THE DIVISION OF HEALTH OF MISSOURI

No. 300 oo
o 1 [iip JUL 131956  STANDARD CERTIFICATE OF DEATH state rte oo A L8B4
o " e ; PR
"BIRTH MO. REG. DIST. NO. E_L PRIMARY REG. BIST. no-‘ggﬁ_ Kegistrar's Ne. Gq 3 0 -
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased livad. 1f institation: residence befors
&. COUNTY o, STATE - i b. COUNTY T adierdon).
Marion Missouri - Marion:.”
b. CITY (1 outeide corpurata limits, write RURAL sod give ¢. LENGTH OF c. CITY S T T T Y T A I Residente within Imits of
townabin} | STAY (In this place} OR ' x ;ﬁly _hcorpﬁrllzd fown?
TOWN Tennibal TOWN  Hannihal s 0
d. FI?(%IS-PII!TI'AMEOOF {If oot in boapiul or instliution, give streot address or location) AS.DFDRFEESS {1 rzrat, give location) o (ﬂ ‘f’Tv
INSTITUTION  piverview Lodee RPest Home - Piverview Lodee Pest Home
3. NAME OF & (First b. (Middle) c. (Last)
DEEE Ok, ) 4. DATE {Month) (Day} (Year)
{ Type or Print} Flla M,Brown DEATH July 2,1956
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9, AGE (Ia years| IF UNDCR 1 YEAR | oF UNDER 2t HRS.
l WIDOWED, DIVORCED (Hpecif5?™ Last birtbday) Monl-hlr Days | Hours | Min.
Femalel | _White Widowed : Y I
10a. USUAL OCCUPATION (GWekindotwork | 10b. KIND OF BUSINESS OR iIN- | 11. BIRTHPLACE - . IZ. CITIZEN
ot during mwlef-wkln;mo.u:.ailfnr:d) ~ DUSTRY o {City aad State or Foreiga Country) ﬂ COUNTRY?OFWHAT
Invalid No record
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND' OR ¥|FE
Nen Mennine 4__Sarah A, 2 _Browm
I5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16, SOCIAL SECURITY | t7. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes.no. or unknowa) | (11 yen, give war or datea of service) NO.
Ng None Mrs.Effie Anderson Hanpnibal Missourd

*18. CAUSE OF DEATH _ MEDICAL CERTIFICATIO INTERVAL BETWEEN
Enter only cnecouseper | 1. DISEASE OR CONDITION < y C ONSET AND DEATH
line._ior (8), (b}, and () DIRECTLY LEAD]NG TO DEJATH’(ﬂ . :

‘Thl'l‘dota nol fRean ANTECEDENT CAUSES p - *
the mode of dying, such | Aorbid conditions, if any, giring DUE TO (B} _%zﬁ 'SA’&MMM
as beard faflure, asthenia, | rite to the above couse (a) stating
elc. It means the dis- | RE underlying cause loat. - - ..
case, infury, or complica- DUE TO ()
tion which caused death, | 1). OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but nol
related to the disease or condition cousing death.

19a, DATE OF OP'F{RO}N IQb. MAJOR FINDINGS OF OPERATION . . 20, AUTOPSY?
4560 | v wl]

21a. ACCIDENT {Bpecily} 21b. PLACE OF INJURY (e.x..Inorabout | 2lc. (CITY, TOWN. OR TOWNSHIF) (COUNTY} (STATE)
\ DE - - + . botse, larm, fastory . atreot, office bldy., a0}

HOMICIDE

. 21, TIME {Month) (Day) (Ysar) (Hour) 21e. INJURY OCCURRED 2if. HOW DID INJURY OCCUR?
OF N WHILEAT[—] NOT WHILE
INJURY a. | work AT WORK

- = I hereby certify Egat E &ttended the deceased from 19 lo _h_l,'_, I.9,5.Ztha! I last saw the deceased

alive on and that death occurred at < NP m., from the causes and on the dale stated above,

2. SIGNATURE Wa: th.ho 23b, ADDR%[ W l23c. DATE SIGNED
- ~ Wp | 5—5%

WRITE PLAINLY-—:-US!NG UNFADING BLACK INK—MAKE A PERMANENT RECORD

%JiBNB g ER M| 3 \h‘L A- | 2447 DATE 24c. NANE OF CEMETERY OR CREMATORY 24d. LOCATION (Clty, town, of county) (State)
Burial 7/ l3/19 56, Mount O1ivet Hannibal Vissauri-
/ q DATE REC'D BY LOCAL g / _ RAL DIRECTO F SIGHATURE ADDRESS '
B9 17-9 i '
- - & - - - of .

o)

o = =" T 3=




F N
RECEIVED SVt 12 1956
MARION CO. HEALTH DEPT,

DATE FILED SUL 12 1358

]

STATEMENT BY LICENSED EMBALMER

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

working under my personal supervision..
!

Student .....oeocuicccieiacacazaan oo ssezaiensennas
Signature of Student Esbalmer

BERY P. O. Address ...... Hannibal.#

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fai

to comply with the above constitutes grounds for revocation of license). - |
If embalmed by a STUDENT, he also shall sign in his OWN handwriting. |
T this body is not embalmed, fact should be so stated above.




