THE DIVISION OF HEALTH OF MISSOURS
1805

ALED JAN 14 1957 STANDARD CERTIFICATE OF DEATH State File Nowans A7
‘et no. 97 1 5%- 5. aec. pisT. Mo, _JB%  emiuary res. orst. 0. _3 2.3 & gevistrar's No -
1. PLACE OF DEATH ' 2 USUAL RESIDENCE (Whers decsmsed lved, I logtitution: redeses befere
a. COUNTY Linn a. STATE HO b. COUNTY Linn «dminsioal,
b. CITY (I outside corpurate limits, write RURAL and give ¢. LENGTH OF || ¢. CITY (If ounekle corporate limite, write BUBAL and give towsakip} 95
QR townahl AY. e OR :
Tom Brookfield | BRBEYE ™ 1@ Brookfield 470
d. FULL NAME OF (If not in bospital or lnstitorlon, ive strest sddrase or locstion) d. STREET (It rarsl, abve locaticn) 2
HOSPITAL OR : ADDRESS
instituTion MecLarney Hospiltal McLarney Hospital
3. NAME OF 8, (First) b. (Middle) C. (Last) 4, DATE (Month) (Day) ear}
DECEASED :
D, J ohn Grant Finnell £ Jan. bth, 1958
8. SEX )] 6. COLOR OR RACE | 7. VN}IARRIED B%E&!SRR'ED A {8 DATE OF BIRTH s.lfl-: o ymns] ¥ oca 1 T | ¥ o 32
{ H
Male White "BED 4 T Dec,318t,195% " M| B | e Mo
102. USUAL OCCUPATION (Givekindof work | 10b. KIND cF BUSINESS OR IN- | 11. BIRTHPLACE (State or forelzn eowatry) 12, CITIZEN OF WHAT
doned working retired DUSTRY Q
Bapy et Brookfield,Ho, PINETA,
138, FATHER'S MNAME 13b. MOTHER'S WMAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Grant Finnell Iva Harriett Knight ————— e — e
15, WAS DECEASED EVER [N U.S. ARMED FORCES? | 16. SOCIAL SECURITY |17, INFORMANT 'S STGNATURE OR NAWE ADDRESS
.., T DOW] . Kive war or dat service .
“Ho | oo - None Grant Finnell Keytesville,Mo,
18, CAUSE OF DEATH ME| CERTIFICATION INTE,RV.?‘L" g};r.gﬁ
1. DISEASE OR CON ONSET
'ﬁ::::’(’;;"(’:;’mﬁg DIRECTLY LEABING. '[rg%'éxm-(a, L ',.'._LA_MM‘ >

*This does et mean | ANTECEDENT CAUSES
the mode of dying. such | Morbid conditions, if any, gising DUE TO (b}

ey —
&&:P

as Aeart fallure, esthenia, rise to the abose couse (a) Hating
de. It means the dis- the underlying cause last. «2
ease, infurt, or Hea- _ DUE TO {c} Adn
tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS T

Conditions contributing to the death but not

related to the disease or condition cousing death. r
i192. DATE OF OPERA- | 196. MAJOR FINDINGS OF OPERATION 2. OPSY?

TION _ﬁ,
KO

21p. ACCIDENT (Bpaclty) 215, PLACE OF INJURY (s.x..lncraboat | 21¢, (CITY, TOWN, OR TOWNSHIF) | (COUNTY) (STATE)

boma, farm, factory, street. offce bldg., wx0.)

SUICIDE
HOMICIDE

214. TIME {Month) (Day) (Yesr) (Hour) 21e. INJURY OCCURRED 21{. HOW DID INJURY OCCUR?
. WHILEAT[ ] NOT WHILE
INJURY WORK AT WORK

21 hercby cerlify that I auended the deceased from L__J__(_ 19_—5_ o _LL 15{7_ that I last saw the deceased

and that death occurred at .._.....l_Al ., from the causes and on the dole stated above.

~J3 .
O™ WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

| 2. SIGNA (Degres ot tlsg (Fm | 23%. DATE SIGNED
- ,4 N Lfand Mo |28
Us BURIAL X 24b, DATE D4c. NAME OF CEMETERY OR CREMATORY LOCATION (Clty, town, or county) u.g!
BT Jan, 5%h,1956 Asbury Cemetery Ghn.ri ton C oun y}r:Mo_.
DATE REC'D BY %L REGISTRAR'S SIGNATURE F; R DIRECTOR' S S1GMATURE ADDRESS
1-8-87 ' Kﬂﬁw‘w : 4 Kevtesville, Mo,

{Licensed Embalmer’s Statement on Reverse Side)
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. 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, or by

working under my persona! supervision.

SEUABNE cvveuorrenrvassnrsessarsasansassnans Smnedmz./ﬁ -

Studmt Embalner
" Licensed Embalmer No... .QSJ “

Note: The ebove MUST BE SIGNED BY THE LICENSED EMBALMER in his-OWN HAND
the above constitutes grounds for revocation of. hcense.)

If this body is not embalmed, fact should be 5o stated above.




