MISSOURI DIVISION OF HEALTH —STANDARD CERTIFICATE OF DEATH

Primary Registration District Nu3 -.O_Z.-_-___Regsmar ‘s No. __3 G

DO NOT WRITE
ON THIS STUB

AMENDED

33

Registration District No.

62 =0302233

STATE FILE NUMBER

VS 300
Rev. 4/59

nitbd
20/6?3

DATE AMENDED

3

USE BLACK INK
TYPEWRITER RIBBON

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

INSTEAD OF

SHOULD READ

ITEM NO,

DOCUMENT

BY AFFIDAVIT OF

1. PLACE OF DEATH

* N cape Girardeau

2. USUAL RESIDENCE (Where deceased lived.

a. STATE Missouri COUNTY

If institytion: Residence before

Cape Girardeail”

Length of stay in 1b

65

b. Col‘l;( {If outside corporate limits, give TOWNSHIP only)

ToWN _ Cape Girardean

yaars

c. CITY

TowN Cape Girardeau

tnside Limits

Yeos & Ne O

c. FULL NAME OF {If NOT in hospital, give ltocation) Thaide Limits

HOSPITAL OR

INSTITUTIONSt. Francis Hospital YesJ{] No[]

d. STREET {If cutside, give |ocation)

R 818 Perry Ave.

Reside on Ferm

Yes ] No I

Middle

E,

3. NAME OF DECEASED
(Type or print)

Firgt

LYDTA

Last Month

BROWN

thr

7. Married [] Never Married [J
Widowsd I Divorced (J

5. SEX 6. COLOR OR RACE

Femade White

OF
DEATH Ay gus 13 962
tF UND 1 YEAR | IF UNDER 24 HR

8. DATE OF BIRTH | 9 AGE (last birthday)
Mq-r.g I 6 Houra Min.

10b, KIND OF BUSINESS QR INDUSTR

F.

10a. USUAL OCCUPATION (Give kind of work done
during most of working life, even If rehred)

Supervisor, re

W. W oolworth U

10/&%%/‘%}%C 6 d 6?1'?; 2. CITIZEN OF WHAT COUNT
Y| 11 I ity an anrl"rf coun 12. CITIZEN OF W UNTRY
c S N

13a. FATHER'S NAME

John Frederick Schwab

13b. MOTHER'S MAIDEN NAME

Emma Graden

14. NAME OF HUSBAND OR WIFE

John I,, Brown

1£_SOCIAL SECURITY NO.
4

5. WAS DECEASED EVER IN L5, ARMED FORCES?
(Yes, no,I\?r unknown} ,(If yes, give war or datas of serviq
o)

17. INFORMANT Address

Mrs, Dorothy Herbst Cape Gir..Mo,.

MEDICAL CERTIFICATION

18. CAUSE OF DEATH (Enter only one cause per line
PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (s)

DUE TO (b)

INTERVAL BETWEEN
. QNSET AND DEATH

/

which gavs rise to
abhove cause (a),
siating the under-

Conditions, 1f eny,]
lying cause last,

DUE TO (c)

PART 1.
disease condition g

@mzm‘r 1 {a) “_‘(o P 4

OTHER SIGNIFICANT _CONDITIONS CONTRIBUTING TO DEAT

PART Il I deceased was female was
there a pregnancy in last 90 days..

} J Yes | [ Ne | a Unknown!

wt not related to the terminal

77

19. 'WAS AUTOPSY
PERFORMED
YES [ NO

202. ACCIDENT  SUICIDE  HOMICIDE
o ] ]

20b. DESCRIBE HOW INJURY QCCURRED. {Enter naturs of

20c, TIME OF
INJURY

Hour Month, Day, Year
am.

p.m.

njury in PART 1 or PART 1) of item 1B.) i
)

20e. PLACE OF INJURY (e.g., in or about homas,

. INJURY OCCURRED
20 farm, factary, street, office bidg., atc.)

WHILE AT WORK [
NOT WHILE AT WORK []

20f. CITY, TOWN, OR LOCATION COUNTY STATE

i
!

4

21, | attended the deceased ﬁon%, !_@#&Lﬂd last saw mllive onMZ@_?
L]
Desth accurred at. 7 m on thedate stated above, and to the bast of my knowledge, from the causes stated.

22a. SIGNATURE

. AL

4‘5_ (Degru:':r title) % 6 (

ADDRESS

am 227 ;yueo{

23b. DATE L 23¢. NAME OF CEMETERY OR CR

rial Aug, 23,196

23a, BURIAL, CREMATION,
REMOVAL (Specify)

Memorial Park Cem.

m%"‘-

d. LOCATION {City, town, or county) [4 (Sule,

ape GArardeau, Missourl

24, FUNERAL DIRECTOR ADDREStape GiI' .y
Walther's Funeral Home Mo s

25. DATE RECD BY LOCA|

REG 26, R‘GI:IRAR'S SIGNA‘I’URE_X E

{Licensed Embalmar‘s Statenent on Reverse Side)




- - .

S 298[0 d3S

’ T €96l ¢ 9314 Lo
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e
¥
N

2 - .
STATEMENT. BY LICENSED EMBALMER .

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

or by Student Embalmer No.

working under my personal supervision.
Student, Signed 1MM

Signature of Student Embalmer

Licensed Embalmer No. vft//d {;

l
P. O. Address. 7 % .

. ' Nofe: The above MUST BE SIGNED' BY THE LICENSED EMBALMER in his QWN HANDWRI%ING. (Failure to comply
.. with _the above constitutes grounds for revocation of license).

- T If embalmed by a STUDENT, he also shall sign in his OWN handwriting. . R

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

- L3

- . - -




