE b. COUNTY adinimion).
Clay 0 : Missouri Jackson ”
" b. CITY (! outnide corpurste limita, writs RURAL and give ¢. LENGTH OF c. CITY . & Is Residence within lmits of
OR township) | STAY ¢ is place)| QR 'y city 3 lneorponhd town?
TowN Excelaior Springs, Mo, ‘fl. 'aa TowN Kangas City SWpTR D
d. FULL NAME OF _{Jf not in hoapital of institution, give strect address or location) 5. STREET (If rursl, give location) 3
HOSPITAL OR  ADDRESS 5‘2—
efiron Yeterans inistra j;ng'mHI2§P” 514% Main Street a
3. NAME OF 8. (First) b. (Mliddle) ¢. (Last) 4. DATE (Month) (Da
DECEASED LIS W)
(Tvpe or Print) OVEN (1) BROOKS oeam  May 1, 1955
. 5, SEX O 6, COLOR OR RACE | 7. MARRI!EEB' NE::’ER MSRRIED. 8. DATE OF BIRTH 9, I:Gskg:i::;n r‘l;" u::u 1 YEAR | & UNDER & WS,
Spect. t on Days | Hours | Min.
Male ¥hite. WERRECMARIEEL™ Y | March 5. 1900 55 . l |
10a, USUAL OCCUPATION (Giv work | 10b, KIND SINESS OR IN- | 11. BIRTHPLACE .
:i;.é, urin;mu:n!worﬂul.:!i?::-k:‘g::th:rd]; oe ! OF BU DUSTRY {City ead State or F“"'" Cnn?v) uég{JTNIZE{"‘{?OFWHAT
orer Railroad Webster County, Georgia o S. A,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
William J. Brooks Emma Wilelby _ - -
1‘5‘; WAS DECEASED EVER IN-‘U.S.ARMED FD?RCE? 16. SOCIAL SECUREI'J 17. INFORMANT' S S{GNATURE OR NAME ADDRESS
- unknown) | (If yes, eive tes of service)
Por | wiftd 331 12 8228 VA Hospital records
18. CAUSE OF DEATH MEDICAL CERTIFICATION Ig;rég}_rn BETWEEN
AND DEATH
mf;?go(:?e:nu:g L O O AT @« __Bypostatic pneumonia, lower lobes aknown
= | aTeceDeNT causes Myocaﬁdial enlargement with :
the mode of dying, such [ Morbid eonditions, if any, gioing DUE TO (B) insufficiency Unknown
a2 hearl feflure, asthenta, mtut: dtfrcl :ig?t c:amfag ;1) stating .
caulse .
. ’;‘f"”r‘;’? the dts- oug 1o 9 ohroniec adhesive pericarditis Unknown
tiom which cared death. | 11. OTHER SIGNIFICANT CONDITIONS 1, gub ercglosig i31;.1111o:;:.za,::-y, chronic, far| 2 years
Cunditions contributing fo the dealh bud not a .
related to the di::au ;?mmo; emuin; death. Z_VR%ge g Unimown
19a. DATE OF OP'FI%}W. 19b. MAJOR FINDINGS OF OPERATION arterﬁg 20, AUTOPSY?
-— N -, . —_— % S X B Sl ves B
2ia: ACCIDENT * (Bpecity) . 21b. PLACE OF INJURY {s.g..inozaboct | 2ic. (CITY, TOWN, OR TOWNSHIP) (COUNTY} (STATE)
SUICIBE. . T ) | bome,tarm. tactory . atreet, offics bldz., e}
HOMICIDE — 3 ‘ —
21d. TIME {Month) (Day) (Year) (Hour) 21e, [NJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
oF . L WHILEAT{™] NOT WHILE
INJURY ——— WORK AT WORK -
2, 1 hereby certify that I atlended the deceased from Aprid 1) 1955, May 1 19 55, doucKi
and that death occurred al 9.2_11'_1_.& , Jrom the causes and on the dale siated above.
23a. SIGNATURE W (Degres or th.le)o 23b. ADDRESS 23¢. DATE SIGNED
Fo Jo. MANTELF,M.D., Acting Pathologist~| Excelsior Sm' ings, Mo, Msy 2, 1955

24s. BURIAL, CREMA-

a7 V)

24b ATE

Cd

Z4c. NAME OF CEMETERY OR CREMATCRY

{5tote)

nm; REC'D BY LOCAL | 5

24/ /be
5

25, FYMERAL O RECTOR' S 5| GMATURE

24d, LOCATION (City, town, or
CohumBlIS gev

L2/
Z1




STATEMENT BY LICENSED EMBALMER

. I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb:

by me, or by ...... eeeneneend e e eeeaeenenataanaananans Tareeeneenene beeennn , Student Embalmer NO...........

~ . v

working under’my personal supervision..

Signature of Student Enbalner

Licens'ed__E_:_mbal No.. Z .- .

" o o . P. O. Address\GF/ZZA.L:

. Note The above MUST BE SIGNED BY THE LICENSED. EMBALMER in his OWN HANDWR.ITING. (F
. to comply with the abowve constitutes grounds for revocation of license). e s

If embalmed by a STUDENT, he also shall sign in his OWN handwntmg.

¥ this bedy is not embalmed fact should be so stated above. s

. Ay




