THE DIVISION OF HéALTH OF MISSOURI 363 1 1

o.300
s FILED DEC 6 195 STANDARD CERTIFICATE OF DEATH State File No
'BILRTH NO. REG. DIST. NO, __‘i PRIMARY REG. DIST. N03 0 I b Regittrar's No...... %‘l:f:- ..............
0 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deconsed lived. If institution: residence befors
a. COUNTY : a. STATE b. COUNTY sdunission),
Clinton Missourt . Daviess _
b. CITY (I outcid it write RURAL snd giv . LENGTH OfF e. CITY ’ L oa w
LY (it swede corsri i, e RUBAL sod e | € LSHTS OF | ¢- €Y Grahd | “ijpecen e
TOWN  Cameron Dayg [I__ TOWN _=ETREN
d. FULL NAME OF (11 not in hoapieal or institution. lve streat sddress or location) STREET (If rura!, give location) OX
HOSPITA ADDRESS . {
INSTITUTION Cameron Community Hospdtsl 8 Miles N.,E, Gallatin, Mo,
36!&35&%5%% a. (First) b. (Middle) . (Last) 3 Ds;g (Moath)  (Day)  (¥ear)
{ Type or Print) Howard DEATH r 19 1¢55
5. SEX +6, COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8, DATE OF BIRTH 9, AGE (In years| \F UNDER 3 YEAR | = DNDER 5 HAS.
! WIDOWED, DIVORCED {8pecify, last birthday) Molﬂh-l Days | Mours | Min.
Male Yhite Married Aug, 13 1879 _76.. ‘

10a. USUAL QCCUPATION (Cive kind of work | 10b. KIND QF BUSINESS OR IN- | 11. BIRTHPLACE . . . 12, CITI
dane durins moes of working Life, oven if rotired) DUSTRY {City ead State or Foreiga Country) C‘ COUN%EQ'?FWHAT

Farmer Farm Owner Daviess CQ,, Missourt i_UsA

13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14, NAME OF MUSBAND OR WiFE
William Wynne Amanda Bowen | Ethel E, Wynne _
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes. no.orunknowa) | (If yes, rive war or dates of sorvice) NO.
No —— None Ethel FE. Wypne, Gellatin, Mo, :
18. CAUSE OF DEATH MEDICAL CERTIFICATION 1 INTERVAL BETWEEN
. ONSH AND DEATH

_ Enteronly onecaussper | 1. DISEASE OR CONDITION
line for (a), (), and (g | P'RECTLY LEADING TO DEATH® () &!AM a f"‘" g
*Thiz does nol mean ANTECEDENT CAUSES ‘-"—f"—."{ M— %?

the mode of dying, such | Morbid conditions, if any, giring DUE TO (b)
as heart fafltire, asthenia, | Tise to the above cause (o) slathuy

ete. It meons the diy- | the underlying cause last.

case, infury, or complica- | DUE TO (c) :

tions tohich coused death. | 11, OTHER SIGNIFICANT COMDITIONS /é"é 2

* | - Condilions contriduting to the death but a0t
related o the disease or condition causing death.

192, DATE OF OP_IE_E:FE)AN- 19b. MAJOR FINDINGS OF OPERATION "'M“"" M 20, AUTOPSY?
//’/i"q %“‘”ﬁ “"‘( W YES D NO w

2ta. ACCIDENT (Bpecify) 21b. PLACEOF INJURY (a.g..inerabont | 2ic. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE : boms. farm. faatory, mreet. office bldx..e10.)
) HOMICIDE
21d. TIME (Month} {(Day} (Year} (Hour) 2le. INJURY OCCURRED [ 21f. HOW DID INJURY OCCUR?
oF WHILEAT[—] NOT WHILE,
INJURY WORK AT WORK
22, I hereby certify that I atlended the deceased from _A&_L, 1958 1o _L=tDF 193 that I last saw the deceased
) alive on _LLLi_ 19.-':- and that death occurred al Qi I Am., from the causes and on the date staled above.
23a. Sl {Degree or titlc},) 23b. ADDRESS 23c. DATE SIGNED

s, BURTAL. CREMA- | 24b. DATE 24:. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Clty, town, cr county) (State)
TION REMOVAL (Bpecity)

Buprisal ll=22=55 Grand River Cemse

DATE REC'D @Y ISTRAR'S BIGNATURE BY Ayl Fl
o -a¢- '“EG"L\Ej MWI .“._

(Licensed Embalmer’s Statement on Reverse Side) )

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




66 ouav SA

-

h STATEMENT BY LICENSED EMBALMER

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

by me, or by e e e e , Student Embalmer No.........

working under my personal supervision..

Student oo oo rrre st e
Signeture of Student Embalmer

Licensed Embalpfer NoTT..7.. .

- P. O. Addres

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

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

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

-



