THE DIVISION OF HEALTH OF MISSOURI

B 8-013030

lealth, . .
Welfare fILED MAR 19 1958 STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER
ublic _-{_'-5.
yervice _R_ogis!mtion_ Distriet No. v unes ,,Z ________ Primary ReEi stration District No.__& 2 ‘.3. _____ Regis:rgr's No.._-/._-k---
1. PLACE OF DEATH 2. USUAL RESIDERCE (Where deceased lived. If institution: Residence befor
00 a COUNTY yri pht @ STATE issourst ONMWpigh
I b. CI(;rRY (If cutside corporate limits, give TOWNSHIP only) Inside Limits c. CIOTRY ,L‘l lnlida%nits
\er TOWN Mans{ield Yes il No[] TOWN Mmnes / 5 Yos [J e [
\ O . }ﬁgls.Fl'-]‘::lh_A%gF (H NOT in hospital, give location) | Length of stay in 1b d. iBRD%EE-;S {If outside, give locur‘i.;n) Reside on Farm
INsTITUTION Mansfield Hospital | 2 days Montgomery Tomship Ves K] No[]
3. NAME OF DECEASED First Middle Last 4, DATE Month Day Y aar
{Type or print) OF
William Worth Broughton DEATH February 28,1958
5. SEX 6. COLOR OR RACE| 7. wARRIED[ ] NEVER MARRIED[ ] 8. DATE OF BIRTH 9. AIGE' Ll‘n'uur; ;iﬁ‘ﬁER;:EAR |EOE:DER 2;:R5-
male O white WIDGWED ] vorcen[ 1) April 12,188k ¢ I I " I l
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BU‘glNESS OR 11. BIRTHPLACE (City ond state or country} 12. CITIZEN OF WHAT COUNTRY?
. during most of working life, svan if retirad) g‘DUSTRY 0
Minister ospel Blocdland USA
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* UUSE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

13a. FATHER"S NAME

Willaim Broughton

13k, MOTHER'S MAIDEN NAME

Qotavia Quesenbury

14. NAME OF HUSBAND OR WIFE

Sirilde E.Broughton

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
(Yﬁ,de, or uﬂ.knqwn]l(lf yes, give war or dotes of sarvice)

16. SOCIAL SECURITY NO.| 17. INFORMANT

Mrs Veda Hicks

Address
- Moumtain Grove,Missouri

18. CAUSE OF DEATH (Enter only one cause p
PART |. DEATH wAS CAUSED BY:

line for {a}, (b}, and (c).}

INTERVAL BETWEEN

IMMEDIATE CAUSE (o)

Conditions, if ony,

(/7 . ONSET AND QPATH
L2 Ll sl A A L2 A .
5{ A{;J "

which gove riss to
above eause {a),
stating the under-

} DUE TO (b} [

(It e fooy
v 7 7 7

g lying couse last. DUE TO (c)

= PART ll. DTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relatsd to tha termingl dissase condition given in PART | (o) 19. WAS AUTOPSY

6 PERFORMED? 2—'

o 334 X yes[] NOX]

2| 200. ACCIDENT SUCIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART N of item 18.}

w

v J O O

S| 20¢. TIMEOF _Hour Month, Doy, Yeur

8 INJURY am.

3 - p.m.
20d INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor cbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, factory, strest, office bidg., etc.)
WORK AT WORK . L
21. | attended the deceased from i— : i&%, s—g 1o M-Zf ,-SY and last saw Ihm alive on y J( Y

Qnaf) occurred at L, p‘ m on the date sm?nd above; cmd to the best of my knowledge, from the causes stated.
NATURE . ,{Degreecr title} l-22h. 22c. DATE SIGHED
ZM S0 a ' -5
L et b L

23e. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tewn, or county) {State)

REMOVAL {Specify) C
Burisl | Menes “emetery Wright County, Misso
24. FUNERAL DIRECTOR ADDRESS 2% R

Barber Funeral Home “N&m% vz, N,

5 /BRECD BY LOCA.L REG. AR’S SIGN?D

{Licensed

Embalmer*s Sfatemant én Reverss Side)




STATEMENT BY LICENSED EMBALMER

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

.......................................................................................... .» Student Embalmer No. ............co.c.ns
working under my personal supervision.
Student ..o e Stgned / e
Signature of Student Embalmer .
' ‘ . Licensed Embalmer NgZ/... /
) ' P. 0. AM.. ¢.

_ 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 license).
If embalmed by a STUDENT, he also shall sign in his OWN handwntlng
If this body is not embalmed, fact should be so stated above.




