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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Regu:rcmnn Dum:t No. _____u__}~§._______-Prlmory Reglsncnon Dlsmcl No. jm é _____ Reglstrnr s No. ._..,...é a,._...__._

FILED APR 16 1358

____________ 98-013142

STATE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dececsed lived. If institution: Raudgnc. be‘ore
. Y . STATE b. COUNTY admis
a. COUNTY Barry ° Missouri Barr ) 008 f
b. ClOTRY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CgRY Inside Limits 0
TOWN Monet t Yos (X No ] TOWN Monett Yes@ No []
¢. FULL NAME OF (If NOT in hospital, give location} | Length of stay in 1b d. STREET (If outside, give location) Reside on Farm
HOSPITAL OR ADDRESS
nstirution. 611 8th St. 9 ¥Yrs. 611 8th St. Yes [ NoX]
3. NAME OF DECEASED First Middle Last 4. DATE Maonth Day Yeor
{Type or print) - OF
JOHN EDWARE _ BROOKNER peA™H April 9, 1958
5. SEX 6. COLOR OR RACE 7.M‘RR|EDD NEVER MARR!EDD 8. DATE OF BIRTH 0. AGE (In yuars FUNDER 1 YEAR| IF UNDER 24 HRS.
O Iaagfhday) Mebhn [)2(0 Hours Min,
Male white wioowepK(] 4 —oivorcep[] 3/19/1870
10a. USUAL QCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or country) 12. CITIZEN QF WHAT COUNTRY?
t&,d 1 of warking lifm, -v-nI{f’ ratired) INDUSTRY
ONndry workeér Schenectady, N.Y. U.S5.A.
}3a. FATHER'S NAME 13b. MOTHER®S MAIDEN NAME 14. NAME OF H}JSBAND_ OR WIFE

John Brookner

Elizabeth Rickert

Isabelle Brookner

15. WAS DECEASED EVER IN U, S, ARMED FORCES? 16. SOCEAL SECURITY NO.| 17. INFORMANT Address
(Yo, no, or wr)| {tf yas, give war or dotes of service) .
NE*)| None Mrs. Wm. Jeffries Monatt, Mo,
18. CAUSE OF DEATH (Enter only one cause per line for (a),.(8), and {c).) INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: ?BGEF D DEATH
IMMEDIATE CAUSE (o} T ATttt
L}
Conditions, if any, . DUE TO (b} e ) /S N
which gove rise to } 7 (4
above couse {a},
i hi der-
z ying _couns. lowr. 1 DUE TO () Y4500
= PART Ik, QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net related 1o the tarminol diseoss condition given in PART 1 () 19. WAS AUTOPSY 2
x PERFORMED?
e YES[] NORZ
Y| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY ODCCURRED. (Entar nature of injury in PART | or PART Il of item 18.) I
8 o O O
S| 20c. TIMEOF Hour Month, Day, Year
8 INJURY  am,
£ p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabouthomae,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATB NOT WHILE 0O form, factory, street, office bidg., e1c.)
WORK AT WORK -
21. | attended the deceased from . / 9 " / , o 7"’/’."{ and last suwt alive on fl— - J_Y
Breath eccurred at ‘/4 30 aimon tha date stoted above; ond to the best of my knowledge, from the causes stated.
" 22a. SIGNATURE lﬁn) 22b. ADDBESS 2. DATE SIGNED
P ] . ,
: Z W g "'/ o /
23e. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMA’TDRY 23d. LOCATIOHN {City, towm, ov county) {State)
Bnmoiu. fp-c”y) 4 B ~
uria /11/58 Ver.areen Cemetery Anita, Igwa

ADDRESS

D?TE RECD. B‘!’ LOCAL 856G

5w g

{Licansad Embalomer's Slulmm on Reverse Side)



BARRY COUNTY HEALTH UNIT
CASSVILLE, MO.

S5 - 83X
L_ 4 - S8

NO
DATE REC.

STATEMENT BY LICENSED EMBALMER

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

DY ME, OF BY oot reree e sas s re s crrarnrera ot nbasaastaransanrns .. Student Embalmer No. .........cccvvusee.

working under my personal supervision.

Student .o e
Signature of Student Embalmer

P. O. Address....Monatt, Mo,

...............................

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.




