~lrlnnt, A FLIUVIAINEINL IREWUUIILD)

N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of QCCUPATION is very important.
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1. PLACE OF DEATH:

{a) Connty..........
(b) City or town

(11 outaida city or town limits, writs "RUBAL" and name of tawnship)
{e) Nam: hospital or ipatitution:

sonic Homs Hospital
{If not in hoapital or institution, write street number or location)
(d} Length of stay: In hospital or institutfon

8 yrs, 10mo and 5 day

éSpuciry whalhar
In this community.

MW--WGT%‘FE"B‘ITW(G, state__ M4 ssouri

2” USUAL RESIDENCE OF DECEASED:

(b) County. b

St. Iouis

(If outside city or town limits, write “"INURAL")

5351 Delmar Blvd,

(If rural, give location)

(¢) City or town

{d) Street No.

= (City, t.nw,rﬂ-eouni:) tepor foralgn country}
) Address.3 5271

17. (a) Remo‘ra’l (%) Date thereof...... l_/ ...].-,,a[ d‘Q..
{Dorial, cramation, or removel}

Month) (Day) (Ylll‘)
{¢) Place: burial or cremntton_._.,._._&gn_a.p..g,];.__ﬂ“,MQ X SOV

18, {a) 3ignature of funeral dueutnr_AlQﬁLt—.H.LH__np_«m__w

19. (a) (b 3 __
{Dats recoived local reglstrar)

yoars, months or daya) (#) If forelgn born, howlongin U. 8. A.Tveciceicnns yenrs.
=" ~ ¥ MEDICAL -CERTIFICATION
8 e N, Jemes Mathew Gowen se (j) January 14
20. DATE il'" %‘I‘H: Month day :
8. (¥ If veternn, 8. (¢} Social Security 2. t‘) P M
'\10 N one year. hour. minute. & &
name war, NMe No. Mlarch ..
21. If%eby certily that I ntteni%%a d d from L]
Mal 5. Color e 6. (o) Single, widowed, married, g, January 14 ;9__9_:'0
4, Sex e race hite avorcea V1 dOWEG thatI last anwh im alive on danuary I4, 5940
6. (b) Name of hushand or wif@....ooooeooe. 6. (¢} Age of husband or wife 1f || 2nd that death oecurred oz the date and hour stated above. Duration
Mrs,Frances E. Gowen, Dec'd ., .~ years || Immediate cause of death
7. Birth dato of decessed DECEMbEr 25, 1857 _Chrxonie Myocarditia |4 mth
{Month) {Dny) (Year)
8. AGE: Yoara | Months Dayn I{ leas than one day Due to.
L_Qll S
82 ) 19 . | _Diabetas Li B.JT.
: N A Due to —
5. Birthplaco._ ARDIADOL 1S, Missouri- I‘ractured Hip z day
(City. town, er county) (State or foreign country) l B
10. Umuat occupation . R811T08d Section Foreman Other CoDIETE s
11. Industry or busi /?ET'U? L":I’) o ttesiiadudoindeindduidu el PHYSICIAN
M findi H —_—
E {12. Name Stanford Gowen & d&, 02'":%;""“ S L S R S Underline
g - A = o — b
= \13. Birthplace Sti- Louis S l:’- ssfoqri @) Lﬁfﬁ%ﬁg
% ¢ 14 Moiden name L&gi‘y“?'ﬁhme“" {State or foreign coun Of qutopsy. - - = —— - - :}l:n‘::e]d ‘:;:-
g Unkno e mmm e e m——— Sttty
g | 16. Birthpt nxnown 22. I death was due to external causes, fill in the ful.lnw{ng

1——11—: ATl -

(a) Acddent.' l"‘n‘ ify)
(b) Dateolf oce ¥?‘m

vl He
(¢) Whera did Injury occur?.

(Clty or town) {Cannty) (Stats)
Eﬂ Did tnjury occu_? or ahout home, on lnrm in indmda.l pluce. ia pub[lc place?
_________ e ——

- ey (Specily t of place)
¢ pe:c" ,(e,)p.Mennl of in}

U (Licensed Embalmer’s Statement on Reverse Side) .




STATEMENT BY LICENSED EMBALMER

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

) Registereci Apprentice No

working under_my personal supervision. . .

“_'- T T : ) Signed @M%%ﬁ//ﬁ/’“‘—-

. - - . Licensed Embalmer No py) q 7 //

P. O. Address

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

If this body is not embalmed, above space should be left i:.iank.




