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FILED UEC 14 1957

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. i?_L PRIMARY REG. DIST. W.M Registrar's No. ....é.z...._...............

4()408

State File No............

maeee erruamse bomy

. Enter only onecauso per

18. CAUSE OF DEATH
I. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH*(q)

'BIRTH NO.
1. PLLACE OF DEATH . 2. USUAL RESIDENCE (Whers d d lvad. If iosthotd i before
a. COUNTY /«9’? J a. STATE . b. COUNTY . sdinkesionl,
Scott i sgonri x¥x bca tt
b. CITY (11 outside corpurate timits, write RURAL and glvo/ g'TALYENGlz nl?F) ¢. CITY (If outside corporate limita, writs RURAL azd glve township)
. townabip) ed)) B
ToWwN Benton , R, F. D ears TOWN Benton R,F,D, /e
d. FULL NAME OF {If not in hospital or § ion, give straet addrem or locstion) d. STREET (f rural, give location)
HOSPITAL ADDRESS a
INSFITUTIOH Residence Benton, ¥o. R.F.D. #l
3. NAME OF . (Fimst b. (Middle ¢. (Last
SANMEDE T o Giny (hlaaley © W) 4 DATE  (Montt) (Duy) (Yew)
{ Type or Pring) Louis Franklin Stowers DEATH Nov. 3,1951
5. SEX 6. COLOR OR RACE | 7. #FD%RVIJEIB E%RCESRNED' , 8. DATE OF BIRTH Q.hﬁ?&&mn ; w‘l::l ID'I'l:u I UNDER W MRS,
1 {8 ¥, oo ayy | Hours | Min,
Hale o7 | lhite NarTied . 7 | May, ©, 1909 i | |
10a. USUAL OCCUPATkIgLHu&Gmmdd-wk 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (8tats or foreign oountry) lZ£L1;:%‘EI¢OquAT
e, wren if retired) RY?
T L ATOR Farm Laborer Csceola, Arkansas /
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Andrew Stowers Yartha Jane Williams Estie Lee Stowers
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S S| GNATURE OR NAME ADDRESS
{Yep.bo, orunknowsn)} | (If yes, xive war or dates of sarvioe) NO. R -
No None Zstie Lee Stowers, Benton.io
MEDICAL CERTIFICATION INTERVAL DETWEEN

ONSET AND DEATH

-

Mne for (s}, (b), and (c)

ANTECEDENT CAUSES

Morbid conditions, if any, giring DUE TO (b)
rize o the above cause [ﬂ} sating
the underlying catise logt

*This doet not mean
the mode of dying, such
a# heart follure, asthenta,
de. It means the dis-

case, infury, or complica- DUE TO ()

Sttty

It. OTHER SIGNIFICANT CONDITIONS

Condiliona contritnling to the death bud ol
related lo the dixease or condition causing death.

tion which caused death.

20, AUTOPSY?

USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

19a. DATE OF OP%ROJN 19b. MAJOR FINDINGS OF OPERATION
A0 | ves (1 wo [
2la. ACCIDENT (Bpecity) 21b. PLACE OF INJURY (e.g..lnorabous | 21c. (CITY, TOWN, OR TOWNH‘“F) (COUNTY) (STATE)
SUICIDE bome, tarm, factory, street. offios bids.. ete.)
HOMICIDE
214. TIME (Mouth} . (Day) (Year) (Houn 2le. INJURY OCCURRED 21f. HOW DID INJURY OCCUR?
i : WHILEAT[—] NOT WHILE
URY = | “work AT WORK

alive on

21 hereby .certiéy that I attended the deceased from é&;,

i 19£,/and that death occurred at 22

fs,ZZ to o, T, 19-5"1 that I last saw the deceased

m., from the causes and on the date stated above,

mW %ﬂﬂ

23b. ADDRESS

Z3c. DATE SIGNED

S~ F 5

WRITE PLAINLY—

%14!. BERIOALKLCREMA. 24b. DATE | 24z, NAME OF CEMETERY OR CREMATW/ 2. LxATlON (Oity, town, or county) (smu?_
. (Bpeaity)
BurTal 11/5/51 | Cak Grove Cemetery’ Charleston, Mo _
ATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE BAF RAL "8 SIGNATURE ODRESS
REG, : + 39S - A,
Iy Av/d” Byrtsd ” ) fiunneide Nunerdl Chape arleston,Mo

(Licensed Embalmer’s Statement on Reverse Side)




receveD__DEC 11 1951
SCOTT COUNTY HEALTH CENTER

CO. FLE NO. /28/— .

l——————— e —— —

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.__....f.,...-.;.'. ........

Student Embalmer No.

Student ..... W eierisesessesrreasassannreans Signed &Dw E-O-M

Student Embaimer _ ) \\.*_ L lo\'-

Licensed Embalmer No

P. O. Address wﬁ&iﬁ'\gw&.

working under my personal supervision.

Note:' The above MUST BE SIGNED BY THE LICENSED EMBALMER in h.u OWN HANDWRITING (Faxlure to comply with
the above constitutes grounds for revocation of license.)

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

{




