THE DIVISION OF HEALTH OF MISSOURI 134418 v

o0 FILED OCT 25 '
- 1855 STANDARD CERTIFICATE OF DEATH vt it
BERTH NO. REG. DIST. NO. _Mrmumv REG. DIST. Wo. _ 2T (T BLhegistrar's Noven..... ,42‘3:)
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whore decossed lived. 1f lnstitation: residence before
a. COUNTY - &..STATE b. COUNT adininaion),
ol Jacksen . Missourl : N éﬂ:kﬂnn‘C_AﬁlaA/_
b. CITY (If outeid Umits, wtts RURAL and gi . LENGTH OF ¢, CITY
DR o e seorpomie Bmlis, welts A eatio)| STAY g thia place) OR o ?§$’“E‘m'4?&?w“”w‘iﬂf
town Kansas City . 5 dpgs|__ TOWNCarroliten, Mo, L iy e
d. FULL NAME OF (If pot in boapital or institution, give stzsot addrem or locaton) STREET {If rarsl, give location) \ ‘
HOSPITAL OR 'ADDRESS i}
INSTITUTION 1‘ Yirginia
a-l:')qE‘::NE‘ESOEFD a. (First} ] b. (Middle) ‘C. (i.ast} 4, DATE {Month) (Day} (Year)
(Type or Print) Ceorge Elmer Brooks oeam Oct 5, 1955
5 SEX ) 1. COLOR OR RACE | 7. MI‘I‘DRO%EB NE\YCE)RC%SRR!ED' 7| 8, DATE OF BIRTH 9. AGE (II;:’.)IH l\-'; ur ) TEAR | UMDER M k.
{8pecity) . on Days | Hours | Min.
male egro married Sept 10, 1885 L :
10a. USUAL OCCUPATION (Givekiod of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . : . 12. CITIZE
donlduﬂngmeotulworkjuwnn:‘nl!:ellnd) h DUSTRY (City «nd State or Foraign Country) / COUN%RQ’?OFWHAT
Tavern owner Fairview, Kansas'
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
Stervling Brocks. . Minnie Ya Opal Brooks
I(E(- WAS DECkEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT'S SIGNATURE OR NAME ADDRESS
8. B0, or uskoown} | Ot win war or datea of service) no . -
b Bessie Wood  Fairview, Kansass
18. CAUSE OF DEATH MEDICAL CERTIFICATION eL;gISEg:lﬁgE;gEm
1. DISEASE OR CONDITION TH
e tor (o (1. and vy | PIRECTLY LEADING TO DEATH*¢,) __GUNShOT wound of chest and abdom
with penetration of liver and gal]l bladder
*This does not meen ANTECEDENT CAUSES \ g

e o e e | Mortie comditions, 1f any. giving DUE TO ( PUlmonary congestion and atelectasis;

a# heartfailure, asthenia, | fiee (b A APoRe Souss (1) stating Lt .
de. It meana (he dis- e ' vt 1o oirrhosis of liver and fatty metamorphosi
case, injury, or complica- ()

tion which caused death, | 1L OTHER SIGNIFICANT CONDITIONS ° Re C ent explorat Orl'y lapor ot omy and Eqv‘[
e i s death._ thoracotomy; Right mephrectomy and

H
i)
£
O
(&
IS
2
CG: 19a. DATE OF OP_FE)»‘N 19b. MAJOR FINDINGS OF OPERATION spleenect omY. 2, AUTOPSY?

l . ves (X wo [J
Qlf 21a. gﬁ%llJDEEI‘{T (Bpecity) 21b, PI.A.CEOFINJURY (ox., lnnubout 21c. {CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)

y . . . far! i tuﬁen . .
= fowmice Homicide |"Barroliton,io.. | Carrolton, cCARfoLL Missouri
C; 21d. ngE (Moath}  (Day)  (Year} (Houn) 2le, INJURY OCCURRED 2it. HOW DID INJURY OCCUR? 4
gl MRy 10-1-55 o | "ork L] "AwoRk Fight with another man.

: 22. ] hereby certify that I atlcnded the deceased from , 18 , lo , 19 , that I last saw the deceased
E.: alive on ang that death occurred at . m., from the causes and on the date slated abcwe
o1l 32,S1GNATURE W ”1:@ Z3p. ADDRESS . - DATE SIGNED
e R Y % é/J:s-
RIAL, FREMA- | 24b. DATE 24c, NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or county) (Etate)

WRITE PLAINLY—USING UNFADING BLACK INK-—MAEKE A PERMANENT RECORD

L ﬁzmoigcsmm: - 8, 195¢ | Linceln Kansss Cit

DATE REC'D BY L%Cl___ﬁéL REGISTRAR'S SIGNATURE 25 FUNERAL DIRECTOR™ S SIGNATURE

g S

ADDRESS

{ :cenud Emb-fmt . S:ntlmcnt on Reveﬂl Stde)

Foa e




STATEMENT BY LICENSED EMBALMER

- I hereby certify that the body whose name is recorded on the reverse side of this certificate was eml
byme, or by ..v e D T reweemeaoacaacann » Student Embalmer No.......... |

working under my perscnal supervision.. ’

Student ...ocoiiii it iieareaae it eaaaaaaes . Stgned ......
Signature of Student Embalmer

P, O, Addreas ... .......cccennu...

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

If ernbalmed by a STUDENT, he also shall sign in his OWN handwriting.
74 this"body is not embalmed, fact should be s0 stated above. :




