THE DIVISION OF HEALTH OF MISSOURI

| walth, — 08
Welfare STAN DARD CER'"’ICAT! Of DEATH TRy 2TA _fé(‘?&'"uh%éﬁ-" _________
wblis
ervice Eﬂ MAY 1’8 195&“.,“;.0“ District No. _...__ 3 ______________________ -Primary Registrotion District No. --3—9’5-8 -------- - Registrar's No. /4:';’-7—- ---------
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare deceased lived. if institution: Residence before
300 a. COUNTY o. STATE b. COUNTY odmission}
Mizs
=57 b. CITY {lf outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY Inside Limits
OR Y Na (] OR i N
Towv St Charles , &l rows _ Hawikpoint orfg N0
c. FULL NAME QF (If NOT in hospital, give locatien) | Length of stay in 1b 0¢- d STREET {lf outside, give location) Reside on Farm
HOSPITAL OR - 249 ADDRESS v Q/
o insTiTution 8t Joseph Hospitel | 3 wka. o Yos [ No
3. NAME OF DECEASED First Middle Lost 4, DATE Month Day Yoor
{Type or print) OF '
Thomas lenjon Brown DEATH May 9,19
5. SEX 6. COLOR OR RACE 7'MARRIEDENEVER MARRIED[] 8. DATE OF BIRTH 9. AGE {in yaors FUNDER i YEAR| IF UNDER 24 HRS.
lagt birthday) [ Monghs | Days Hours MWin,
o white / wwoowen[] oivorcen[ ]| Saept, 11,1890 gB 5 l
10a. WSUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country) F.] 12. CITIZEN OF WHAT COUNTRY?
during most of working life, aven il retired} INDUSTRY
Merchandising Troy Mo, U,8.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Wm., Brown Sarah Hartley L_Ross Brown
| 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL $ECURITY NO.| 17. INFORMANT Address
: (Yus, no, or unknawn)| (i yey, give war or dates of service) .
| yos | Y. Rar 1 4872206191 Rose Brown Hawkpoint W
| 18. CAUSE OF DEATH (Enter only one cause per line for (o), (b}, ond {c).) INTERVAL BETWEEN
; PART |. DEATH WAS CAUSED BY ?
|

IMMEDIATE CAUSE {c) N‘%Q_Q.L s..\-h-b-&n\." S ea) u »?D F "

Conditiens, if any, DUE TO (b} et "J
which gave rlse 1o } 4
" I o 7‘ o) al i st
DUE TO {c} ‘ = '\’

obovs causs {g},
atating the under-

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

21. 1 attended the decesd from %:L_D_‘_'_ﬁ
Deoth omred at a!od above; and to the bast of my knowledge, from the couses stated.
2%a. SIGN wc) 22 Ad’DRaa‘-Q" e. DATE SIGNED
oy Sara b ° Ve (0, AT

. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (5rel)
REMOVAL {Specify)

a May 12,1959 Hawkpoint Hawkpoint MO .

ADDRESS 25. DATE RECD. BY :DCAL REG. ISTRAR'S QGNATUM é

m on the d

z lying covse loar.
o

. = PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bur not related 1o the terminal dlasase condition give in PART | (a) 19. WAS AUTOPSY 3
3 = . 4 / PERFORMER?
K = 2c Yes[] NO
I - 21 20. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter naturs of injury in PART | or PART Hl of item 18.) y
= In]

5 o O a O

2 1

v U| c. TIMEOF Houwr Month, Day, Year .
¥ a INJURY  a.m.

E x p.m.

E 204. INJURY OCCURRED 2We. PLACE OF INJURY (e.g., inwrabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
T WHILE AT NOT W‘HILE farm, .ctory, straet, olfice bidg., etc.)

; 0 SO .

.E and last saw o alive on ] {
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I NeBees Tvwp 22 | pAags3-ss
/7 (Licensed Embalmer’s 5h Reveoo o) /f
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STATEMENT BY LICENSED EMBALMER

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

By M, OF BY it e b s e s r g e , Student Embalmer No. ................cc.

working under my personal supervision.

Student - erieiiiiee e e
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 embaimed, fact should be so stated above.

Ey



