URI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
FILED VS JAN -

Registration Disfrict aﬁg____l__Zf_____.anuy Registration District No, ﬂi‘:_‘{.---ﬂegmur ‘s No. ---..Z../__f_ _____

- 059

044626

STATE FILE NUMBER

ENDED YL
Fi
1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institytion: Residence before
a. COUNTY 8. STATEwr b, COUNTY admission)
Lafayette Missouri Lafayette
k. C(IJ'LY {If outside corparate limits, give TOWNSHIP only) Length of stay in 1b ¢, CITY v Inside Limits
- OR
owN Clay Twns., B By ieers YN0 TOWN Odessa Yergl No Ol
¢. FULL NAME OF (1f NOT in hospital, give location) Inside Limir d. STREET {If cutside, give location) Reside on Farm
HOSPITAL O ADDRESS
nstition Goodloe Nurseing Home |¥0 n@ Wosrs/ L Yo O Ne X
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
(Type or print) H t,t . DEOJ':TH
attie Brown Decemeber 30,1959
5. SEX 6. COLOR OR RACE 7. Married Never Married [] 8. DAYE OF BIRTH | 9- AGE (last birthday) | IF UNDER 1 YEAR IF UNDER 24 HR
. . H Months D H Min.
Femal e whlt e Widowed Divorced DA]lg . 28 ’ 18 9 90 ays ours i
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and stete or country) | 12. CITIZEN OF WHAT COUNTRY
most of wer g life, even if retired) . .
“H3GS e 2 Jd&-— Missouri &S a
13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Lewis Rose Sarah E. Watson Chas. Brown (deceased)
5. WAS DECEASED EVER IN U.S. ARMED FORCES? 14. SOCIAL SECURITY NO. 17. INFORMANT Address
[Yes, no, gr ynknown}{ (If yes, give war or dates of service) . .
oo} none Mrs. Wm. Spicker, 164 N.Henning,
E 18. CAUSE OFPRE?'I"H (ErenerHonly O“E :.nsnEEpBeYr line for {a}, (b), and [c). K C Kan . INTERVAL BETWEEN
RT {. ATH WAS CAU : . ONSET ANLQ DEATH
[T}
g IMMEDIATE CAUSE (s} M %WW C‘Q‘-m* /z
o
g CM%M : Ly A
o Conditions, if any, DUE TO (b} d
which gave rise to
above cause (a),
stating the under- M“"‘J ¢': é r
Iying  cause last. DUE TO (¢} ”
F PART 1. QTHER SIGNIFICANT CONDITIONS CONTRIQUTING TO DEATH but no! related to the terminsl PART (1L If deceased whs female was
g disesse condition given in PART 1 (&) there a pregnency in last 90 days.
§, ID Yes | {0 Neo rD Unknown
::- 19. WAS AUTOPSY 20s. ACCIDENT  SUICIDE  HOMICIPE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injuty in PART | or PART I of item 18.}
X PERFORMED? O a w]
v YES[(] NOm
— >
1 720c.TIME OF  Heut  Month, Day, Year
a INJURY  am. :
£ . p-m. . .
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or sbout home, | 204, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [] farm, factory, sireet, office bldg., etc.)
NOT WHILE AT WORK [J
. ; . g h :
- 2). | attended the decessed fro f : 5 . ?GM%@'M lost saw L:Lulivt GM
Deatl curred  at Ze m on the date steted above, and to the best of my knowledga, from the causes stated.
L
5 72a. SIGNAJURE [Degree of_fitle] 776, ADDRESS 22c. DATE SIGNED
= fom Q m—/&a ///0A7M-47 /15/f
< 23a. ?(A { CREMATION, | 23b. DATE 23¢. NAME OF CEMETERY OR CREMATORY / 23d. LOCATION (City, In , or { gm)
o REMONV AL (Specify)
T rial Jan.2?2.196 Qdesss Cemetery Odessa: M°°
< | "24. FU DIRECTOR L KDERE 25. DATE RECD. BY LOCAL REG. | 26., BEGISTRAR'S SIGNATURE
> % —
@ %Wu M écﬁfaﬂc_ A2/ ?

{Licensed Embalmer’s Statement on Reverse Slde)

)
v




&
¥

i
STATEMENT BY LICENSED EMBALMER

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

or by Stydent Embalmer No.

working under my personal supervision.

Student Signed M/%/W‘— 7

Signature of Student Embalmer
Licensed Embalmer NO.M
P. O. Addressw

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comy
with the above constitutes grounds for revocation of license).
« |f embalmed by a STUDENT, he also shall sign in his OWN handwrmng
If this body is not embalmed, fact should be so stated above.




