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

) THE DIVISION OF HEALTH OF MIdSAIKI
FILEDNOV 1. 1954 STANDARD CERTIFICATE OF

REG. DiST. NO. '53 PRIMARY REG. DIST. nq,i&é. Kegistrar's No..=%.

33419
59-85

e A EEp R

DEATR State File No.

BIRTH NO. e T
1. PLACE OF DEATH e 2. USUAL. RESIDENKE (Where decoased lived. If institution; residence befors
a. COUNTY ®, ‘ L e ey e -‘ a SIATE, . _ > b, COUNTY adanisslon).
RN !'“"Dﬁp ' s 4 *f-“&; i‘ > TR RN ade .. LA
. CITY (If outcide eorpurats limits, write RURAL and give c. LENGTH OF §| ¢ . CITY: ° W Ty f{ Is Retidence within Lizlts of | *
R N - townahipl | STAY (in this place QR te . —I T B gty or byyorporated town?
TOWN 'R (reanfield Mo, yrs TOWN _ So.Greenfield Mo <G %0
d. FI':!J(IJ-]S;PI;J'I‘!\AT.EOOF (I not in houpital or institution, give streat n.idr-u ‘%oe“g‘um'_: ADI;EEE":S (I rural, give location) ag 7[5
INSTITUTION Home
3. NAME OF 8. {First) b. (Middle) c. {Last)
DECEASED ¢ 4 DATE (Month) 2(116?) (Year)
( Type or Print) Myrtle Haynes Blaine oearn Oct 3
5. SEX / 6. COLOR OR RACE | 7. Vr‘quADROF:‘IJEB N?\YESCPEGRRIED. /| 8. DATE OF BIRTH S.IAAIGE&::!:”;“ L;F I:l::k | YEAR | F yNDER 4 MRS,
(Bpecil: t ¥, oh Days | H DMin.
F W ried it | June 29,187 g l ™

10a. USUAL OCCUPATION (Give kind of work
tired)

done Quring most of working life, sven if re

t0b. KIND OF BUSINESS OR IN-
DUSTRY

11. BIRTHPLACE

(City and State cr Foreiga Counr.rvlo I Iz'cgﬂl;:%ER@?FwHAT

retired Housewlfe Dade Co.Mo.
134, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
David E.Bowman Mary E.Bowman G.M.Blaine

I5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16, SOCIAL SECURITY
(Yea, no, or unknowa) | (I{ yes, sive war or dates of sorvice) NO,
no none

7. INFORMANT" 5 S| GNATURE OR NAME
Frank Haynes Ft Scott Kans.

ADDRESS

. Enter only onecause per

18. CAUSE OF DEATH
I. 'DISEASE OR CONDITION

line for (a), (b}, and {c) DIRECTLY LEADING TQ DEATH®(4y

o .
*This does mot mean ANTECEDENT CAUSES

MEDICALYCERTIF,

INTERVAL BETWEEN
ONSET AND DEATH

ION

7

Morbid conditions, if any, gising DUE TO'(b)
rise to the above cause (a) slating
the underlying cause last.

the mode of dying, such
as heart fallure, asthenia,

etc. It means the dis-
DUE TO {¢)

caae, infury, or comptl
tion which caused death, | |1, OTHER SIGNIFICANT CCONDITIONS

Conditions contributing to the death but zot
related to the direase or condition causing death.

19a, DATE OF DP_FngN 19, MAJOR FINDINGS OF OPERATION . }( 20. AUTOPSY?
- Z2IS X O wD
21a. ACCIDENT {Bpecity) 21b. PLACEQF INJURY (a.x.. tnorsboet | 21c. {(CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE homs, larm, factory, strest, office bidg., eta.)
" HOMICIDE -
21d. TégE (Month} (Day} (Year} (Hour) 2le. INJURY OCCURRED | 21t. HOW DID INJURY OCCUR?_
INJURY, m | WHREAT[ ] NOTHLE

22. I hereby certif that I attended the deceased fro ___%_ .%
- -alive o&c&#. 195_14 and tha! dealh occurred at 6335p -

10 . 10m 23 ,19_K/, that T last saw the deceased

o from the causes and on the date stated above.

23a. SIGNATURE

23c. DATE SIGNED

[fo-26- 5%

v, LOWR, 0T COUnty)

?!_AaO.NBUERMlg“Ir.. CREMA- | 24b, DATE 24z, NAME OF CBMETERY OR CHEMATORY (Smte)’
1 {8pecifly) . .
ur Oct.25 1954 Greenfield Greenfield Mo

DATE REC'D BY LOCAL

j0-29-5

R S'I:R.Alﬁ S:IGN&JRE Z (;7;,'

25 FUNERAL DIRECTOR"S SIGMATURE ADDRESS

Allison Funerak ﬁome Greenfi=ld Mo,

(Ticensed Embalcier’s Statement on Reverse Side)




T s
STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embs

By I, O DY ittt e i

working under my personal supervision..

Student ...
Signature of Student Embalmer

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

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

I¥ this body is not embalmed, fact should be so stated above.




