Health,

 Welfare

*ublic

ervice

300
~57

),
AN

N AWy =WV Wik IDAAAR et VI SRS A TR e

All diseases in Parr | must be cousally related.
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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

58-011014

STATﬁ ‘FILE NUMB ER

F“ EB APR 7 1%§gi8nruﬁon_ District No., ___.__#°\._ z _________ Primary Regu!ruhon Dulrrc! No. i_.._____.._%h_ Reglshor : No. _.__Q.__O__]z_' ______
1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. f institution: Residence ;ore
a. COUNTY ‘ﬁ KE a. STATEM,SSoqw,b COUNTY 77/ ﬁ{@‘“ nbtp,zj
b. CgRY (If ourside corporate limits, give TOWNSHIP only) |n5|do Limits c. CITY |ns‘5w: g
S bou 1S (ANA 0 || A ouisinpp | wERD
<. EBL'I;HN:ME OF_(If NOT in hospital, give location} { Langth of xlny in 1b d. i‘l{;%%%gs {If outside, giva location), Reside on Farm
INSTITUTION KE @0 Ho.sP /5_-7 yf?s 200 ‘-/ So. CA ??ol./ﬁ//]— Yes ] No

NAME OF DECEASED
{Type or print)

First Mi

ddle

M/ LL/?FD Isch Browr]

Lost 4. DATE Mansh
QF

DEATHM

SEX 6. COLOR OR RACE

vER MARRIED[ ]

8. DATE OF BIRTH 9. AGE {In years
b

Day

IHCH 26

FUNDER i YEAR

Y eor

IF UNDER 24 HRS.

MA’LE‘J WH 17

MARRIED
wIDOWED

pivorcen[ ]

July 25, /902

Months I Days Hours I Min,

lﬁn USUAL OCCUPATION (Give kind of work dene

THARMACIST™

10b. KIND OF BUSINESS OR

1. BIRTAPLACE

U8 STORE MiILA

12. CITIZEN OF WHAT COUNTRY?

Slﬂl

130. FATHER'S NAME

|43b. MOTHER'S MAIDEN NAME

AME OF HUSBAND OR WIF

15.
(Y

. WAS DECEASED EYER IN U. 5. ARMED FORCES?
a3, no, gy, um)|(|| yes, give war or dates of urul:-)

18, CAUSE OF DEATH (Enter only one cause per line for (a), (b}, and {¢).}

) CEWULU//

ANES [Sﬂﬁcs

16. SOCIAL SECURITY NO.

4

PART |. DEATH WAS CAUSED BY

IMMEDIATE CAUSE (a)

&S Brtow,

17. INFORMANT Address
I{SHIMPS. M, L,mwgﬂ, ouys ) AVA, Mo,
’ INTERVAIBETWEEN

Terminal Uremia from Toxemia

OiSE‘}éAg%DEATH

Conditions, if any,
which gave rise 1o
above cause {a),
stating tha wnder-
lying cause last.

DUE TO {b)

}

DUE TO (c)

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TG DEATH but not related to the termingl diseass condition given in PART | {o) -

date of surgery: 3/5/58
as

19. WAS AUTOPSY

z
&
2
% PEREORMED
& ISTA YES[] NO X
& { 200. ACCIDENT SUICIDE HOMICIDE | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 11 of item 18.)
w
v O O O ————
31 20c. TIMEOF  Hour Month, Day, Yaar
3 INJURY  q.m. ———
* p.m.
"204. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor sbout home,| 20F. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, street, office bldg., ete.)
WORK AT WORK - - =

ahath occurred at

£:35 A,

altended the d#euud from 2‘ 12 / 5& , to

3/26/58

3/25/58

and last 3ow ﬂl‘; clive on

m on the d_ufn stated above; and 1o the best of my knowledge, from the causes siated.

Pegree or titla)

v
M.D

22b. ADDRESS

Louisizna, Mo,

22c. DATE SIGNED

3/31/58

E OF CEMETERY OR CREMATORY

EW//E«:U Crpy,

23d. LOCATION [City, town, ar county)

O [SI?

jcansed Embabfier’of Statement on Reverss Side)

TE RECDy B8Y LOCAL REG.

{Srare)

o

26- §ISTRA2'5 SIGNATURE




acel €3 NP

gges 08 130

..“ oo - ” - 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, 0T BY oreeeeeeeeeeeeeeeeerrerrrene feerrereeeeeeeanantterantenaananaserennaeasarnrreranntrian ., Student Embalmer No. ....c.ovvennnnnn..

working under my personal supervision.

Student .coveeiiir e raeas
Signature of Student Embalmer

Licensed Em
P. O. Address

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

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.

Y




