V.S,

ey,

ESUSEP 6 g5y

THE DIVISION OF HEALTH OF MISSOURI *

Yeu. nrqgnmkmnl I (1f yea. xive war or dates of servics)

16. SOCIAL SECURITY
NO.-

No. 300 . . :
o STANDARD CERTIFICATE OF DEATH I '_.273'7-1
g ! BIRTH NO. REG. DIST. uo _L,(_é PRIMARY REG. DiST, n - Rggu:rar'; No. G _é__,,,,,
q 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whert deconsed livad. I ‘natiution: residence befors
a. COUNTY a. STATE br COUNTY 2 ' 27 1 ydmimion).
04» Jagper Missolri Jagper -
b. CITY (I onteide eorpurate limits, writse RTRAL and give c. LENGTH OF c. CITY (If cawmide corporate Limits; write RURAL agd give townsbin)
QR - . townabip)| STAY [in this place) OR 4 é -
i TOWN Joplin Yeayg TOW - Toplin 4 2
|7 o FuLLrNa i i . =
Iod FH(%’S-P?TA'?_EO%E (If ot in boaplal or institution, give street sddros or location) d ASJ[;‘REES _ (I rural, give location)
INSTITUTION Q)5 W, 20th St. 915 ¥, 20th St
3. s‘E‘?:héEs%lE a. (First) b. (Middle) ¢. (Last) 4. DATE (Month)  (Day)  (Year)
(Typeor PAuelirg, Ida Mae Evans DEATH 8 2 51
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, - | 8. DATE OF BIRTH 9. AGE (In years| ¥ ONDER | YOAR | OF ONDER M HES.
WIDOWED, DIVORCED (Bpecify) Iagt birthday} Momh-' Days | Hours | Min.
Female | _White | Widowed 8/19/1874 77 1o g l
10a. USUAL OCCUPATION {Give kindof work | 10b. KIND OF BUSINESS OR [N- [ 1). BIRTHPLACE (Swte or forsian oountry) - 12. CITIZEN OF WHAT
dﬁdurinx mnllo!_'%kiu Life, sven if retired) DUSTRY COUNTRY?
ousewife Grandville, Towa
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Joseph Brammer Racheal Brown F, M, Tvansg
i5. WAS DECEASED EVER [N U.S. ARMED FORCES? 17. INFORMANT'S SIGNATURE OR NAME ADDRESS

18. CAUSE OF DEATH
. Enter only onemause per
Line for (a}, (b}, and (c)

I. DISEASE OR CONDITION
DIRECTLY LEADING TQ DEATH® 5y

ANTECEDENT CAUSES

Morbic conditions, if eny, giving DUE TO (b)
rise to the above coute {a) stating

*This doey noi mean
the tnode of dyring, such
as heart fallure, asthenia,
ete.” It means the dis-

cate, injury, or complica- DUE TO (c)

MEDICAL CERTIFICATION
. -

. the underlying couse last. -~  -+-r-- R K

iINTERVAL BETWEEN
ONSET AND DEATH

11. OTHER SIGNIFICANT CONDITIONS [*,.- "

tion which cauged death,
- Conditions contribuling to the death but not

related to the disease or condition causing dealh.

19a. DATE QF op_lglsgh-- 196, MAJOR FINDINGS OF OPERATION -- - . -, cLoLt 4o | & AuTOPSY?
_ _ ves [ wo
21a. ACCIDENT ‘(Bpecily) 21b. PLACEOF INJURY {o.g.. lnorsbout | 2Ic. (CITY, TOWN, OR TOWNSHIP) ~ (COUNTY) (STATE)
SUICIDE bome, [ar, [agtory, strest, ofBce bldg.. o) . . N .
HOMICIDE -
21d. TIME {Month} (Day) (Year) (Hous) | 2le. INJURY OCCURRED | 21t. HOW DID INJURY OCCUR?
RS i WHILE AT KOT WHILE
INJURY $ Y WORK AT WORK -

2] hereby certify that I ettended.the deceased from

19 IB_E,that I last saw the deceased
rom Ihc cavses cmd on the dale staled above.

WRITE PLAINLY—USING UNFADING BLACK INE—MAEE A PERMANENT RECORD

aiveoch K= 2 b , 195 ), and that death occurred atl 2.3 20D
0 or title) % L;c DATE SIGNED
24a. BURIAL, CREMA- 240, NAME OF CEMETERY oaitRE?d\Tonv 24d. LOCATION (Glty. town. or county) (late) -
TION, REMO ALcEmd!n B :
Removal 'A ery . B.nt.on Co. ATk - _
\DATE REC'D BY LOCAL 25, FUNERAL DIRECTOR'S SIGMATURE "ADDRESS
G.
"'-ﬂ “u S/




RECEIVED 7' - </~ /
jasper County Health Office
~ounty File Numbar . J1/8/692

-

Date Filed.......... P — F— 357

Dr. Schoeberl

— b \_ '-_— -~ .’b' d
3 . ;
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 Embalaer No.
working under my persona! supervision.
StUdent seveeennereers erarreeveraneraaaas Signed..dohn E, Myers, - eteaee et
Student Embalmer . o .
- * ' R Licenzed Embalmer No.... 3220 rrormensirrens
P. Q. Address_Be.rr LTTETRTR

"™ \Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Faifure to comply with
the above constitutes grounds for revocation of license.)

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




