MISSOURI DIVISION OF HEAI.TH STANDARD CERTIFICATE OF DEATH o -63—-G0 56 59
Registration District No. -_-__é_ _J’rlmurv Regirtration District Noé.-_ﬂyﬂagmnr ‘s No. _Z a R STATE'FILE NUMBER

1. PLACE OF DEATH ’ 2. usuaL uESiIlENCE (Whtre ‘deceasad lived. If |ns;1tuf|¢n Residence . before
s cony Christian o start M sgours couwrr Christian sdmision

b. Colll'!Y {!f outside corporata limifts, giva TOWNSHIP only} Length of stay in 1b e. CITY - inside Limits

TOWN ‘ 18N Rogersville Yoo [T No I

¢. FULL NAME OF (If NOT in hospital, give lccation) Inside Limits i
HOSPITAL P 9 nside Limirs d. EE’%EEE‘ISS {If cutside, qwe location) Reside on Farm

INSTTUTION R #1, Rogersville [ve0O ng Route # 1 B Yox BT No O

a. (l::;:ﬁogzrgf;:nﬁﬂ First . ] Maddle_ Last ] . 4. DOA;I'E i .M?nfh Day ] Yc,r
I DAISY - IVES - BROWN .| ofAm: February 8, 1963
5. SEX 6. COLOR OR RACE 7. Married [T Never Married X {8. DATE OF BIRTH 9. AGE (last birthday) | IF UNDER ) YEAR F UNDER 24 HR
Fﬁma'IG . Wh.ite Widowed [ Diverced [(J 9_7‘_ 91 71 Months'|  Days Ho‘uu Min.
i0a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE (City and state. of country) | 12, CITIZEN OF WHAY COUNTRY

during most of working lifa, even If retirad) - Self KrlObnOSter ’ MO o . U. S .A.
13a. FATHER'S N%i

13k, MOTHER'S MAIDEN NAME . 14.° NAME OF HUSBAND OR WIFE

George Brown Rice- . Yone.
75, WAS DECEASED EVER IN.U.S, ARMED FORCES? 16. SOCIAL SECURITY NO. [ 17. TNFORMANT Addren

(Yele. or unlmown)l {If yes, give war or dates of EVQret‘l: Bro"i.m , Rt . l , R‘Ogersville

18. CAUSE OF DEATH (Enter only one cause e NTERVAL BETWEE
PART ). DEATH WAS CAUSED B ; |0N§ET AND DEATH H

: s, :
IMMEDIATE CAUSE (8) __Mﬁ?‘""‘u —M—N N
Conditions, if any,7 -DUETO(b) __. %-n—-—- ) e
which gave rise o - : B §
sbhove cause (l),l !
i

stating the under-
fying cause last. DUE TO (<) :
- PART 1). OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART Iil. |f deceased was female wa'l
diseasa condition given in PART | (a) there a pregnency in last 90-days.:
_ 7 [Ove [Ow [ O unknown!
19. WAS AUTOPSY 200. ACCII:I!')ENT SUIEIIDE HOMDlCIDE 20b. DESCRIBE HOW INJURY OCCURRED (Emcr nature of 1 lnlury in PART 1.or PART I} of item 18.)

PERFORMED?
YES[J NOJ
20c, TIME OF How Month, Day, Year
INJURY am.
pm.

20d. INJURY QCCURRED 20e. PLACE OF INJURY {e.g., in or about homs, | 20§, CITY, TOWN, OR LOCATION" STATE
WHILE AT WORK [T - - farm, factory, streat, office bldg., e¥c.) -
NOT WHILE AT WORK ﬂ

21. | attended the docuud W&. ln—w_l_g—‘—l-lnd last saw E'alive W
' Death occurred at. _é._Lm on the date steted above, and to the best of my kdowl from the cavses stated.

22b. ADDRESS i 22¢. DATE SIGNED

220, SIGNATURE . (Degres or title)
A4 E#ﬂ O ' -;fn-( W Lkl 2/0 362
23a. BURIAL, CREMATION, " DXTE 23c. NAME OF CEMETERY OR C_kE.MA'lORY T 234, Loc‘A'noN (City; town; o county} - ?(StateY

BEOyaf™™ 15.90-63 | White Oak Cemetéry |Rogersville, Mo,

24, FUNERAL DIRECTOR - ADDRESS DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SIG
Wm, K. F‘errell Rogersville, Mo, ZZZ Zé,[ﬂéi
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AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION’

SHOULD READ

USE BLACK INK
OR
TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




"STATEMENT BY LICENSED EMBALMER

| hereby cartify ‘that.the body {n;__hose ‘name is recorded on the _reverse.side.of'this certificate was embalme_d_ by me,

or by. A - _ : Studenf Embalmer No.

working under my personal supervision. ~ ) / _f
Student Signed W pav/sl MM

‘Signature of Student’Embalmer

Lii:ensed"Embalmer No 4/?/ﬁ

P. O. Address

Note: The above MUST BE: SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING (Failure to comply
with the above constitutes grounds for: revocation-of Ilcense) ’
If_ embalmed by a STUDENT, he also shall sign in his OWN handwrltmg
If thts body is not: embalmed facf should be sostated .above. Lo
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