MISSOURL DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ’ = I

DEPARTMENT OF PUBLIC HEALTH AND W FA
T pecistration Diste =+ _2 / . ) STATE FILE NUMBER
%.“o‘. WRITE NDED egistration District No. - ___ __.__...Pnrnary Reglstration District No. -4 Registrar's No, . - .

ON THIS STUB E!! Eﬁ FEB l 'gsg
1. PLACI 2. USUAL RESIDENCE (Where deceatad lived. |f institution: Residence before

VS 300 a. COUNTY 1 ERCER 8. STATE MD b. COUNTY G‘PUID r admission)
Rev. 4/59 b. cgav {If cutside corparate limits, give TOWNSHIP only) 7qm f stay in 1b <. cgrv 7 Inside Limits
. - R -
TOWN PI?I/VCET;A/ £¢-1 TOWN 5 PI C.A/AFD Ye_am' No O

kf} é, 51 i c. I:"Lg.épl;lTﬂEogF {if NOT in hospital, give tocation) Inside Limits d. AS[‘;%EREEES (If cutside, give location) Resida on Farm

'NsmU“ONCOMMJM//'Tl’ //oSﬂ'?)u. Yes 1 No O Ye:r' 3 No 1

3. Nm OF DECEASED * First Middie | Last 4. DATE Month Day Yeor

{Type or print) AMA”DA MARr BROW” DEO:TH JAM \3/ ‘/953

5. SEX &, "COLOR OR RACE 7. Married (R Néver Married [] T6. DATE OF BIRTH | 9- AGE (last birthday} | IF UNDER | YEAR | IF UNDER 24 HR

[ Widowed [ Diverced [J 9. Months l Days | Hours | Min.

FEMALE | WH/TE 3-24-/886| 76
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during mast of working life, even if retired)

WAL Hopin 7ol NEW YoRK UvSA

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

ALS6N ADAMS CHARL OTTE WBERS O ACoB BRI WV

15. WAS DECEASED EVER IN U.S. ARMED FORCES? ‘16, SOCIAL SECURITY 'NO. INFORMANT Address

(Yes, nu,jr/:ltwn) l(lf yeas, give war or dates of tervice) ’3_ ya "li?{ ? A 6- E I

18, CAUSE OF DEATH (Enter only one tause per line for (a), {b}, and (c}. INYERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: ONSET AND DEATH

hr.

TDATE AMENDED

mmepiaTe cause fa) _Acute mvocardial infarction

DOCUMENT

Canditions, 1f any, petos) Coronary arteriogclerosis 10 yrs.
which gave rise to T —

above cause (a),

stating the under-

lying cause last. DUE TO (¢)

PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH byt not related to- the terminal PART 11l ¥ deceased was female was
disease condition given in PART | (a) there & pregnancy in last %0 days.

. IDVBI' O No l O Unknawn
19, WAS AUTOPSY | 20s. ACCIDENT SUlculDE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of imjury in PARY | or PART Il of item 18.)
O -

ERFORMED?
YES ] NODJ

20c. TIME OF Hewr Month, Day, Year
INJURY a.m. R
..

20d. INJURY QCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR 1OCATION COUNTY STATE
WHILE AT WORK [ ~ farm, factory, street, offics bldg., etc.) .
NOT WHILE AT WORK-[J

) . ) . I
1. 1 atterdied e docessed from JANUETY 28, 1961, January 30, s e e 9 ADUATY 3T, 6
Death occurred at .3;.30 A m on the date stated above, and to the best of my knowledge, from the cauzes stated.
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MEDICAL CERTIFICATION

22c. DATE SIGNED

ﬁ;gGNATURE - )RX W -22b 5_53 ', . : 5 2 g /- ‘3

234, BURLAL, CREMATION, | 23b. DATE — [ 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Sule)
REMOVA] {Spacify)

DAL |FEB-2-1963 |\ BRuMETT CEMETERK HERFCER __ Co.
24. FUNERAL DIRECTOR ADDRESS 25. DATYE RECD. B'I.LOCA_[ REG. WATURW
W/SE FuMERAL HoME Sp/c:A’A;Pp Me. 2 -/~63

d Embalmer’s Stat t on Reverse Side)

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT. BY LICENSED EMBALMER

I 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 Slgned_@ %
- . Signature of Student Embalmer
Llcensed Embalmer No. J?W

P.O. Addressw

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the abiove constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng

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




