THE DIVISION OF HEALTH OF MISSOURI 31 5

Ny . 300
e FLED NOV 10 1949 STANDARD CERTIFICATE OF DEATH s i o, )
} BIRTH NO. REG. DIST. No. .44 7 PRIMARY REG. DIST. NO. j_oo Registrar's No -;5"? 7'
/ 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If instirgtion: resldence sbefore:
? a. COUNTY mitler 2. STATE ¥issouri b. coumst nddaré -ia;x-,-i?n)
b. CITY (I outaide corpurats imits, write RURAL and give . | . LENGTH OF c. CITY (If oumaide corporate Hmits, write RURAL an.d give towmship) n
2 oR f.'7D mvuhip) STAY din thia place) OR D ; j’
8 TOWN oP/Jr‘ Plia bt TOWN Vi ie o .
d. FULL NAME OF (1 unt in Bospital or in-dl.ul.inn give strést addreas or locetion) d. STREET (I rural, give location)
o HOSPITAL QR ADDRESS /
Q INSTTUTION Pgnlar Bluff
8 = NAMEOF ™~ (Finh b. (Middle) c. (Lash) COME Gl D) (e
a (Typeor Printy FELED S. Brock, pgaty 10 25 49
f‘ 5, SEX D 6. COLOR OR RACE | 7. w&m@g. BWEECIEBRRIED. 8. DATE OF BIRTH CX I:\EE s yeas| @ woEn | YO | T Gukr w m
| . { ] o Hours | Min.
2 5 W Married /i lsoril b5 1876 W8T B8 P
E 10a, USUAL OCCUPATION (Givekind of work | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or forelgn sountry) - 12. CITIZEN OF WHAT
[+ done daring most of working life, even U retired} [ PUSTRY (_) COUNTRY?
o Contractor Painting . Jorlin Wissouriy
< 13a. FATHER'S NAME 13b. MOTHER™S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
~ < fi~—_David Brock - Fannie Bpker gtella Brock.
ﬁ 15, WAS DECEASED EVER IN U5, ARMED FORCES? | 16, SOCIAL SECURITY | 17, INFORMANT § SIGNATURE OR NAME ADDRESS
Yea. 5o, orunknown) | (I yes, shve war or dates of service) NO. .
3 o . Stelle Brock Puxico Mo,
l || 18. CAUSE OF DEATH ) MEDICAL CERTIFICATION . INTERVAL BETWEEN
i || Enter only onecsuseper | ). DISEASE OR CONDITION _ . - ONSET AND DEATH
7 | tine for ay, (b}, and (¢ | O'RECTLY LEADING TO DEATH® 5
M o Thir docs mot meen | ANTECEDENT CAUSES . ,
Q| tae mode of dring, such | Morbid conditions, if any, giving DUE TO ® / = *-"-L_;Z#"v
- - j,_ ‘s heart faflure, asthenia; | - 12e to the abore cause (o) dating ~-~--_+ <+ .- ﬂ ORI S PO R ST SN R T ST .
] de. It means the diz- the underiying cause last.
o eare, infury, or complica- - DEJE :I'O @ - - - L.
% || tion which cansed dewsh. | 11 OTHER SIGNIFICANT CONDITIONS ,
= Conditions contributing to the death but not Ilp g_[(
91 , veloted to the disease or condition causing death. ..
k& |{ 192. DATE OF OPERA- | 19b. MAIOR FINDINGS OF OPERATION : - T T o ' 20. AUTOPSY?
| z TION . . E/
L= .. b 2" Pt s . . e el .- . mDm
21a. ACCIDENT (Bpecify} 218, PLACE OF INJURY (e incrabost | 2lc. {CITY, TOWN, OR TOWNSHIF} - . (COUNTY) . _ (STATB)
o SUICIDE bome, farm, fastory, strest, ofSce bidy.. eta.) e e : -
& HOMICIDE
g 21d. TéME . (Mooth} (Day) (Year) CHouwr) | 2le. INJURY OCCURRED | 21t, HOW DID INJURY OCCUR? _
l . INJURY - . . o WHILEAT ng:;l&z - .- - ’ , . .
Ll T
E 22, I hereby certify that I atl ed the deceased from &‘_&&_, 19 to M, 19%‘50! I last saw the deceased
.: _  aliveon L9 ~ , and that death occurred al m., from the causes and on the dale stated above.
e é::::uns M (Dezm ot title} | Z3b. ﬂ:’/ / i, DATE SIGNED
n,", l’ 3 : ~ 2l : / % (3
E (£ g ?‘h 2 - IW e L /) o
E _nONBURIAL CREHA- 24b. DATE 24c. NAME CF CEMEl’ERY OR OHEMATORY . |-24d. u;/a{rﬁ ity town, or county) °  (State) -
& Rurial | get 27 48 Pnxieo .. - :-| - -Paffeo Missouri ..
DATE REC'D BY l.nC-AL REGISTRAR'S SIGNATURE 418 25, FUNERAL DJRECTOR'S SLENATURE ADPRESLS
_Z»Q/V'//ff%)’ Zerod R AL ra e D_m I, d

5 ,('ri__..&l( s S on K = _‘ 2 = ‘




Nov g - rece

N NHG 592
BUTLER COUNTY HEALTH CENTER
POPLAR BLUFF; MISSOURL

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 c..uvcessraavaanaan seerrenrsneanana Sig'l"lc_d....w

Studmt Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in lm OWN HANDWRITING (Failure to comply wi
the above constitutes grounds for revocation of License.)

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




