sl THE DIVISION OF HEALTH OF MISSOURI 37@32’
vliere FILED OCT 21 1857 STANDARD CERTIFICATE OF DEATH T I T R

ublie 7
Service I Registration District No. 10 Primary Registration District Ne._______3_9_,5“§m,___u Registrar's No.,__g,jz_,______.. N
B -
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Resldenca bufore/
11'“
. 300 o a. COUNTY 83t. Charles STATEMIBSOUPI b. COUNTY St. . "I'&
1-57 b. Cg‘! (If outside corporate limits, give TOWNSHIP only) Inside Limirs c. CJTY j Inslde Limits
R .
joow - St, Charles You [ N [] om St. Charles G [P Yesixl N[
c. Fgl.;.] NAIP_J%OF {1f NOT in hospital, give location) | Length of stay in 1b d. STDRD%EE;S {If outside, give |ocu|‘l'o|‘1) Reside on Farm
HOSPITA R Al
| wsTitution Sot. Joseph 10 days . : 2015 No. 4th. Yes [ Nofl
3. NAME OF DECEASED First Middle ‘Last 4. DATE Manth Day Year
{Type or print) QF
William R. Fowler DEATH October 13 1957
5. SEX ] &6 QCOLOR OR RACE{-7. MARR ED|:| NEVER MARmED% 8. DATE OF BIRTH 9. AIGE s‘" ;;,,; :ur::sngvem ts UNDER z:MHRs.
B ast birthda onthe ays lours n.
Male White wi ) OIVORCED Qb-lq', 1871 81 " vy :_m l I
10a. USUAL OCCUPATION (Give kind of work done [ 10k, KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country) "~ © C 13, CITIZEN OF WHAT COUNTRY?
mogi of uurklng lity gyon if retjapd} D, STRY
ching Het " |Ratir Danville, Mo. UsSehe
= 13e. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
¥ . T .- .
2 Sam Fowler Mollie Singleton Katherine Johnson
2
§ 15. WAS DECEASED EVER IN L. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.[ 17. INFORMANT Address
(Y r unkngwn)| {If , give war or dates of sarvice)
3 NG o] e e " Nene Melba Henderson, St,

18. CAUSE OF DEATH (Enter only one couse per line for (o), (b), and {c).) INTERYAL BETWEEN
PART |. DEATH WAS CAUSED BY: A/ 9 ONSET AND DEATH
IMMEDIATE CAUSE (o) M ’%Lﬂhﬂéﬂﬁ&&
Canditions, f ony, . DUE TO (b) __" W&Lﬂ% M_.M

which gave rlse to } ht "

above couse {a},
stating the under-

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

£

5

<

[

5

E]

§ é lying couse last. DUE TO {c)

§ = PART {l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dissass condition given in PART ) {a) 19. WAS AUTOPSY
€3 2 —_— PERFORMED] 22—
52 L - . 4200 YES[ ] Noé_
§ = E | 200. ACCIDENT SUICIDE HOMICIDE | 20b. "DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART U of item 18.)

3= o

> 8 5 O—-+=LL - — ) R o e

58 Q 2¢. TIME OF Hour Month, Day, Year

g8 3 INJU

= ‘:‘ X p.m.

2 E. .20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 204. CITY, TOWN, OR LOCATION  COUNTY . STATE

o = WHILE ATD NOT WHILE 0 tarm, factory, street, office bldg., atc.} .

8 WORK —M_WORK  S——

:':: E .21. | attended the deceased frei = 1] = / I Zd last saw o e on M?
% a . Death vccurred at el L) b ﬁ_._ r on the date stated above; and 1o the best of my knowledge, from the causes flated

2 i v —— >
v 0. SIGNATURE “{Degree or tijle 22b. ADDRESS s.lGNED
G s D T oeag et s
s ] Y/ 2 K. VPR ) /95")
| 230. BURIAL, CREMATION, | 23b. DATE - ‘23: NAME OF CEMETERY OR CREMATORY . Jq 22d.. LOCAT}C{(CNV 'oum or :nun!y) - (SI'ﬂ-)
LJ ( Specify) »
-BUFLEY Oct .16,1957 Cak Grove Cemetery St. Charles, Missourl
24. EUNERAL DIRECTOR AD-D’RW - / ATE RPCD. BY LOCAL REG. )7 STRAR'S SIGNATURE
ez 2 4 bl { LS- S7
N : {Li d Embalt o's 5 on Raverss Side)



B ) P o & .
6oT 211857 - T R .
- . S _
N IR EE I

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, o bY ..oovvniiiiniininnein i, b reeeetrter et raaaaeebrna e perenenranariaaasansrenas ., Student Embalmer No. ...........ccovuv.

working under my personal supervision.

Signature of Student Embalmer

. . 0 Address?,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
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.

~ N BN PR oo ve



