THE DIVISION OF HEALTH OF MISSOURI

30860

Ith, ' e
lfare FILED SEP 161957 STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER
lie .t
vice _R_ggistm:ioq Di":.!:ic: No. l'|'2 Primory R-gil_tr'u_t_igginrif? No. IOOO Reg_ishuf_'.s Nc.,,_____g'_?__(_)___.,_,,..-
. PLACE OF DEATH 2. USUAL RESIDENCE (Whore deceased gaed- If institotion: Res‘;;dna_n:_e befoie
D a. COUNTY o. STATE ,,. . b. UNTY admi ssion
b © Buchanan Missouri Buch
7 | b. CITRY [If outside corporate limits, give TOWNSHIP only) Inside Limits c. CgRY ,\ Inside Limits
Tow  St. Joseph Yes 33 o [ TOWN St an,,nh \\ Yos{x] No[]
c. FULL NAME OF (If NOT in hospifol pive location) | Length of stay in 1b d. STREET {If outmde, give loccmon) Reside on Farm
HOSPITAL OR ADDRESS Yes ] N
INSTITUTION Mo, Meth. an. 28 vears : 510 N, 26th e o J
3 FI‘AME OF DE)CEASED First Middle Last 4, DATE Merith Day Yoar
ypo or print OF
Gladys Arlene Brown DEATH Sept. 4, 1957
5. SEX ] 6. COLOR OR RACE J'MARRILDNEVER MARRIED[:I 8. DATE OF BiRTH -3 AEE Ei’:v;::;: ::‘r‘cﬂsn [l;::AR 'ﬁ:.’,:t’“ 2;‘:!25.
female white wooweo[.]  oivorceo[d| Jap, 6, 1901 I |
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR n. B|RTHFL;CE {City and state ar country) C 12. CITIZEN OF WHAT COUNTRY? ‘
during most of working lifs, sven if raticed) INDUSTRY
housewife own_home Lawrence County, Mo [SA
130. FATHER"'S NAME 13b, MOTHER*S MAIDEN NAME 14. NAME OF HUSEAND OR WIFE
Ben F. Burrow Flora Boller Panl J. Brown
15. WAS DECEASED EVER [N U, 5. ARMED FORCES? té. SOCIAL SECURITY NO.| 17. INFORMANT Address
(Yws, no, or unknawn)] {If yes, give war or dates of service}
_____ 495—26-4691 Pﬂ lll J- B ) #hual 510X ')Ri"h,q{' I F\‘:W
i v WEEN

PART |. DEATH WAS CAUSED

IMMEDIATE CAUSE (o

i

Conditions, if any,
which gove rhse to
abave couse (o),
stating the under-

BY:
)

18. CAUSE OF DEATH (Enter only one cause per line for (u) (b), and (c}.)

ONSET AND DEATH

DUE TO (b) M 4% M

USE-ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

g lying couse last, DUE TO {¢)
i: ’ " “PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO,DEATH but not related to the terminal diseass condition given In PART | (a} 19. WAS AUTOPSY,
! 3 00 * " f PERFORMED? .,
1 A YES [P NO[] %
. = | 200. ACCIGENT -SUICIDE HOMICIDE %b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1l of item 18.) .
: w
™ o O O
: NS TINE OF  Hour  Monih, Doy, Year B
4 a INJURY o.m.
E ] p.m.
: 204. INJURY OCCURRED v 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
! WHILE ATD NOT WHILE 0 + farm, factory, street, office bldg., etc.) . .
f WORK AT WORK
. 21. | attended the deceased from J.- ., to ? 'y-.f? and last 3aw Lahve on 7"1/'”
E Death accurred ot . 11:00a. m on the date stated above; and to the best of my knowledqa, from the couses stated.
; “220. SIGHATURE | - (Degree or title) 0 Zi?RESS 22¢. DATE SIGHED
: ; 5.9 5/ s
U e 3Gennddl T e Spertd peo |27/s/s7
23a. BURIAL, CREMATION, | 23b. DATE 2e. NAME OF CEMETERY OR CREMATORY m/wc.muu iy, rown, or county) © ' 3 (Stotef
REMOVAL {Specify) .- . -
. burial 9/6/1957 emoriel Park Cepetery -St. Joseph, Missouri
IK 24. FUNERAL DIRECTOR ADDRESS " . 2% DATE RECD. BY LOCAL REG.
4 | Heaton-Bowman St. Joseph, Mo. \fealh 10, |95 7
{Licansed Embalmar's %!un.n! on Récarsa Side)




STATEMENT BY LICENSED EMBALMER ~ .

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

B

*

by me, 0f bY ...iveiiiniiiiiriiiiiiiia i fvedieseseeerneesresessasetaterenirsinetbenetresnnerraniris .» Student Embalmer No.-............ceeveen

working under my persconal supervision.

Student .o e —— Signed” 7, W

Signature of Student Embalmer

\:0. ‘q\“ ':., ' bR T m
) o i ) _\' Wy - ;’\ iscensed Embalmer Noﬁ b /o
: ' - , P 0. Address P/ a%.. o

N %y
’ T Note: 'The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING (Falll.ll’e
to comply with the above constitutes grounds for revocation of hcense)
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
. If this body is not embalmed, fact should be so stated above. A

L= ’ . T . .- I~




