WRITE PLAINLY—USING UNFADING BLACK INK-—MAKE A PERMANENT RECORD /7<

ALED DEC 5 1055

BIRTH NO.

THE DIVISION OF HEALTH OF MISSOUR .
STANDARD CERTIFICATE OF DEATH

REG. DiST. NO. 53 / i PRIMARY REG. DIST. WM Registrar's Novwe o S

Stote File Novoowionimnonnn

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where decossed lived. 1f institution: remidence before

a. COUNTY Ste . 'Genevie'v'e ..a. STATE Missoul"i b. COUNT'YPEI'I'Y admhio_m.
b. CITY (If oytcide corpurate mits, write RURAL and give ¢. LENGTH OF il . CITY 4. Is Reafdence within lUmits of
. townghip}| STAY (In this placsl]} - e OR- 2 ety of [ncorpotated town?
TOWN  Ste. Genevieve 10 mo, | * Tow8 Brewer | Ym L=
d. FHélé. NAME OF (1f pot in boapitsl or in.lll-tulion. give strect address or locatfon} . ASDTDRREEE-SI-S {1f rursl, give location) 9 /] (4 {
iﬁﬂmﬂmﬁte. Genevieve Rest Home
3. :')qa%hgis%'i—: 8. (First) b. (Middle) ¢, (Last) I 4. Dg}'g (Month)  (Dsy)  (Year)
(Typeor Print)  Janes M. Brewer pea Nov. 21, 1955
5. SEX <) 6. COLOR OR RACE | 7. MIAD%RFEB lgEVEEChE'.SRRIED (] 8. DATE OF BIRTH 5, Asmu-;n o UK T YK | GRoEN 1 W, -
. {Bpeci: ¥, on Days | Houm | Min.
Male White Never HMarried |May 7, 1875 13 b , |
102. USUAL OCCUPATION (Ghve kind of w 10b. K R_IN- | 1. BIRTH
:nmdurinlgucltol working l;ﬁh::;?r:ﬁ:dt ) IND OF BUSINESSD?JSTRY 8 PLACE {City and State or Foreign cn“"’) Q Izcgb]uTz"gNY?oF WHAT
Cemeterv Sexton Perry County, Missouri USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. MAME OF HUSBAND OR ¥iFE
George Brewer Teresa Layton
15, WAS DECEASED EVER IN U.S, ARMED FORCEST 17. INFORMANT' S SIGNATURE OR NAME ADDRESS

16. SOCIAL SECURITY
NO

{Yee.no,orunkoown) | (If yes. xive war or dates of service)

none Joseph Brewer Perryv1lle Rt 4,Mo.
1B, CAUSE OF DEATH . . MEDICAL CERTIFICATION IgT;:gl\_lAL BETWEEN
 Enter only onecsuseper | |- DISEASE OR CONDITION AND DEATH
lize for (@), (by. and (o | DIRECTLY LEADINGTO DEATH'(, _Cerebral Apople_:xy days
ANTECEDENT CAUSES
*This does. not mean
the mode of dying, such | Aforbid conditions, {f any, giting DUE TO (b) Arterio-s°1er0818 IO yre
ga keard faflure, asthenia, | vise to the above cause (o) stating
cte. 1t means the dis. | the underlying couae last. 3 3 17[)(
case, injury, or complica- DUE TO (©)
tion which cauded death. | 11 OTHER SIGNIFICANT CONDITIONS
Conditions contribuling (o the death but not .
relaled (0 the dizease orgconduwﬂ causing death. Hypos tatic Pneumoma’ u days
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
TION
YES D NO B
21a. ACCIDENT (Bpecify) 21b. PLACE OF INJURY (e.5..Inorabomt | 21c. (CITY, TOWN. OR TOWNSHIP) (COUNTY) {STATE)
SUICIDE bome, (srm, fagtory, atrget, offics bldg.. are.)
HOMICIDE
21d. TIME (Moath) (Dey) (Yesr) (Houn) 21e. INJURY OCCURRED | 21, HOW DID INJURY OCCUR?
- . WHILE AT NOT WHILE "
INJURY WORK AT WORK
2. 1 hereby certify that I attended the doceased from _OCte X3, 1958 1o _N_Oln_g__ 1955, that I last saw the deceased

alive on NOVoe 20 , and tha! death occurred at Mm from the causes and on the date stated above:
23, 81 A E {Degree or titley) [ 23b. ADDRESS 23c. DATE SIGNED
Ll M.D, Ste. Genevieve Mo Nov, 23
24a. BURIAL, CREMA. | 24b. DATE 24c, NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or county) (State)
TIO% REMOVAIJwadIyl ' . - . .
urla Nov.23,1G655 Mt. Hope Cemetery Perryville; Missouri
DATE REC'D BY L%:E.?;L REG! AR'S S Q / 25, FUNERAL DI l[CTO:'g SIGUATURE ADORESS
Moy, 28, (751, | ' & ores (s 2ilts /7.

7




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb

by me, or by ....... [ e e eemeeseasasaes T , Student Embalmer No...........

working under my personal supervision..

e M/W

&pnmra of Student Esbalmer
Licensed Embalmer No...’?.'{

. - _P. O. Address.é_ku7’-fm—:

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

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

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




