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THE DIVISION OF HEALTH OF MISSOURI

Dr.Strong
FILED SEP 30 1957

STANDARD

Registration District No.

ERTIFICATE OF DEATH ;
Primary Reglsmmnn Dns!rlcf Ne. 93& %\5

[ 4

Reglstrar 5. No -

STATE FILE NUMBER

TR

1. PLACE OF DEATH

2. USUAL RESIDENCE: [Whero daceused lived.

If Inshiuﬂon

Residance hefore”
admission)

a. COUNTY Marion a. STATE MiSSO 1 Plb COUNTY Ma. 1. on
b. CITY (If cutside corporate limits, give TOWNSHIP only) Inside Limits c. CITY N - oo Inside Limits
TOWN Hannibal Yes i Mo [ tom  Hannibal 0 b h Yosll Mo O
c. FULL NAME OF {tf NOT in hospital, give location) | Length of stay in 1b d. STREET {If outside, give location) Reside on Farm
MRSt ,Ellzabeth Hodpital A0DRES 1 58Broadway Yos ) No [f4
3. NAME OF DECEASED First Middle Last 4, DATE Month Day Year
{Type or print) OF
Finley Brown PEATH _Sept '12. 1957
5. SEX € 6. COLOR OR RACE eo[JNEVER MARRIED] ] 8. DATE OF BIRTH 9. AGE {In yaars F UNDER | YEAR] IF UNDER 24 HRS.
Ma. le whi te Igi % DIVURCEDE} 9_ 27 _ 1884 |§t birthday) [ Months | Days Hours l Min,
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND GF BUSINESS OR 11. BIRTHPLACE (City and state or country} 12. CITIZEN OF WHAT COUNTRY?
ﬁrmg mes nlewﬁggel;.e avan if retived) 3 lg{;‘fern Hannibal , I&O . USA

130, FATHER'S NAME

Charles C.Brown

136b. MOTHER'S MAIDEN NAME

Mary G.long

14. NAME OF H}JéBANQ OR WIFE
Odesesa

15. WAS DECEASEDR EVER IN U. 5. ARMED FORCES?
{Yas, or unknnwn)l(lf yars, give war or dotes of service)
its!

16. SOCIAL SECURITY NO.

17.

INFORMANT Address

Charles Brown-Hannlbsal,Missourl

18. CAUSE OF DEATH {Enter only one couse per line for (u}, (b), and {c).} INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: . t A ONSET AND DEATH
IMMEDIATE CAUSE (o} %,MZJ
Ceondirions, if any, DUE Té-(b) ' = -
which gaove rise to }
above cavse (a},
stating the wnder-
g lying ccuse last. PUE TO (c) -
- PART H. OTHER SIGNFEFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diseass condition given in"PART | (a) 19, WAS AUTOPSY
6 PERFORME
& e H 260 YES[] NO
| 200 ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |] of il_n_:;lz‘l&)
w N ; —g
v 0 0 O
S| 2c. TIMEOF Howr Month, Day, Year
= INJURY  am.
E3 p.m.
20d. INJURY OCCURRED 206 PLACE OF INJURY (e.g., inor abeuthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0O farm, factory, street, office bldg., etc.) . .
AT WORK o -
21. | attended the deceased from , ‘ 7 , o 1z W /’57 and last 'saw:i'r: alive on ,2 luiqﬂ t Zfs 2
.Death eccurred a1 : LR Y m on the date stated above; and to the best of my knowladge, froff the causes stated.
22a, SIGNATURE b e {Degree or title) &1 22b. DRESS - 22c. DATE SIGHNED
N*”‘""’" &* f"“"”“‘"‘" . fo3/52
230, BURIAL, CR ATION, 23b. DATE 23c. :NAME OF CEMETERY OR, CREMATDRT 23d. LOCATION (City, town, or county} {State)
REMOVAL (Specify) 4 = \TION "
Buria 9-14.57. . Grand View Biurial Parikd Hannihal Midaguri
24. FUNERAL DIRECTOR ADDRESS .. .| 25. DATE RECD. BY LOCAL REG, | 25. REGISTRAR'S SIGNATURE
H.M.0'Donnell-Hannibal, Mo. F— RS- 57 ,.,// f};/Mé’)/gM

(Licensed Embalmet’s $tatement on Reverse Side)




SEP 2 7 19511
*RECEIVED __
MARIGN CO, HEALTH DEPT

DATE FILED SEP 2 71957

STATEMENT BY LICENSED EMBALMER

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

by me, or by .......... OO SP TSP O PO TRPORPOIRN Ceerareereeenaaanns .» Student Embalmer No. ...................

working under-my personal supervision.

Student ........ L TTTTTO Frrrrrrereanes + - -Signed ..., j/ %ﬁﬂm .................

- Licensed Embalmer No, 3889 ...........

Note: The above MUST BE. SIGNED BY 'I‘HE LICENSED EMBALMER in hxs OWN HANDWRITING [(Failure
to comply with the above constitutes grounds for revocation of l1cense)

If embalmed by a STUDENT, he also shall siga in his'OWN handwriting. -

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




