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-48

PLAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

FILED MAR 27 1958

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH .
REG. DIST. NO. 5.2.1‘_‘}: PRIMARY REG. .;IST. NO-MRQI;"W'J No...sb..

State Fiic No..

BIRTH NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dacossed lived. 1f inatitotion: retidecce befors
a. COUNTY T .-a. STATE, . b. cquuiy_ sdinbabon.
Saline Missouri Saline o
b. CITY (I oytaide corpyrate limitn, write RURAL and give ¢. LENGTH OF ¢. CITY ¢, Is Realdence within limits of
towmabip)| STAY (ia this placel QR # ghy o tncorporated lowid
[
T°“’"M;1r.qha1 1, o, 1lfonth TOWN tlarshall Y
d. FHOLIS-P?'PAT_EODRF (If mot in hospital of institution, glva strect addrees o locatlon) . ASJISIEE (If rural, give loestion} s ] q'l “~
wstirution Saline Hospital 720 North Jefferson L
3. NAME OF a. (First) b. (Middle ¢, (Lest :
DECEASED i ¢ ) ) 4. DATE (Month) (Day) (Year)!
(Typeor Print)  Mabel Lela _Brown . DEATH  1larch 2 1956
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. PATE OF BIRTH 9. AGE (Io years| IF UNDER 1 YEAR | @ UNDER M His.
WIDOWED, DIVORCED (Bpecify) last birthday) |Months D-y. Bours | Min.
Temale Yhite Uarried. Net., 261894 61 ... 14 I
0. USUAL OCCUPATION (Givekiad of work | 10b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE : . 12. CITIZEN OF WH,
doze during most of wnrk.in;].ﬂo.n:c;;! :etrr:;) N DUSTRY (City wad Stote or Foreigs (.‘aunuy) D COQUNTRY? AT
HO]FQPVIif‘P OVY"} QOF’IE P NP-l-SOI'I ,]'IO R.B"ID. .S .A.
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME .| 14. NAME OF HUSBAND'OR wIFE
'Glenn Cwen Townsend T.illie ¥ae Howmrd _ [Charles i, Tirovn
|5. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY [ 7. INFORMANT'S S|GNATURE OR NAME ADDRESS
(Yes.n0,0runkoown} | (I yes, glve war or datea of service) | NO. . . - .
No - None Charles . Brown-liurshall, ko.
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
| Enter only onecouseper { [ 'DISEASE OR CONDITION . ONSET AND DEATH
tine for (), (b}, snd (¢) DIRECTLY LEADING TO DEATH® 1y CE&T Qbra] DQIDQI!IDQES 25 davs
: ANTECEDENT CAUSES
*This does not meen . .
the mode of dying, tuch | Aforbid conditions, if any, giving DUE TO 2.8Sential hypertension 300 plusg
a8 heart folfure, asthendn, | Tite to fAe above couse (o) slating
de. Jt medns the dis- |- the underlying cauae last. .
case, injury, or complica- e 7o wextreme obesi Lty
tion which caused death, ] 11. OTHER SIGNIFICANT CONDITIONS
N ’ Cunditfons contributing to the death but not
related to the disease or condition causing death. 11 @ Dh]_"l tl&
192, DATE OF OP‘FIFE)AIG 19b. MAJOR FINDINGS OF OPERATION 3 3{ 20. AUTOPSY?
K YES D NO D
21a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY (e.x..lnorabout | 21c. (CITY. TOWN, CR TOWNSHIP) (COUNTY) {STATE)
SUICIDE boma, {arm, factory, sirest, ofice bldg..e10.)
HOMICIDE - .
21d. TIME tMonth) {Day) (Yeur) (Houn) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
F WHILE AT[—] NOTWHILE
INJURY = | TWORK AT WORK

22. ] hereby certify that 1 atiended the deceased from _Ee_b_-_ZB_, 18986, to Mar.24 1086, that I last saw the deceazed
aliveon Mar ., 23 1986, and that death occurred at 2 3008

m., from the causes and on the date slated above.

23a, SIGNATUR

-

{De, or b. ADDRESS

'y

Marshall ,Mo,

‘ 23c. DATE SIGNED

14~

24a. BU

3-a24-5 b

IAL. CREMA-

TI OVAL Howelly)
EA'TE REC'D BY LOCAL
~ { REG,

24b. DATE 242. NAME OF CEMETERY OR CREMATORY

Cond O el

24d. LOCATION {Oity, town, or munty)

L
ol n:c‘r3g é !I GI&YURE;

{Btate}

-

ADDRESY




STATEMENT BY LICENSED EMBALMER

PR

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

working under my personal supervision..

Student......cooiuirmiiiiiei i ccisreaee e
Signature of Student Embalmer

Licensed Embalmer No Z.i-.
P. O. Addreu.M et 4

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 embalmed by a STUDENT, he also shall sign in his OWN handwriting.

7 this body is not embalmed, fact should be so atated above.



