THE DIVISION OF HEALTH OF MISSOURI

___________________ 47804

pt. Health,
c., & Welfare STANDARD CERT'"(A“ OF DEATH STATE FILE NUMBER
S, Public 6\ - _j s 7
alth Service i gistration District No. . s sd oo | Primary Registration District No. "o 3 # b . Registrar's No. € [ .. . ..
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If lnslnuhon:-Resé.d“g_ncg ]efore
a 1
/5. 300 . COUNTY Oregon STATE s ccouri & COUNTY Oreron 3pen
ev, 157 b. Cg’RY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CIT‘I’ 6‘ 750 Inside Limits
A TOWN Alton Yes L1 Mo [] TowN Alton 0 Yes[J No[]
/‘b c FgL’!’_nb’lAtl%gF {If NOT in hospital, give location) | Length of stay in 1b d. SB%%EEES (If outside, give location) Reside on Farm
HOSPITA s . A
“ INSTITUTION lifetime ' Yes [] No[]
3 NTAME OF DECEASED First Middle Last 4, DA;E Month Day Yaar
{Type o print) 0 o
Maragret Emma Lowry peatn June 21, 185§
T :
5. SEX 6. COLOR OR RACE| 7. MARRIED[ | NEVER MARRIEDL ] 8. DATE OF BIRTH g, AEETS;:,:;:;; :::TDER';LEARE |;£:DER 2:*:125. :
Femle White wivowenfyg /)-vivorceo[]| Feb, 3, 1876 b ! 18' l |

100. USUAL OCCUPATION (Give kind of work done

16b. KIND OF BUSINESS OR

11. BIRTHPLACE (City end state or couniry)

12. CITIZEN OF WHAT COUNTRY?

during most of working life, sven if retired) INDUSTRY N R
" ‘Housewd fa Domestic Many Springs, Missouri USA

13a. FATHER'S HAME

in Johnson

13k, MOTHER'S MAIDEN NAME

Sarah Johnson

14. NAME OF HUSBAND OR WIFE -

Thomas Bert Lowry

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

16. SOCIAL SECURITY NO.

17. INFORMANT

Address

{Yes, mlan unkngwn)| (If yes, give wor or dotes of setvice)

e

None

Iottie Forester, Alton, Missouri

Docter, coroner, etc. must use only standard nomenclature in item 18. No symptoms will be listed.
LSE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Port | must be causally related.

INTERVAL BETWEEN
ONSET AND DEATH

18. CAUSE OF DEATH (Enter only one gause per line {a), (bl and {g}.)
PART 1. DEATH WAS CAUSED BY: < <
IMMEDIATE CAUSE (a} = -

Death occurred at

Conditiana, H any, DUE TO (b}’
which gove rise to
above cause (a),
stating the undes- } ,
g lying cowse last, DUE TO (¢)
= PART f1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diseass condition given in PART | {a} 19. WAS AUTOPSY a
= 3 2 , PERFORMED? ‘
frd . X YES[] No[)
5| 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Entsr nature of injury in PART | or PART Il of item 18.)
w
8 O O D
S[ 20c. TIMEOF .Hour Month, Day, Yeor
] INJURY  a.m.
"X pom, : .
20d. INJURY OCCURRED 20e. PLACE OF INJURY (o.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE ':] farm, fucrory. street, offica bldg., etc.) :
WORK AT WORK -
21. 'attendad the deceased from / 9 s / to ond last hw hiem 7 alive on

m on the date stated chove; ond to the best of my lmowlodga. from the couses stated.

- Mbwr title)

22c. PATE SIGNED

SR YN e

23a. BURIAL, CREMATION, | 23b. DATE

6=23=1957

0

‘Zle. NAME OF CEMETERY OR CREMATORY

Iance Ceme haw

234. LOCATION (Ci

regron Courntar

town, or county) (Si_m-)

M3 S B-5-0% 134

UNERAL DIRECTOR

ECD. BY LOCAL REG.

2‘1/5‘3

RESS

| &

28 REGISTR A%&lw

b o

it

tLi 4 Embal: e

on Revirae Side).
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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 embalmed

DY M, OF BY 1ottt res e eeee e emree s s eniees s renbn e resennns veeiireen e Student Embalmer No. ..oooovvvvennnnn.

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:lure
to comply with the above constitutes grounds for revocation of license). .

- If embalmed by'a STUDENT, he also shall sign in_his OWN:handwriting. . ot R .

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




