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. 1. PLACE OF DEATH:
{a) County.

(8} City or town.. S e LOMI St
(If guiside city or town limits, write “RURAL'" and pame of towaship)

(¢) Name of hospntal or msmunon.

2, USUAL nw&!!l(k’dﬂnscmsm
{a) State..... 110.4.

(5} County

{¢) City or town St.Lonuis
{1 outside eitr or town limlts, write *°

BRURAL™) '¢

alive...

87 AGE: Years.. .|. Months Days 1f less thap one day
/' .-60 1 2 L hr, min
9. Birthplace. HOGKET, I1) /

{Citr, w;m" oF counts} (Eme ar toreim counl.rf]

10. Usual occupation. ... Housawifeo....... rresrnrirars s eresarvisransn W
11. Industry or busines&t...H.Ome ....................................... et e et ene s e g seep s
o Birthplaceu BB ITEIIE 1verserrmtemsasunesistrrssssasssisuirrsss sasse duighy iegpas ssvasne oo

13 irthplace (Ci%. wwk'n.eor eounty} (State or fore}l'm coum.rﬂ
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MOTOER FATHER

16. {2) Informant. W - gy~ G‘(er}.‘l ........................................ °
(5) Address. 4044, C1OVR1ANG oot cercrmcen e
17 (@) BREI8L e (b) Date thereof3ml=48 . .

(Bural, cremation, or remotal) {Month) (Dey) {Yexr)

(¢) Place: burial or cremmionResur.recti.on...Ge_ma.tery
18. {4} Sigmature of funcral director. TROSe...Ja Einan .. ..

1519 5, Gra,nd 1w
(b) Address..
19, {a) UG 3 1 /i

{Date receiven local rezistmr)

tlteg!strarsslgnmure} TN

044-Llav. (d) Street No.. Q&L . CLeXaland..... e
~4044 (It sot in ?051‘1?’ I% (1f raral, give locatlon) ﬂ
(d) L.ength of stay: In hospital of inBstitUtION. e s s s s i
(Bpectsy whether || (o3 Citi forc;gn COUDLEY P oo eem e et et st rsssasnma s asraret (Yes or No)
In this coMMUDHY tm s e
yeard, months or deye} TE YR DAINE COMIETY rorvurrrerioecveeeeeevesreceeeesee e ey cnsneeseemsmeeesmesssnssests Sssstssnsssss s et ases
3 (@ PRINT & 1 . MEDICAL CERTIFICATION
FULL NAME.......:Edna M Cowald e 20. DATE OF DEATH: Month. @ty .
i ty N
3. (B) If veteran, I 3. (e Soclal Security No yearla.éa oo BOUT i vsrcvns el s B e
By B v smtmsstsseiressssmrastiersssnsnsnrnasarassaanas]  seesiesesesteranmiatiars caransnseranas smscnrones ee
name war-4-618 ! Il 2t. T bereby cestify shat T attendtj the deveased from....
\ 5. Color or 6. (a) Single, widowed, married, || . ... . 2 , A o 44‘7
4. SexFomale.... race Thito... 'diVDY‘JGdI'iar-I'—ied-----l‘ that I last saw h 4. alive on.. .a-“-f' .........
6. (b) Name of husband or W€ e 6. (¢) Age of husband gr wife if and that death gccurred on the date and hour st:Med above. ]
Edw. J. Cowell Tmniediate cause of death

Oher contditiondum e e s e
(Include pregianey within 3 months of desth}

\Iajm- ﬁndmgs o _ .
opcrﬂllnnﬂ

Underline
the cause of
which death
should be
charged sta-
tistically.

Of autopsy

22. 11 death was due to external causes, fill in the following:

{a) Accident, suicide, or homicide (speciiy)

{&) Date of occurrence...

{r) Where did injury occur?

TGy or townt (Cotnts) " (St
{d} Did injury occur in or about home, oo farm, in industeial place, in public

place?

While at work %

.......................... ) M inj
23. Sig-nnturc.../ .................

rsnmifrﬁ'pe of place)
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{Licensed Emba{mer’s Stafement on Reverse Side)
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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 .. ...

............................... , Registered Apprentice No

working under my personal supervision, M W
Signed

Licensed Emba S?K/'\
P. O. Address m”)

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 this body is not embalmed, fact should be so stated above.




