FILED SEP 29 1949

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

R

B

I

\R‘\a:

“done dnrln:l"iamot working lifs. even if rotired)
' i me

State File No. i siamses
BIRTH NO. _ aee. o1sT. wo. L3/ prinany nee. 0157, W0, _TDLC Rugistrer's Nooommeeoee
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where duceased lived, H lastitution: residence before
a. COUNTY M'Ontgomer‘y a. STATE Mi Ssouri b. Cgfd‘ﬁ’tgomery adinimion).
b. CITY ot ouwldu eorpurm limits, writs RURAL and give §T LENGEH OF) c. CITY Uf outaide corparste limits, writs BURAL aad cive townakip) ”'y
TOWN = & Montgomery tawnahip} Afﬁ‘ yf-‘“ Town Mon tgomery 7 B
d. F}_lil!..ls.Pll‘iAh'l_EOOF (If not in boupital or institution, give strect address or location) d.ASJ[?REE:FS (If rural, give location) "’,
INSTITUTION©  Home None J
.3' C';‘EAC%ES%FSE: a. (First) b. (Middle) c. (Last) 4. DATE (Month)  (Dsy) (Year)
tTypeor Print)- BEfle X B, Powell oeati Sept 18-1949
r 5 SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE COF BIRTH 9. AGE (In years| ¥ UNDER 1| TEAR | ¥ UMDER 40 MES.
5 R / | Wmowﬁn.mvor«;so Gonct | p i T8 1869 pyfinade Monﬂul Days Hounl Mis.
10a: USUAL OCCUPATION (Cive kind of work 10b. KIND OF BUSINESS OR IN- | #1. BIRTHPLACE {iate or foreizn sountry} 12_ CITIZEN OF WHAT
DUSTRY COUNTRY?

Middletowvmn Mo

L] * -

13a. FATHER'S NAME 13b. MOTHER S MAIDEN

" James T, Ford

I15. WAS DECEASED EVER IN U.5. ARMED FORCES?

16. SOCIAL SECURITY
(Yo, 8o, or ynkaewn) | [IF yee, aive war or dates of sarvies) NO.

Flizabeth Shacklerfor

NAME 14, NAME'OF HUSBAND OR WIFE

i Thomas J, Powell

7. INFORMANT ' 5 sucmggis OR NAME DDRESS
7(,/0115 ,Zp-au,) B g £L /&L}

no no
18, CALSE OF DEATH MEDICAL CERTIFICATION mggrvﬁgnw?
, Enter only onecauss per 1. DISEASE OR CONDITION . . - ] H
Mo for (8}, (b, and (@) | DYRECTLY LEADING TO DEATH®(qy : = 5 weeks
S ANTECEDENT CAUSES comrpensa ion £
meen H e ,
the mode of dying, such | Morbid eonditions, if any, gmnq DUE TO (b) __EP__L@__&llQ_&ﬂ_Qllﬂ_Q_&ll_ _d-_"‘_.__
aa heart fallure, asthenta, | Tide to the abane cause (o) dating , ul tis - | N
ete. It means the diy- | ‘he underlying cauac lost. O
care, Injury, or o, _ DUE TO (¢) r
tion which caused death. § 1. OTHES‘SEGF:::?NT gﬁiﬁlgs Digbetes mellitus and. c¢hronic [, : f (AL
Conditions cont o ot . M
, selated to the discate or condition cuusing death. Bholeocystitis # o SN
19a. DATE OF OPERA- | 190. MAJOR FINDINGS OF OPERATION .- iz a¥artopsvr ¢
lione TiON . . " yes [ NO E
21a. ACCIDENT (Bpecify) 21b, PLACE OF INJURY (e.g.. lnorabout | 2ic. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE) , )
SUICIDE . homs, farm, factory, surest, oflos bldg. ea.) . s
HOMICIDE {~
21d. TIME {Month) (Day) (Year) (Huur) 2le. INJURY OCCURRED 2. HOW DID INJURY OCCUR? v
OF TR ' WHILEAT[—] NOT WHILE["
INJURY WORK AT WORK

2.1 hereby cemfy that :Il, aattcnded the deceased from A.u.g._ﬂ_ 1949, to SﬁpL_lB. ‘1949 that I last saw the deceased

. alive on QB

. }-?44_9., and that death occurred a!

23, SI ﬁm-r/uy

- from thegauses and on the dale stated above.
23¢. DATE SIGN
7- 26-%9

BURJAL, cREMA

24b. DATE Z4c. NAME OF CEMETERY OR CREMATDRY .

TION.ﬁEMOVilL

9-—20 9 ew _Florenea N

WRITE PLAINLY--USING UNFADING BiACK INE-—MAEKE A PERMANENT .‘RECOI\{D

Py Y- GF

x

ISTRAR'S SIQHATUR
«Wae

{Ticensed/ Embalmer’s Statement on Rewerse Side)

. FUMERAL DIRECTOR'S SI

HOPKINS

244, I.OCATION (Ouy. town, or couaty)

.- (State)

ATURE ?DDHESS
MON TGOMERY CITY MO




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, o b}g{l’_.}..}}.g
R day._ of Sept 1949 . . Studant Eadaleer No. .-
working under my persona! supervision. ¢
Signed Co_ W, Hopkin

Si gncd .............................. FEEEE TR . Licensed Embalﬂlﬂ Nn 1487

P. O. Add.ress Montgomery City Mg

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

If this body is not embalmed, fact should be 6o sated above. _ .-
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