. N, 300 4 FI' THE DIVISION OF HEALTH OF MISSOURI )
. - y
s FILED JUL 151949  STANDARD CERTIFICATE OF DEATH sure rie o 15841
) [ﬂ BIRTH NO. __ REG. DIST. NO. \5—;3 PRIMARY REG. DIST. uo':s_O_LO_. Registrar's No. ,2/ 11 -
/ 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where d d lived. L on: reaid befare
a. COUN a. ST b. UNTY adinimisnl.
, , -ERMLZMQBH M ssourt %japﬂ_ﬁir_anckzmz__
b. CITY (If ontoide corpurats limits, write RURAL and give ¢. LENGTH OF || c¢. CITY (If outalds corporste Liznita, write RURAL and give townahip) / A
towiahipl| STAY fin shie place)
__ﬂﬁﬁ___gpg__lrardeau / - TOWN _ Cape Girardean
. FULL NAME OF (If not in bospital or i lon, give atreqt add or location) d. STREET {I{ rural. give location) ’
HOSPITAL OR ADDRESS D
INSTITUTION G068 So.Rannevy Straet 906 Sn.RBanney Street
al:';‘EAC'EES%FD 8. (First) b, (Middle) c. (Laat) 4. Dé}'E {Month} (Day) ({Year)

{ Type or Print) Mollie Mo. MceDowell DEATH June 30,1949
5. SEX 1 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9, AGE (In years| W UNDER | YEAR | OF UHDER M Was.
I WIDOWED, DIVORCED (8pecity) last birtbday} | Months ' Daya | Hours | Min.
Female /| White Merried  / Febh.28,1889 | 60 |
10a. USUAL OCCUPATION ((ilvekindof work | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or farelgn country) 12. CITIZEN OF WHAT
done during moat of working 1ife, even if retired) /D DUSTRY C) COUNTRY?
Hougwwife Near JMa. UeS. A
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE .
BPP.Revelle i __Fannie Hi11 Williegm McDowdll

IS. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT' 5 GNATURE_OR NAME ADDRESS
(Yos, 0o, or unkoowa) | (If yes, xive war or dates of sorvice) NO. ' K
_No Naone = _Cape Gir,Meo.
18. CAUSE OF DEATH MEDICAL RTIFICATI INTERVAL BETWEEN
(a)

| Enter anly onecausaper | 1. DISEASE OR CONDITION c I c E . ONSET AND DEATH

DIRECTLY LEADING TO DEATH*

line tor (), (b}, and (c)
*Thiz does not mean ANTECEDENT CAUSES
the mode of dying, such | Morbld conditions, if any, gising DUE TO (b)

|| aa heart fallure, asthenta, |* rise to the abore couse (a) stating
ce. It meons the dia- the underlying cause lost.

eaae, énjury, or complica- DUE TO ()
tion which cauaed death. | 1. OTHER SIGNIFICANT CONGITIONS .
Conditions contribuding to the deafh but a0t ) 5" ’A
related to the disease or condition consing death.
t9a. DATE RA- 15b. MAJOR FINDINGS OPERATION 20. AUTOPSY?
), CWML/\ on— R ves L} wo B
21a. mlDENT 21b. PLACEOF INJURY (e.g..inorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
boms, Isrm, factory,streat, offics bldg., sz0.)
HOMlCIDE
21d. TIME (Monib) (Day} (Year) (Hour Zle. INJURY OCCURRED 21f. HOW DID INJURY OCCUR?
WHILE AT NOT WHILE
INJURY = | WoRK AT WORK

2. I hereby certify that I atlended the deceased from __;éf 19.4[_? __é,dd__ IBM that I last saw the deceazed
alive on , 1927, and that death occurred 022048 m., from the causes and on the date stated above.

T A iy WO I punslown, br 5375

WRITE FLAINLY—USING UNFADING BLACK INKE—MAKE A PERMANENT RECORD

240 MBURIAL, CREMA- | Z4b. DATE 2dc. NAME OF CEMETERY OR CRtMATOR&l 'town, or county) (Stats)
TION, REMOVAL Bipeaty)
Burial July 2,1949d TLerimier Cemetery Cane g@irardeau,Mo.

DATE REC'D BY LO%AL REGISTRAR'S S|GNATURE 49’_ 25. FUNE DIRECTOR*S SIGNATURE ‘ADDRE RS
- 14~ 505 @.M //M Cape Gir,Mo.

(Ticensed Embalmet’s Statement on Reverse Side)




TodE 7-1-49

ge2lth Offiaer No.-y
"t Hile Number-_-_z.‘(-j.-f.g
Uete Filed.

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 — oo

....................................................... R Student Embalaer Mo. s

Licensed Embalmer No..... % ............................
C

P. O. Addre,s%ﬁ >
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN TING. (Faxlure to comply wnth

the above constitutes grounds for revocation of license,)

working under my personal supervision.

STUAENT vevvnscasanssasnnnnsns Signed...........
Student Embalmer

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




