Dr. Fischer-Roller . .
MISSOURI DIVISION OF HEALTH - STANDARD CERTIFICATE OF DEATH ' —b2—043434

DEPARTMENT OF PUBLIC HEALTH A FARE
NO WEL 249 a3 41/3 STATE FILE NUMBER
Registration District No. -- —Primary Registration District No. ___Z& 252 __ _Registrar's No. .. £ £

1. PLACE OF DEATH . 2. USUAL RESIDENCE (Whers decessed lived. |f institution: Residence before
s. COUNTY Marion 2 s1ATEM1 s gourie couny Marion admission)
B. CITY (If outside corporate imits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits

towh  Hannibal ) : oW Hannibal Yes [ No [J

c. FULL NAME OF {If NCT in hospitsl, give location} Inside Limits d. STREET {If outside, give location) Reside on Farm
HOSPITAL OR ADDRESS

insitution §t, ,E11zabeth Hospltal (Y= ~NeDO 219 Bird Yes [ No [
3. NAME OF DECEASED First Middla - - Last 4. DATE Manth Day Year

{Type of print) OF -
Betty - Ruth Brown DEATH  NOV .25,19562
5. SEX 6. COLOR OR RACE 7. Married ]  Never Merried [] [B. DATE OF BIRTH | % AGE (last birthday} | IF UNDER T YEAR | IF UNDER 24 HR

Fomale White widwsd 01— Dwersd 0 IOV, 12,1929 33 Mo | B [ | M

102. USUAL OCCUPATION (Give kind of work done | 10b. KIND OFf BUSINESS CR INDUSTRY| 11. BIRTHPLACE (City and stete or coyntry} | 12, CITIZEN OF WHAT COUNTRY

YOUEE i P e aven i rotired) Hull,Illinois U.S.A.

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Eugene Walden Nettie Mat.lock Gall Brown

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 17. INFORMANT Address

{Yes, nhg unknown)l[lf yes, give war or dates of tervig G.ai 1 Br\Own . 219 Bi I—-d ) Hann bal .

18. CAUSE OF DEATH (Enter only one cause per line tortar o o xr INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: e Migsouri ONSET AND DEATH

IMMEDIATE CAUSE (a} I:gmj na I £ arcj noma Qi Rﬁj; LK

DO NOT WRITE ENDED
ON THIS STUB AM

V5 300
Rev. 4/59

DATE AMENDED

DOCUMENT

Canditions, if any, DUE TO () Wide Spread Metastasis
which gave rise to
above cause {a),
stating the under-
lying cause last. DUE TO {c)

PART Il. OTHER SIGNIFICANT CONDITlONS CONTRIBUTING TO DEATH but not related to -the terminal .PART Il. If decoased was female was
disease condition given in PART [ (a) thers & pregnancy in last 90 days.

r[] Yas ] O No I D Unknown

19. WAS AUTOPSY | 20s. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or FART 1) of item 18.)
$E§F8mr$m o o m]

20¢c. TIME OF Hour Month, Day, Year
INJURY a.m.
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.9., in or sbout home, | 20§, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farm, factory, street, office bldg., er.}
NOT WHILE AT WCRK []

V% /
[/ =] her —
21. | attended the deceassed from ] L ') {A'd fcu.hmlhvc ar\_u_%
wh occurrod#___%————ﬂ\ the date stated above, and to the best of my knewledge, from the colises stated.
Pal

o

ra )
27a. SIGHAT . : . 22c. DATE SIPNED

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

23a. B AL, CREMATION, [ 23b. DATE . E . . TION"(Xfty, town, or county}
REMOVAL (3pecify

Burtal Nov ,27,19621Grand View Burial Par) Hannibal, Mo

24, FUNERAL DIRECT ADDRESS 25. DATE RECD. BY LOCAL REG. [26. REGISTRAR'S SIGNATURE

H.M.0O' Dormell Hannibal, Mo. Ao, 30, b2 B A &{é % W .
i L ed Embalmer’s Statement on Eeveru Side) 7 ‘712_’,

BY AFFIDAVIT OF

ITEM NO.




L) L PIF IR o B -
N R N

RIS . L oo

, STATEMENT. BY .LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student Signed__ c
Signature of Student Embalmer

Licensed Embalmer No. 3889

— ' -

R pIILEINE - I 5o F P. O. Address Hannlbal, Mo,

f Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in’ hls OWN HANDWRITING (Failure to comply
-".H. Ceal with lhe-above conshtufes grounds for revocahon of hcense) = N . N,
RARTERCR N e, *'If embalmed by 3*STUDENT, hé '|§p shall sign 'in his OWN. handwrmng 2. T

3 If this body is not embaimed, fact should be so stated above. ‘ '

"{79% -3




