SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH LY P

-——
TMENT OF PUBLIC HEALTH AND uu.y 5'312‘ f] STATE FILE NUMBER
f Registration District No, ____{J__ = _________] Primary Registration District No, r L= __Registrar's NoOu moec e
AMENDED F:l_.‘hh Araey i
1. PLACE OF DEATH ¥ 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before
‘L 8 a. COUNTY G 0 Op ap a. STATE l\j’, O. b. COUNTY J a0 per admission)
: % b. COHI? (If outside corporate limits, give TOWNSHIP only} Length of stay in 1b c. COI'I"tY Inside Limirs
< TOWN Clark's ¥k. Twp. 3% vrs TOWN Boonviile Ye [0 No X
:E €. FUL;PN;AMEOOF {1 NOT in hospltal, give location) ‘ Irside Limits d EEE%EETSS (If cutside, give location) Roside on Ferm
HOSPITAL OR ~
< stiution. RED Boonville, HMo. Yer D No B} RED Yes ® No O
(o
a (hflAME OF DE)CEASED First Middle Last 4, DCA;FTE Month Day Year
Yoo or print g . o .
WILLIAM  EDWARD BROCK peam  July 26, 1961
5. SEX 6. COLOR OR RACE 7. Married BY  Never Married [0 [6. DATE OF BIRTH | 9- AGE (last binthday} | IF UNHDE! 1 YEAR "_': UNDER 24 HR
. N Months Days ours Min.
male . whi te Widowed [ Divorced [] J an 5 TS 82 |
! 10a. USUAL OCCUPATION {Give kind of work dona | 10b. KIND OF BUSINESS OR {INDUSTRY! 11. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY
- duringrmoyt of working life, even if retired) - PR
Tty aericulture Shamois, M¥o. USA
13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
A T ™
Matthew Brock Lavoria Ferguson Adeline F. Brock
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address ,ﬁrﬂ
(Yes, no, or ynknown){ {If yes, give war or dates of service) 1 , -
et unknown Mrs i. ©. Brock Boonville, Mo,
. [2ad 18. CAUSE OF DEATH (Enter only one ¢suse per line for (a), (b}, and (). INTERVAL BETWEEN
5 ART |. DEATH WAS CAUSED BY: ONSET AND DEATH
i 2 IMMEDIATE CAUSE C/ Vé MM._W
drs] s (2}
o S .
| I a1 Conditions, i any, DUE TO (b) Ny
5 which gave rise to .
z sbova cause (a), . v
= stating the under-
lying couvse last. DUE TC {c)
z PART II. OTHER IGNIFICANT CONDlTldN [ PAR l. deceased wa fernale was
g diseagd” fondition given j there a pregnancy®in last 90 days.
§ IDY:: l O Neo l O Unknown
E 7. WAS AUTOPSY 20s. ACCIDENT  SUICIDE  HOMICIDE b. DESCRIBE HOW IRJURY URRED. {Enter nature of injury in PART | or PART Il of item 18.)
b PERFORMED? a ] a ’
v YES J NOF
X120 TIME OF  Houl  Manth, Day, Year "
a INJURY s.m.
; p.m.
20d. INJURY OCCURRED 20e, PLACE OF INJURY (e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factory, sireet, office bidg., etc.)
NOT WHILE AT WORK [ -
[a ]
é 21. | attended the decessed f@W%’_L‘ t d last saw | -Iwe o
o Desth occurred at 3 — v 3 on thefdate stated above, and to the best of my khowledgd/ from the causes stated.
e
2 L (Degree or U e) ADDRESS 2Zc. DATE SIGNED
S| 1| - 0
’ w = 7'-2.7
% | 75 UmiAL, CRERATION, ) Tk NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or tounty) (Gtare) ?
S o REM VAL (Specify) - 1 Hoonv :
9 =] burial 7/28/61 Walaut Grove Jer, nville, Ko
-3 <f 24 FUNERAI. DIRECTOR ADDRESS 7.57715 RECD. BY LOCAL REG. | 26, Uﬁmun 3 SIGNATURE .
Lo > . . 7 / . '
= =) B. W. Thacher Boonville, Mn, L A Lrace, ‘7- Gtaay |
+—
({Licensed Embaimer's Stalemant on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No,

working under my personal supervision.

Student Signed
Signature of Stydent Embalmer

Licensed Embalme 57??
. . P.O. Addre . /Z

v

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. ({Failure to compf
with the above constitutes grounds for revacation 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.




