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

(S

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH-

FILED AUG 29 1950

M8113

S1828 File No, o rrermrrmmsrsrsmsenmesssmnren

7130

REG. DIST. WO, ;18_ PRIMARY REG. DIST. no'flm_‘éc_ Regisirar's No

15. WAS DECEASED EVER IN U.S. ARMED FORCES?
(Yen, no, or unknows} | (II yes, xive war or dates of sarvios)

Na:

16. SOCIAL SECURITY
NO.

89=07-4557

"BIRTH NO.
1. PLLACE OF DEATH 2. USUAL RESIDENCE (Where decessed Lved. I inetitution: resilenes before
a. COUNTY a. STATE g b. COUNTY adinilon).
Mis.a.ouri
b. CITY (I outeide eorpurale Umits, write RURAL and give c. LENGTH OF ¢. CITY (If cumide sorporsta’ limiw, write RURAL aod give m-u,;
townghipt| STAY (in this place) OR
TOWN Stelouin TOWN St. Louig
d. FULL NAME OF (If nct in hoepital or institation, give streot or loeation) d. STREET (E! roral, give loatlon)
HOSPITAL O ) ADDRESS _ . -
INSTITUTION En Route to Missouri-PaciPic 4112 A.Juninta St
3. NAME OF o. (First b. (Middle c. {Last)
DECEASED (': ) ? ( 4 ng[E (Month)  (Dey) (Yean)
(Typeor Print)  * - Buprt Cowles Davis } DEATH 8=-21-1950
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In yearn]| ¥ UNOER 1 YEAR | T UNDER 1 HES.
WIDOWED, DIVORCED  (8pecity) Iset birthday} Moﬂthll Days | Hours | Min.
Male White Widower °; 3-4-1881 69 |
10a. USUAL OCCUPATION (Giwekindof work | 100, KIND OF BUSINESS OR IN- | 1. BIRTHPLACE (Btate or forolgn country) 12, CITIZEN OF WHAT
done during mast of working lifs, even if ratired) DUSTRY COUNTRY?
Operator Western-Union New York - UsSehs
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Orin Davis Adn Cowlag

7 INFORMANT 5 SIGNATURE OR NAME ADDRESS
Al oo /5. ata St

. Enter only onemuye per

18, CAUSE OF DEATH
‘I, DISEASE OR CONDITION

line for (a), (b), and (<) DIRECTLY LEADING TO DEATH® (4)

ANTECEDENT CAUSES

. Morbid conditiona, if any, giving DUE TO (b)
_ rise to the abose cause {a) stating
the underlying caivee last,

*This does not megn
the mode of dying, 2uch
ar hear! falture, osthenia,
ete. It meens the dha-
care, infury, or complica-

DUE TO (c)/)“/

MEDICAL CERTIFICATION

'ONSET AND DEATH.
T2 Ber -
2pa2

tion which caused death, | 1. OTHER SIGNIFICANT CONDITIONS
Conditions contriduting to the death bul not

related Lo the disease or wnditim causing

19a, DATE OF OP'FIRO‘N 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
- . . YES D NO
21a. ACCIDENT © (Bpecity) 21b. PLACE OF INJURY (eg..inorabous | 21¢. {CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bomie, tartn, (aatery, sirest, offlon bldy..me.) .
HOMICIDE : .
21d. TIME iMonth) (Day) (Year) (Hour) 21e. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR? } . - . -
OF . : WHILEAT ] NOT WHILE o by
INJURY WORK AT WORK s

19038 i 19.X°0., that I last zaw the decessed

22. I hereby certify that I atlended the deceased fram%l_, e, —Qﬁﬁ—LL—: )
alive on , 1950 |, and that death oceutred aB330 _Po m., from the causes and on the date stated above.

228, SIGNATURE {Degres or title)

Y

v

23b. ADDRESS 23c. DATE SIGNED

3(4-5}14@, ‘9 : T-23-Fo

FAL YCREMA-
TION REMOVAL (Bpelty)

24b. DATE i
Buriesl O

24c. NAME OF CEMETERY OR CREMATORY

24d. LOCATION (Oity, town] or county) (5tate)

8-83-195 New Picker Camat ary 2123 Grovots s . Ma
DATE REC'D BY LOCAL | R RAR'S S| 25. FUMERAL DIRECTOR ATUR ‘ADDRESS
EG.

R ; GNZRE

- FUs 22198 A

L4 ’

6 -

(Licemsed Enﬁdm«'o@énmt

Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby cc.r.tify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, 0f By rocoerere,

........... Student Eabalmer No. .
working under my persona! supervision.

StUdent cociniearrssamtac st an s aaeans
Student Embalmar

1cenzed Emb_almer No.....,.. %20 ........................

P. 0. Address...>

‘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. - . -




