THE DIVISION OF HEALTH OF MISSOURI

- 99—-008323

USE ONLY BLACK INK OR RIBBON TYFEWRITE IF POSSIBLE

All diseases in Port | must be cuu'sully related,

PART 1.

18. CAUSE OF DEATH (Enter only one caus
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

e par Im‘e for {a), (E?, and (c).}

eolth, . prgiierfh 0 3
Watfare tm AR 2 3 m STANDARD (ERTIFI(AT! 0' D!ATH STATE FILE NUMBER
blic
':nic. M Registration District No. __l? JUR——— 1T -1 Reg_iumtion Dislric‘!_l‘_li-._j.e..p?s_,ﬁ,_ chillrar'sji. “3,.%
?—’ Ld
1. PLACE OF DEATH 2. USUAL RESlDENCE {Whore deceased lived. If institution: Restdence befpre
300 e COUNIY BARRY STAT !EI a.-‘ EHIEI b. COUNTY E adms 3 $ron 4
-57 b b. CITY (If ouiside corporate limits, give TOWNSHIP only) lnside Limits c. chY @ 9-‘_;:;‘] insids Limits
TOW__MONETT Yes Lo Ol TOW _MONET'T g | Yol vl
c. FULL NAME OF (If NOT in hospital, give location) | Length of atay in 1b d. STREET (If outside, give lacation) Reside on Farm
HOSPITAL OR ADDRESS
wstiruTion bl Cale 8 Yrs, Lih Cale Yes [] Mo ff]
>
3. FrAME OF DE)CEASED First Middle Last 4, DATE Month Dey Year
yB& Of print OF
MARRIAH CATHERINE BROCK DEATH 3=5=-1959
= o COLOR OF FACE| 7 yuumzo I neven sanmeoJ] & DRTEOF SIRTH |5 AGE (oo fe oo sl G s
Female Jhite woowenf]2, oivorceo(]| 10-3-1870 g% [
10e. USUAL QCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stote or country} P 12, CITIZEN OF WHAT COUNTRY?
durm st af wurkm lifa, aven if retired) INDUSTRY .
mekeepat Home Stone Co., Mo. UsSa
13a. FATHER'S NAME 33k, MOTHER'S MAIDEM NAME 14. NAME OF HUSBAND OR WIFE
John M. Sanders Susie Wilcox W,J. Brock
15. WAS DECEASED EVER IN U. S, ARMED FORCES? 16. SOCIAL SECURITY NO.{ 17. INFORMANT Addross
(Yes, no, known)| (I yes, give war or datey of servite}
N Yo S N erote hone dna Brock, 444 Cale, Monett, Mo,

INTERVAL BETWEEN
ONSET AND DEATH

MEDICAL CERTIFICATION

WHILE AT
WORK O

NOT WHILE
AT WORK

O

farm, uctory, sireet, office bidg., etc.)

Conditions, If any, DUE TO (b)
which gave rine 1o }
gbove couse (o),
stating the under-
fying cause last, DUE TO (c)
PART [i. OTHER SIGNIFICAMT CONDITIONS CONTRIBUTING TO DEATH but not reloted to the termingl diesasa condition given in PART | {a} 19. WAS AUTOPSY
PERFORME%
2 CX Yes[] NO(A D
0. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART N of item 18.)
J O O
20¢. TIMEOF Heur Month, Day, Year
INJURY a.m,
peom.
204. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

21.

| ettended the deceased from

Denth occurred gt

/737 ,

to W 3" /?'r?qnd lost saw t.' alive on W 3 /?6-7

m on the date stated above; and 1o the best of my knowledge, from the covses stoted.

"I DT T

22¢c. DATE SIGNED

a7 /957

ZDDRESS E: fm .

. BURIAL, CREMATION,
REMDVALiSp-:n{y)

23b. DATE

3=-7-59

213c. NAME OF CEMETERY OR CREMATORY 23. LOCATION (City, town, or county)

Painter Cemetery Barry Co.p Missouri

{Srate)

. FUNERAL DIRECTOR

oyle E, williamson, Cassville

ADDRESS

25. DATE RECD, BY LOCAL REG. 24. REGESTRAWATURE
M )

2-13-§9

{Licensed Emboimer’s Statement on Reveras Side}




STATEMENT BY LICENSED EMBALMER

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

DY M@, OF DY i e e et e e e es st e s s e r e nar e e , Student Embalmer No. ...................

Licensed Embalmer No,f[}/—3
P. 0. Address. \0Gaauddo, 28

’

working under my personal supervision.

Student ..oocviiiiiiniiir e e e aaas Signed ./
Signature of Student Embalmer

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 handwriting.
If this body is not embalmed, fact should be so stated above.




