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elc. must usa only standard nomenclature in item 18. No symptoms will be listed.

Part | must be causally relared.

ctor, coroner,

s All diseoseés in

o

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

FILED NOV 121957 STATE FILE NUMBER
_ngiﬂrqﬁon_ Di_sli_!ic! No. 38 Primary Resutrahon Dlsfrl!:f | L T— 309.6 .............. Reglstrur s No. .__?__Q Q eeer e
I. PLACE OF DEATH 2. USUAL RESIDEMCE (Where deceased lived. If institution: Resldance befnre
a. COUNTY Boone e. STATE MO, b. COUNTY Phe 1 g dmission}
b. CITRY (If cutside corporate limits, give TOWNSHIP only) tnside Limits c. CITY lnslr.fe Limits
- : . OR
toow  Columbia, Missouri [r=s& N[ Tome  St. James o ('/ﬂ ves[] No[H
c. FULL MAME OF |, 4give logag Length of stay in b d. STREET If outside, give loddt ! Resid. F
HOSPITAL OR Uﬁ'iw VL B Lo > ADDRESS pt 9 ( o give locotion) e
INSTITUTIONMO ical Centler 12 days ; - Yes [ No (]
3. NAME OF DECEASED First . Middle Lost 4. DATE Manth Day Y ear
{Type or print) . oF
Boyd Annold Brown - bEATH Nov, 7 1957
5. SEX U] 6. COLOR OR RACE T'MARRIEDDNEVER MAQ]ED@ 8. DATE OF BIRTH 0. AIGE E_,, ;;m] l:UI;I:ERgYEAR |: UNDER 2’44_HRS.
L) a "
Male White wiDOwED [ ] oivorcenf ] 7/19/38 - i o "
Weo. USUAL OCCUPATION (Give kind of wark dona | 10b. KIND OF BUSINESS OR H. BIRTHPLACE {City and stote or country) [& 12. CITIZEN OF WHAT COUNTRY?
during most of workinuﬁi-. wven if ratired) INDUSTRY
arm L.abor arm_Laborer St., James, Mo, U.S.A

130. FATHER'S NAME

Ed S. Brown

13k, MOTHER'S MAIDEN NAME

Clara wheat

14 NAME OF HUSBAND OR WIFE

\f I';S?CEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
. o A7 prknown)| (If ye. ive w o3 of service) . + M
o rewnl| (1 yes: lve moncdat | 494-42-7975 Hospital Records Columbia Mo.

18. CAUSE OF DEATH (Enter anly ane cause per lige for {a), {b), and {c}.)
PART L. DEATH WAS CAUSED BY: éut
: IMMEDIATE CAUSE (a) &"'&“’ W F‘l‘*"“ﬁ 7. .

INTERVAL BETWEEN

ONfTaND-a.EATH

Unermia

b wede ()

Condirions, if any, DUE TO (b) :
which gove rise to } B
above couse (o), . . )
ating th der- ‘& " ‘é‘, . ") d ‘I
z Iring cavae Tasr. 3 DUE TO (<) e M"‘Pm X (
=1 Pl < PARTJi. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not rbMoted to_the terminal disesse condition given in PART I (g} ~ 19. WAS AUTOPSY
hy} - PERFORMER?
g Amsanias SIAX YES[] NO
=1 200. ACCIDENT SUICIDE - HOMICIDE |- 20b. DESCRIBE HOW INJURY. OCCURRED. (Enter noture of injury in PART | or PART Il of item 18.) v
wt
© O ] 0
é 20c. TIMEOF Hour  Month, Day, Year
a INJURY  am.-
k3 p.m.
20d: INJURY OCCURRED 20a. PLACE OF INJURY {e.g., inor cbout home, 20! CITY, TOWN OR LOCATION COUNTY STATE
WHILE ATI'ZI NOT WHILE D - - farm, factory, street; office bldg., etc.)
WORK AT WORK

2. |uﬂeﬂdnd the deceﬂsed from _‘_ ,JS_ M’

77

ID

v‘:!h occurr

and laat ““'hh' alive en IM

= m on the dote stated above; and to the best of my knowledge, from the cavses stated.

U4

DATE SIGNED

o P, Gt ; olontin 10 . Ii;:zm"_}

CREMATICN,

23a. BUR#
Buriat”

23b. DATE

11/9/57..

Tl M

23¢. NAME DF CEMETERY OFCREMATORY

o .

‘St. James Cem.

234, LOCATIUN (Cl!y, lowﬂ, or coumr)

. (State)

St. James, Missouri

G lndi i

25. DATE RECD. BY LOCAL REG

Nev-8 1957

24. REGISTRAR'S-SIGNATURE

Mur B & Palmnan,

(Licensed Embalmer’s Statement on Reverse Side}




........

STATEMENT BY LICENSED EMBALMER -

I hereby certify that the body whose name is recorded on the reverse side of this cettificate was embalmed

by me, by ..o erreeererenerenenrrenerant rreenaens eemerrmrrseeeresasts ., Student Embalmer No.............ceeveee

working under-my personal supetvision.

Student oo e s
Signature of Student Embalmer

- Licensed Embalmer
P. O. Addresg et
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of hcense)

**. If embalmed by a STUDENT, he also shall sign-in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.




