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THE DIVISION OF HEAL TH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

HLED JAN 7 1959;;' stration District No. __aq‘{

58-045209
STATE FILE NUMBER ‘2%

Registrar's No, Con. 5000 .
N

1. PLACE OF DEATH

2. USUAL RESIDENCE {Where deceased |ivad.

If institution: Residence bafor,

o coonty ~ Randolph o $STATE MiSsouri bCWMTﬁandolpﬁ”‘"
b. CITY (} outside corporate limits, give TOWNSHIP only}| Inside Limits c. CITY P g ? 3 Inside l.umns
OR
Tow Moberly Y NoO Tome Moberly YosX Nom
c. FULL NAME OF {If NOT inhospital, givelocation)|Length of stay in Ib .
HOSPITAL OF | " d. STREET {If outside, give location) Reside on Farm
nstirution woodland Hospital life aooress 1133 Quinn St. Yesa KK
3. NAME OF First Middle Last 4. DATE Month Day Yeer
DECEASED . OF
(Type or print) Aaron Vietor Brockman oath  12/29/58
5. sEX 6. COLOR OR RACE 7. B. DATE OF BIRTH 9. AGE (In years | IF UNDER | YEAR JiF UNDER 24 HRS,
o . marnieo [ wever MaRRico [ 8 g8 igst bif,fthdﬂv) Months | Davs | Hours | Min.
male white wicowen (X A~ mivorcep [} 2/2 /1888

10a. USUAL OCCUPATION (Give kind of work done
during most of working life, even if retired)

104, KIND OF BUSINESS OR INDUSTRY

11, BIRTHPLACE (City and state g country)

12. CITIZEX OF WHAT COUNTRY?

farming Randolph Co. Missouni USA
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME
James Brockman Minnie Belle Brewer
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 15. SOCIAL SECURITY NO,|I17. INFORMANT Address

(Yes, no, or unknpwn) | {If yer, vive war or datet of sersics’

497 30 8504

e . No symptoms will be listed. All

USE ONLY BLACK {NK OR RIBBON TYPEWRITE IF POSSIBLE

.

18, CAUSE OF DEATH [Enter onlp one cause per line jnr (a), (), and (¢).]

IMMEDIATE CAUSE (a)

PART 1. DEATH WAS CAUSED BY:

Conditions, if any,

BrOjkznﬁ Moberly Mo,
INTERVAL BETWEEN
oasF.T AND DEATZ E

DUE TO (D) o
which paee rizg to Lol
above cauge :e- /
alating the under-
lying  caure loal, DUE TO ()

z
= PART II, QTHER SIGNIFICANT CONDITIONS mwy TO DEATH BUT NGT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN X PART I{a) 15 ;gn& 3’1{':%?5
h — S
3 L5785 yes (] wo 2
E 20a. ACCIDENT, SUICIDy HOMICIDE | 200. DESCRIBE HOW INJURY OCCURRED. (Enler nature of injury in Part Ior Part 1 of item 18.) f
& |
o
5 20c. YIME OF = Hour Monih, Day, Year
INJURY @ m,
E p.m. l/
ZE | 204. INJURY OCCURRED 20e. PLACE OF INJURY {c. 9., in or chout home, |20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT D NOT WHILE Jarm, factory, street, office bidy., elg.)
WORK AT WORK P s ‘ ol

21. I attendad the deceased from

Death occurred at

o
4 P";J‘

L4
}"IB J and fast saw Kahve o
on the date stated abovl and to the beat of my knowledge, from the causesptated.

)

uﬂ- E'!

22b. ADDRESS 2 ‘ j

22c. oAJe Sicyfo

Wi

1

dissases in Part | must he casyally related. Coroner cannot certify to a degth due te natural couses.

23a. BURIAL, CREMATION,
MOVAL (Specify)
urila

12/“{1/‘58 Huntsvill

__&Sfﬁigi%gg

23c. NAME of CEMETEAY CR CREMATORY

Cemetery

0%
23d. WONQLity, towrn. of county}

/Sme)l
Hunts¥ille i i

24. FUNERAL DIRECTOR ADDRESS

Marion E, Million Moberly Mo

25. DATE RECD. BY LOCAL REG.

12-3(~y%
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{Licensad Emba1mer s Statement on Reverse Side)

FGISTRAR 5 SIBNATURE
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' T STATEMENT BY LICENSED EMBALMER

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

by me, or by

. . working under my personal supervision..

Student

T Hignature of Student Embaloer

R Y

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