: ] THE DIVISION OF HEALTH OF MISSOUR| T T ra amsooera |
e &iﬂu’ li%9&695g STANDARD CERTIFICATE OF DEATH 99= 59%2?;%%
U

:j.::. nit #A-32]+ Registration District Ne. La/ 7 Primary Registration D""'c' Ne. \5?0 — el s Mo, No., /%—é-@— -
. PLACE OF DEATH . 2. USUAL RESIDENCE (Where daceased livad. |f institution: Residence befofe
a COUNIY  am  T0UIS o STATE  MToQOURI b COUNTY NEW "y//
-57 b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limirs e. CITY Inside Limits
TOWN ON BARRACKS Ves [] No X Town  GIDEON Yol No (i
. f{gls-_gl#:t‘%grz (If NOT in hospital, give location) Len}grh of stay in 1b G?q $ iB%EREE;S {If outside, give lacation) Reside on Farm
iNsTITUTION VETS, ADM, HEGSP, 19 DAYS 0 BOX_ 283 Yos [] No[X)
3. NAME OF DECEASED First Middle Last 4. DATE Month oar
(Type or print) CALVIN c BROWN oOf,  MAY 26, *1959"
5. SEX 6. COLOR OR RACE| 7. MARRIED@NEVER marrien[] 8. DATE QF BIRTH 9. AGE' (h'i':ri:l:;; :::‘P:’ﬁERII;LElAR ':ul.J:.DER 2;:'!?5.
2 WETTE { wooweo[] ovorceo[ ]| FEB 6, 1890 6§ | I

F0a. USUAL QCCUPATION (Give kind of work donse | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?

during mast of working Life, even il retired) RY
NOWE NG ANNA, ILLINOIS ,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME ] 14. NAME OF MUSBAND OR WIFE
" CAIVIN C. BROHWN UNKNOWN f ERNESTINE BROWN
2 15 WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. S0CIAL SECURITY NO.| 17. INFORMANT Address
2 | oy gy e | UNKNOW VA HOSPITAL RECORDS, JEFFERSON BARRACKS,MO.
o 18. CAUSE OF DEATHAEM« only one cause por line for (a), (b), and (c).} INTERVAL BETWEEN
) PART |. DEATH WAS CAUSED BY: ONSE}EE DE;OA'IéI-ji
e IMMEDIATE CAUSE (a) CARDIAC DECOMPENSATION Seve weeks
o
=
w Condisians, 1t any, . DUE TO (b) _ARTERTOSCLEROTYC HEART DTSEASE 3 Years
t w:ﬂleh gave l'll; r)o } .
al ve cavie al,
=z 1 h ders
el.l ) oerow A 200
: =¥ = PART Il. OTHER SIGNIFICANT CONDIT/ONG CONTR]BUTING TO DEATH but not related to lho 'oﬂnlncl diasass condltion glven in PART | {a) 19. WAS AUTOPSY
E <] Right Middle & Lower Lobe Atelectasis wit chial compression ERFORMEDY {
T Of= _héLénth:acctiLnOdea
N X £ 1 20 ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART t or PART 1 of item 18.)
= =8 I R
v O i ]
]
: j U] 2c. TIME OF Hour Month, Doy, Year
A 2 ©ORo INJURY a.m.
§ : Ed p.m. .
E 4 20d. INJURY OCCURRED .| 20e. PLACE OF INJURY (e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
w WHILE ATD NOT WHILE [3 farm, .ctory, stroet, office bldg., etc.)
L] R
E 2|/Vanen¥£rh- deceased rom MA! I 2 l% ;9 s wMAY 26 1959 *4+30000. 10100
H M”‘l“r 1 AW : P m on the dote na!ed above; and to the but of my knowledge, from the causes stated.
K 220. SIGNATURE |4 ), Degres or titls) T T22b. ADDRESS 2. GATE SIGNED
o
= W.Oppler,Dir. -Services, ., M.D.VAH, JEFFERSON BARRACKS, MO. | 5-27-39
23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY DR CREMATORY 23d. LOCATION {City, tawn, or county) (51010)
REMOY AL (Specify)
Removal 5/27/59 Gideon, Mo Gidegn, Mo

24. FUNERAL DIRECTOR ADDRESS 25 DATE RECD. BY LOCAL REG. | 24 15T R‘w %”‘
Edvard Fendler 5611 South Grand Blvd. | 5 .972-&F :

i d Embalmer’s & on Reverse Sids}




-

STATEMENT BY LICENSED EMBALMER
1 hereby certify that the body whose name .is recorded on the reverse side of this certificate was embalmed

BY I8, OF DY oeiiiiiie i ettt e it e et e e ettt e emna e e e s s aeneern e taearaatan s rarernns i , Student Embalmeér No................

working under my personal supervision.

Student ...cooiiiiiiniiii e e
Signature of Student Embalmer

- '- B

P. 0. Address..

* Note: Theé 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.
a5 _ If this body is no,t;’embalmed, fact should be so stated above.
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