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w/ 1. PLACE OF DEATH 2. USUAL RESIDEMCE (¥here daceased lived. If institution: Rasidon;a .b.f_ora)
admission
O a. COUNTYHD&&W&Y a. STATE Mo. b COUNTYNOdaway /
. ]30;2 o b. Cg;\’ {!f outside corporate limits, give TOWNSHIP only) | Inside Limits c. CITY Inside Limits
T TOWN M&I‘yVille Y"x No B TOWN MarYVj.lle n_1 Lf‘ 17 1 NeoD
c. FULL NAME OF {If NOT inhospital, give location)|Length of stay in 1b i id . i .
HOSPITAL OR d. STREET oyside, give location) Reside on Egym
nstisution Ot Francis Hosplital 15 dgB ™ aopress 832 S ainut’ Yesn N,g
3 ==:EIA:I'D First Middle Last 4, DATE Month Day Year
OF
(Type or print) Charles Porter Dowis i 11 7 1957
5. SEX 6. COLOR OR RACE 7. mnn{znf] NEVER MARRIED [ ]] B PATE OF BIRTH ls‘ AGE (In years | IF UNDER | YEAR [F UNDER 24 HRS.
T iqeryirthday) [Monthe | Dawe | Hours | Min.
male white woowes[]  owonceo[ 10=2~1870 87
-110a. USUAL OCCUPATION {Gipe kind ofwort dm;e 104. KIND OF BUSINESS OR INDUSTRY [ 11. BIRTHPLACE (City and atate or country) ) 12, CITIZEN OF WHAT COUNTRY?
T "T e Y ? | parming, Sheridbn,Mo. - USA
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME
Wm F.Dowls ) Alice Aldrich
itsy WAS DEC-E:SED,EVEI}! 1] U.'S. ARMEE“;OR!CESI. N 16. SOCIAL, SECURITY NO.|17. INFORMANT Address
19 Vel A Wrow s | MrS Bernice Dowis,Maryville,Mo.
’ T 18, CAUSE OF DEATH [Enter only one cause pg for (@), (). and (c).] L — [INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: 7 g V. , _— ONSET AND DRATH
IMMEDIATE CAUSE (@) +_° zﬁ. Lot = N At B AEH sl < Yo, s
R . 7 . -
Conditions, if an¥. | puc To (b) £ eplt » 4-14_4{_'. oL 2 XJ" ) C—f,\/
which pare risg fo - - -
above  cause (O) / N
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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
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= 2 ACCIDENT su1cmy HOMICIDE | 206. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Part ITor Part 1l of item 18) -+ -
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- 20c. TIME OF Hour  Month, Day, Year

] INJURY 4. m. . -

E p.om. : .

X ] 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e, ¢,, in or about home, | 20f. CITY. TOWH, OR LOCATICN COUNTY STATE
WHILE AT 0 NOT WHILE farm, factory, street, office bidg., ete.)
WORK AT WORK .

i
21. f attended the deceased fre ., to-
Death ocgurred at m op-rhegate s

and last saw him he. alive on

7 A "L

tated afiove; and to the bost of my knowledge, from fhe causes stated.
- 7"‘“;

Doctor, corgner, etc. must use only standard nomenclature in item 18. No symptoms will be listed. All
diseases in Poart | must be cosually ralated. Coroner cannot certify to a death due te natural couses.
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M. DATE

11/

233. BURIAL, CREMATION,
REMOVAL {Specif)

fegpern,c

23¢. NAME OF CEMETERY OR CREMATORY

emetery

22h. ADDRESS
23d. LOCATION {Citw, town, or counly) ¢State}

Mo,
ShEridan Mo,
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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 emb:

by me, OF By .. i ieiiirriirecieeeanreanneae s ssassr e a ey

, Student Embalmer No

working under my personal supervision..

Student

Signed.
Signature of Student Embalmer

Licensed Embaln;er Nog..g,....

) ] ’d
P. O. Address . 2/ A

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hns OWN HANDWRIT ¥ ( K
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 b_ody is not embalmed, fact should be so stated above.
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