MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH B53—~024126

DEPARTMENT OF PUBLIC HEALTH AND WEL FARE

STATE FILE N
Registration i : rimary Registration District No.é-ib__?—_.kwiﬂur‘: No. -'_Z_?__.-_.___ § NUMBER

‘1. PLACE OF DEATH 2. USUAL RESIDENCE t_Where' decensad lived, 1f institution: Residence before
a. COUNTY Iron a. STATE Mo. b COUNTY Tron admistion)
b, CITY {If outside corporate limits, give TOWNSHIP anly) Length of s1ay in 1b €. CITY Inside Limits

TowN Rural-Arcadla 5mo.1lda 16wN Rura l-A readlia Yes O No CK

=~ TULL NANE O f NOT 1 Fospial. ajve Tegaron) inaide Limis 3 STREET I outside. give location Tevide
HOSPITAL OR BERE" ¥oE " Loed ADDRESS ¢ ¢ ’ on Farm

INSTITUTION
Baptists Yeell No g 12 mi. E. on Hwy., 72 Y0 Neix
3. ‘_!:AME OF _IJE)CEASEI‘I First Middle Last 4, DoAl‘:I’E Month Day Year
Ype or prin
Minnie Selma Brown peam  June 8, 1963
5. SEX 6. COLOR OR-RACE 7. Married [1 Never Married {1 |8, DATE OF BIRTH | 9- AGE {lest birthdsy) |IF UNDER 1 YEAR | IF UNDER 24 HR

Female White widowed [ Divorced 1 3/20/188& 75 MO?SI ey |Hown T Min.

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

dut st of life, if retired) . -
housewlfe ownlome Chanute Kansas U.S.

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
0laf Pearson Sophia Larsen Wilson Andrew Brown

15. WAS DECEASED EVER [N LL5. ARMED FORCES? 16. SOCIAL SECURITY NO. 117. INFORMANT Address
Yes, ﬁ-.voor unknown) { (If yes, give war or dates of service}

ren 1. none Dolores Weiss, Ironton, Mo.
18. CAUSE OF DEATH (Enter only one cause per Ime for' (a), (b), and (c). INTERVAL BETWEEN

PART 1. DEATH WAS CAUSED BY EATH
Arteriosclerotic heart disease ApS
IMMEDIATE CAUSE (a)

AMENDED

DO NOT WRITE
ON THIS STUB

V5 300
Rev. 4/59

TDATE AMENDED

DOCUMENT

Conditions, i€:-eny, DUE 7O (b}
which gave rise to b .
sbove cause ([a),

stating the under-

lying ceuse last.] - DUE TO {c)

PART Il. OTHER SIGNIF[CANT CONDIT|0N5 CONTRIBUTING TO DEATH but not related to the terminal PART Ik If deceased was fomale was’
diseass condlllcn given’in PART | (o), A ) there a pregnency in: last 90 days.

I_D Yes l O No l O Unknown:
19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Hl of item 18.)
PERFORMED. =] a a
YES [J NO%I
20c. TIME OF Hour Month, Day, Year

INJURY" a.m.
p.m.

20d. INJURY CCCURRED 20e. PLACE OF INJURY {n.g., in or about home, | 204, CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [J farm, factory; street, office bldg., etc.)
NOT WHILE AT WORK i)

21. 1 attended the deceased frnmm,&z—. h_ﬁLaL'é_s—_and last nv:xﬁ;‘xiw an 6'/6/6 3

Death occurred at. 12 30 A - M- m on the date stated above, and to the best of my knowledge, from the causes ststed,
22c. DATE SIGNED

22 SIGNATURE {Dggree or title) . F-22b. ADDRESS - .
- e DM , Ironton, Missouri 6-10-63
23a. BUSAL, CREMATION, | 23b. DATE . 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county} -~ (State}

REMOVAL (5 ify) .
remova 6-10-65 : City Ce

24, FUNERAL DIRECTOR - ADDRESS . ECD. BY LOCAL REG.

White Funeral Home, Ironton Mo,
LYJ.e N . White . {Licensad Embalmaer’s Statsment on Reversa Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




.oy

-t

8961 2 Nif

STATEMENT. BY LICENSED EMBALMER

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

or by : Student Embalrmer No,

working under my personal supervision.

Studenst ' Signed_ﬁd&&é%:mi;f ]
Signature- of. Student Embaimer

Licensed Embalmer'No.ad 4

1

v i PO AddresM&éﬁ_—_

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

1f embalmed by a STUDENT, he also shall sign in his OWN haﬁnd\n}riﬁng_
If this body is} not embalmed, fact should be so stated above.




