F o, 300 THE DIVISION OF HEALTH OF MISSOURI
"o STANDARD CERTIFICATE OF DEATH siae Fie vo. 330

). 10.48

. ' IRTH no”’ [D MAR 10 195[‘, REG. DIST. NO. ,_‘___,___anmv REG. DisT. wo. . RTCS  Repistrors No 56
U || 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decosssd lived. If_ioatitytion: residencs befors
a. COUNTY A'dair R b. COUNTY Tiewig admisaion),
. b. %1[:( (I outaide corpursts llmits, write RURAL and give ‘c.S'T I:‘I'-ZNGTH OF c. ng (If outalde porpornte limits, write RURAL and give township)
. . . ywnghip) inghis 3]
‘ 9% Kirksville o] STRY sl 1S Bwing g 6
*d. FULL NAME OF (If aot in hoapital or institution, give stteot address or location} d. STREET (1 rural, give location) f
. HOSPITAL OR ADDRESS  Ryral ‘
INSTITUTION K. 0. H.
N EE A b. (Miadle) . (Last) 4DATE  (Mauth) (Dap) (Yem) ‘
. ( Type or Print) Norma Jean Bradshaw pEATHMar., L, 195
5. SEX / 6. COLOR OR RACE | 7. MAR%}EB tsx’-:vggcrggngizo 8. DATE OF BiRTH I 9. li\.GE Un yan| v omes | x| oo u ma |
) s (Bpecif. t Months ! Days { Hours | Min,
. o F W HRher 2 July L, 1930 23 f [
. 108} USUAL OCCUPATION (Givekind of werk | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or ¢ ) 12,
y . \dmduﬁn(mululvorﬂncll!l.omﬂ'nﬂr:l) DUSTRY . te or forelen wonntey / Cgbn'fz'ﬁﬁ?o’:m“r |
' . Home Home Quiney, I11. U.S.A,
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
; -} Emmett Oliver Bower | Dorothy Kuhlman m, J, Bra
1S. WAS DECEASED EVER IN U.S. ARMED FORCES?.| 16. SOCIAL SECURITY | 17. INFORMANT ' S S|GNATURE OR NAME ADDRESS

H

WRITE'PLA_INLY—USING UNFADING BLACK INE—MAEKE A PERMANENT- RECORD

(Il yom, xlve war or dates of servics)

e ves NO. « Jo« Bradshaw, Biwing, Mo

"18:-CAUSE OF DEATH MEPICAL CERTIFICATION INTERVAL BETWEEN
fEnWonlyonemusepu I. DISEASE OR CONDITION _ ;é 6 ONSET AND DEATH
line for (), {b), and (¢) DIRECTLY LEADING TO DEATH (a) M

¢ *This does nol mean | PANTECEDENT CAUSES %WM dMW

the mode of dying, such | Aorbid conditions, if any, gidny DUE TO (b}

|| a9 heartfatture, asthenia, | ride to the above cause (a) stating 4

ete. Ii means the diy- the underlying cause lost.
ease, injury, or compli DUE TO (c)

tion hich eaused death. | 11. OTHER SIGNIFICANT GONDITIONS- T Z;
Conditions eontribuling to the death but not C : é
. related Lo the disease orgmdtﬂtm causing death. M /! “5-"? )(
‘192. DATE OF OPE%N ‘ 19b. MAJOR FINDINGS QF OPE TION : 411 .20, AUTOPSY?

|fr{Xen. m.Nrunhown)
v O

i
e e

ves (A o [

21a. ACCIDENT (Bpecily) 2'Ib.PLACEOFiNJURY {ag..ingFebout | 2ic. (CITY, TOWN, OR TOWNSHIP) | (COUNTY) (STATE)
SUICIDE boms, farm, factory, street, offics .. 90, A4 P .. ‘. e -
HOMICIDE .
21d. TIME {Month) (Day) {Yesr) (Hour) 2te. INJURY OCCURRED | 211, HOW DID INJURY OCCUR?
.3 : . WHILE AT 'NOT WHILE o o
INJURY WORK AT WORK Taese . -3
) 2, I hereby certify that I g/ended the deceased fram /=16 -~ 19—, lo Sy , 19 , that I last saw the deceased
N & alwe on "9‘ —¥ , and thal death occurred at A m., from the causes th stated above.
Yy E AN (Degroo or uug Z3b. ARDRESS &) 134 2. DATE SIGNED
K M Do T, Wy a | Py
Ly 24a, bumAL CREMA- 2. OATE U © A 2. NAVE OF CEMEI’ERY MCREMATORY }fa,@CATlou (City, town, or county) . - (Btath):.
P TIGH, REMOVAL @peciy
! 3/L/5h Stewart Cemete x

-

R DATE REC'D BY LOCAL EGISTRAR'S SIG 25, | CTOR’ S S) GNATURE Aonnsss'
R [ WV é‘f' '\&" ggmhﬁ!: i% - E_lrksville. Mo,

(Licensed Embalmet's Statement on Reverse Side)
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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 Embaimer Ne.

¥

Licensed Embalmer No 400!9 ,é ‘ ‘
P. O. Addre 2 yMJ

SRR E
Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN G. (Fallure to comply'.\iri;!t,.‘

the above constitutes grounds for revocation of license.)
I this body is not embalmed, fact should be so stated above.

working under my personal supervision,

StUABNE cecenosssenarsaovonssorssnnantanans Signe
Student Embalmer
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