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WRITE PLAINLY—USING UNFADING BLACK IN.I-{—-MA.KE A PERMANENT RECORD

" BIRTH NO.

FILED NOV 9 1955

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. N'O.'-,.; 3 E PRIMARY REG. DIST. NO.M

State File No39400 .......
Regssirar's Na._..........ﬂ............

1. PLACE OF DEATH

2. USUAL RESIDENCE (Whbere deconsed lived. If inatitution: residence before

a. COUNTY Shelby a. STATE MiS'Souri b. COUNTY ShelbY admission).
b. CITY (I outcids corpurate Umits, write RURAL and give ¢. LENGTH OF ¢. CITY . d. 1s Resldenee within lmits .;_
OR ip){ STAYr4n v OR *
ows Rural - Lentner TW&P|~17°'¢#&) 0w Rural ARG
d. FULL NAME OF (If not in boapital or institution, give streat address or location} STREET (If rursl, give location) C\ J\ v
HOSPITAL OR ADDRESS '
wstitution 5 Miles West oF Shelbina ! v
3 gs%’é%s?z% a. (First) b. (Middle) ¢. (Last) I 4. DATE (Month) (Pay) . (Y?)
(Typeor Pring) ~ JONI {None) Brown osamn Nove 17, 195
5. SEX -1, 5, COLOR OR RACE | 7. xﬁ)%%lég EIE\}ISECESRRIED' B, DATE OF BIRTH 9.1..‘\'55“&::1:«5;n h: UNDER 1 YEAR | ¥ UNDER 4 MRS,
- . (Bpeciiy) ) . - t bi ¥ onths| Daye | Hours | Min.
MaTe White ( Aug, 16, 1885 | 70 l |

10a. USUAL OCCUPATION (G Wekind of work
domﬂlrin; mowt of working lifs, sven if retired)

armer

10b. KIND OF BUSINESS OR IN-
DUSTRY
Own Farm

11 BIRTHPLACE (City and State or Foreign Country} 12, ngI%EN ?FWHAT
Cedar County, Missourl .

13a. FATHER'S NAME

John Brown:

13b. MOTHER"S MAIDEN

Amanda T. Gentry

NAME 14, NAME OF HUSBAND OR W{FE

Clara I. Brown

15. WAS DECEASED EVER IN U.5 ARMED FORCES?

{Yes no.orunkoown) | (If yes, kive war ot dates of sorvice)

No - -

16. SOCIAL SECURI'JOY
None

17 INFORMANT S SIGNATURE OR NAME ADDRESS

Mrs., Clara I. Brown, RFD Shelbina

‘||. Enter only onecause per

18. CALISE OF DEATH

lne for (a), (b}, nnd (c)

*This does not wmean ANTECEDENT CAUSES

the mode of dying, tuch
az keast fakltire, asthenta,
ete. It means the dis-
ease, infury, or complice-

the underlying cause last,

1. DISEASE OR CONDITION
DIRECTLY LEADING TQ DEATH* 5y

Morbid conditions, if any, giring DUE TO (&)
riss to the above coulde (a) stating

MEDICAL CERTIFICATION

Covonary OCC,u S/iol 5 inutes

INTERVAL BETWEEN
ONSET AND DEATH

___Clo_\: S 3 dl’gc--'

DUE TO () (DCLY'CJ AR O-C CDION

tion which coused death.

11. OTHER SIGNIFICANT COHDITIONS

Conditions contribuling to the death but not
related to the diseate or condition cousing death,

/5 3x

19a., DATE OF OPERA- | 19b, MAJOR FINDINGS OF OPERATION - 20. AUTOPSY?
TION .
ves L] NOE

21a. ACCIDENT (Bpecily) 21b. PLACEOF INJURY (e.g..inorebont | 2I¢, (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)

SUICIDE bome, farm, lactory, street, office bldx..ew.)

HOMICIDE
2id. TIME (Month) (Day) {Yea) (Hourt | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

OF WHILE AT [} NOTWHILE

INJURY = | woRK AT WORK

Ml /7 _

2z. I hereby certify hat afiended the deceaszed from
alive on 19&, and thal death occurred at

_3USB m

19&0 _M 1955 that I last saw the deceased

., Jrom the causes and on the dale stated above.

23a. SIGNATqu’ : r : ’éfmor mle}j

I 23c. DATE SIGNED

" Clarnce s /gl -ss

BURIAL, CREMA-
TIDN. REMOVAL (Bpedty)

24b. DATE
11-2£ 195%

| 24:, NAME OF CEMETERY OR CREMATORY

. 24d. LOCATION {City, town, or county)

Shelbina, Mlssouri

(State)

DATE REC'D BY LOCAL

/=R A~ E¢

REGISTRAR'S SIGNAT!

&z

Shelbina Cemetery

419
0

25. FUNERAL DJRECTOR'S SIGNATURE ADDRESS

Shelbina, Mo.

(Licensed Embalmet’s Statemnent on Reverse Side)



' El - .

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was em]

by e, OF DY i e e , Student Embalmer No..........

working under my personal supervision..

Student ... . i e
Signature of Student Embalmer

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

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

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

L



