No. 300
10.48

)

S TR

HLEB OCT 28 1955  STANDARD CERTIF

THE DIVISION OF HEALTH OF MISSOURI

35647

51028 File Nou.vnccovioninrinessiss s smsnes -

ICATE OF DEATH

15, WAS DECEASED EVER IN U.5. ARMED FORCES?

Yes, 8o, or unkoown) | {If yea, give war or dates of sorvice)

16. SOCIAL SECURITY

792905

3 4 b
'BIRTH NKO. REG. DIST. NO. 3 3 PRIMARY REG. DIST. NO. 30 7 Registrar’'s Na.....,..( AP (T
1. PLACE OF DEATH 2. USUAL RESIDENCE (Wbere deccased lived. If institution: residence before
a. COUNTY a. STATE b COUNTY agunistion),
Scott Missouri . - New Madri
b, CITY (I outside corporate len.s writs¢ RURAL and give gT l;;’ENGTH OF c. ng d 1 Resldence within Imits of
towtahip} {in this place) . R . @ city or incorporated town?
TOWN Sikeston Days TOWN New Madrid Ca g ome g
d. FULL NAME OF (I! act ia hmpu.al or institution. give strevt nddreas or location) STREET (1 rural, give loeation) % '
HOSPITAL OR ADDRESS _——— 07 /
INSTITUTION Mo, Delta Community H
3. NAME OF a. (First) b. (Middle) ¢. (Last)
DECEASED 4. DATE (Month)  (Day)  (Year)
{Type or Print) Jim —-—— Bowman DEATH 9 12 1955
5, SEX £ 6. COLOR OR RACE | 7. MARIE,ED gEVgEC%[A)RRIED 8. DATE OF BIRTH 9. I:\.GE (Ind:ve)-n Brl; UNDER 1 YEAR | F UNDER t nEs.
N . {Bpeucif; t ¥, onths | Days | Hours | Min.
Male White P ed 5-19-1893 5'& ’
102, USUAL OCCUPATION (Giwekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . 12, CITIZEN
donadu.ri.n:mmr.o!warunxufu.u:annihzlir:;) _ DUSTRY {Qity and State e F“““ Countrv) | ?FWHAT
Farmer Farming Hickman, Kentucky / | U S A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBANC OR WIFE
- James Bowman Iula Henderson | Sallie Jennings

i7. INFORMANT'S SIGNATURE OR NAME ADDRESS
Mrs. Ballie Bowman, New Madrid, Mo.

' |I. Enteronly criscanse per

MED
1. DISEASE OR CONDITION - - -

18. CAUSE OF DEATH

Iine for (a}, (b}, and (c)

CERTIF'ICATION

d /J’d - ) INTERVAL BETWEEN

DIRECTLY LEADING TO DEATH® (3

*This does ot mean ANTECEDENT CAUSES '

& olas.

* Morbic -conditiona, if any, giving DUE TO (B) _
rise to the above caude (e ) stating
the underlying cause last.

- DUE TO (&)

the mode of dying, such
as heart fallure, asthenia,
ee. It meana the dis-
case, injtiry, of complica-

ONS{rfgﬂz‘E'!TH
/,;'w 2" (g2)

1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not
relnted o the dizease or condition causing death,

tiom which caused death,

Q/é!

19a. DATE OF OPERA-

7 //(STION

195, MAJORFINDINGS OF OPERATION _ o
d{/u—( ./ 2ed

20. AUTOPSY?

YESD Hﬂm

21a, ACCIDENT

{Bpecify) 210, PLACE QF INJURY (e.¢..dnor sbout
ji; M home, far: ry. atreet, office bidg..eto.)

21c. (CITY, TOWN, OR TOWNSHIP) WN (STATE)
%&u o Mo

HOM'C[DE
214. TIME (Month) (Day) (Year) (Bouy, | 2lo. INJURY OCCURRED | 21f, qu INJURY OCC s
OF WHILEAT [ NOT WHILE M
INJURY 7 £ 5T 30/ WORK AT WORK

22, [ hereby cemfg that I attended the deceased from _Lé_.

alive on , 8 and that death occurred at

IQ-g lo __m 19_\ﬂlthat I-last -gaw the deceased

. . m., from the causes and on ihe dale stated above.

23a. SIGWZM Q%M, (De%

" 23b. ADDRESS . I 23z, DATE SIGNED
Sikeston, Missouri F//e )35

WRITE PLAINLY-—USING UNFADING BLACK INE—MAEE A PERMARTEi\TT RECORD

24a. BURIAL. CREMA- | Zdb. DATE ' . NAME OF CEMETERY OR CREMATORY 24¢. LOCATION (Oity, town, or county) ' State)
T , REMOVAL 5, ]
/ St , "
DATE REC'D BY LOCAL | REGISTRAR'SIGNATU / 25 FUNZRAL DIRECTOR'S SIGNATYRE
- £

{[icensed Embalmer’s S

tatement on Reverse Side)




’ 0CT 2.4 1955

DATE RECENVED
SCOTT CO. WEALTH DEPT,

CO. FILE No. /08 ¥ - Ddaq

£y
.

-

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emt

DY INE, OF DY oottt ittt i v e

working under my personal supervision..

Student ... i e cbsasanaes
Signature of Student Embalmer

‘Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND
to comply with the above constitutes grounds for revocation of license),

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

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



