. 800

WRITE PLAINLY—USING UNFADING BLACK INE—MARE A PERMANENT RECORD

FLED SEP 2 1950

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

27207

State File No.voinanssisininnge

BIRTH Ko 3D © St 4 — SO Rec. pIsT. No. Z.Zé_ PRIMARY REG. DIST. ~o3_a_2._é Rea::frar.lNo....S 3/

i. PLACE OF DEATH 2. USUAL RESIDENCE {Where tencssed lived. It institution: residence before
8. COUNTY Jackson a. STATE Missouri b COUNTY Jackson sdeistont
b. CITY (If outnids corpurats Limits, write RURAL and give ¢. LENGTH OF ¢. CITY (If outside corporats Umits, write RURAL azd give township)
townabipt] STAY (Io this place) 0“'er /'
TSN Independence rs o Independence Af’
d. FULL NAME OF (l( not ia hoapital or institution, give strewt address or location) d. STREET (If rural, give location)
HOSPITAL OR ADDRESS
INSTITUTION Independence Sanitarium ‘1729 Claremont
3 NAME OF a. (First) b. (Middle) e, (Lagt) 4 DATE  (Month) (Dey)  (Year
(Tvpe or Prind) unnamed Baby Gower DEATH  Aug. 15, 1950
5. SEX 6. COLOR OR RACE | 7. \ﬁl%%%%g EIE\YEQC’ESRRIED 8. DATE OF BIRTH 9.:.GE‘£I;:;)-n Ll; ur | YEAR | IF UNDER 4 WR3,
peciiy} It t on Days | Hours | Min.
female white infant - /B Aug. 19, 1950 0 l 16
102, USUAL OCCUPATION (GiveXindof work | 10b. KIND QF BUSINESS OR IN- | 11. BIRTHPLACE (Stats or forelan conntry) O‘ 12. CITIZEN OF WHAT
dona dyring most of working life, even if retired} DUSTRY . ' : COUNTRY?
nond ' none Independence, Mo. -
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Edward L. Gower Erma Shepherd none
I5. WAS DECEASED EVER IN U.S5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ACDRESS
{¥es. 00, 0r unkoown) | (If yes, rlve war or dates of servica) - NO.*
no 0o none Edw, we ndependence, Mo.
18. CAUSE OF DEATH MEDICAL CERTIFICATION ‘ggghm
| Enter only onecausoper | |, DISEASE OR CONDITION : . oo
line for (a), (b, and (cy | DRECTLY LEADING TO DEATH () x ) e S ho,
“This does nol meen ANTECEDENT CAUSES
the mode of dying, such | Aforbid conditions, if any, gloing DUE TO (b} _
ar heart foflure, asthenia, | rise to the above cauve (n) stating
e, It means the dis mf tnderlying cause last.
ease, infury, or | DUE TO (¢}
tion which caused death. | 11, OTHER SIGNIFICANT CONDITIONS
Conditions contribuding {o the death but not 7 é
. ] related to the dizense or condition causing death. o .
19a, DATE OF OP'FFO‘N 195. MAJOR FINDINGS OF OPERATION ' 2. AUTOPSY?
A - , ' YES D ND R
21a. ACCIDENT (Bpacity) 21b. PLACEOF INJURY (o.g.. Inorabous | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, farm, factory, streat, offioe bldg.. ste.) .
HOMICIDE
2id. TIME (Month) _(Day) . (Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
- 'WHILEAT NOT WHILE ’
INJURY WORK AT WORK -

2. I kereby certify that I'atiended the deceased from

, 18270 to

3
¥

, 19570, that I last saw the deceased

alive on , 1950, and that death oceurred at m., from the causes and on the date stated above,
Ze. SIGNATURE (J  (Degmooortitte) | 2b. /ATE SIGNED
\_,U ey IW . 1 SE A Iass /21 /5w
BURTAL, CRERA. m DATE 24 NAME OF CEMETERY OR CREMATORY | 24d. LOCATION{City, town, or county) (State)
'non REMOVAL (Bpacity) '
purial (J ug 21, 1950 — 7k Gr Independence, Mo.
DATE REC'D BY LOCAL | R R'S SIGNAT 25, FUNERAL DIRECTOR' 8 S1GNATURE ABORESS
[ %9:20/ 990 %——Wepmme» Ho.

(Ticensed Ermbaltmer’s Statemsnt 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 ..

...... [ Student Embalaer No.

* working under my personal supervision,

©oStudent .ieesess erreararna aresreranauanan
Student Embailmer

1

P. 0. Addr

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

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




