FILED MAR 17 1958

THE DIVISIOM OF HEALTH OF MISSOURI

STAN D%RD CERTIFICATE OF DEATH

Registrgtion District Mo __._ 2.5 Primary Registration District Mo,

STATE FILE NUMBER

5.8"_—..__0_()8_322_.__9__“

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: ResidencegAefore
a. COUNTY o. STATE . . b. COUNTY admi sgfon}
Buchanan Missouri Buchanan s/ 2
b. C(I:;FRY (If cutside corparate limits, give TOWNSHIP only) Inside Limits ¢c. CITY lnside LimitsC/
OR
Y N
D TOWN es[3d Ne[] TOWN St Jﬂﬂ"ph Yes[X] No[]
c. t'-:lglgll’_l{’quﬁﬂE)OF {If NOT in hospital, give location) | Length of stay in 1b d. STREET {If outside, give location) Reside on Farm
AL OR ADDRESS
insTitution Mo. Meth. Hosp. 2 years 2424 S. 17th St. Yes [ No[3
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) F
SIDNEY SAMUEL KEOWN DEATH March 9, 1938
5. SEX D 6. COLOR OR RACE| 7. MARRIED@NEVER MARRIEDL) 8. DATE OF BIRTH 9, A|GE' (b|’,.‘:;.,; ::JI:I}I'J’ERgY:AR i;ﬁU:DER 2:4.HR5'
4 ast birthda n: a oy in.
male white WIDOWED[_| ovorceo[J| Sept. 27, 1890 |67 4 |
100, USUAL OCCUPATION (Give kind of work done | [0b. KIND GF BUSINESS OR 11- BIRTHPLACE (City and ltaf¢7znun|ry] 12. CITIZEN OF WHAT COUNTRY?
t o w k lifey, aven if retired I USTRY .
S CondacsT " | RallT0d4a Co. Lamoni, Iowa USA

13a. FATHER’S NAME

Samuel S. Keown

13b. MOTHER'S MAIDEN NAME

Sarah Stafiford

14- NAME OF ﬂUéBAND OR WIFE

Martha

15. WAS DECEASED £YER IN U. 5. ARMED FORCES?
(Yes, no, or unknawn}| (If yes, give wor or dates of service)

none

16. SOCIAL SECURITY NO.| 17.

INFORMANT

Address
Mrs. Sidney Keown,2424 S.17th,5t.Joseph,Mo.

PART I.

18. CAUSE OF DEATH (Enter vnly one ca
DEATH WAS CAUSED B

IMMEDIATE CAUSE (o)

Conditions, if any, DUE TO (b}
which gave rise 10

above couse (a), }

stating the wnder-

lying couss last. DUE TO (c)

\/

¢ per lin ¥ {a), (b}, and ().}

INTERYAL BETYEEN
ONS, DEATH

PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the termina! diseass cendition given in PART 1 (&)

19. WAS AUTOPSY

USE ONLY BLACK INK CR RIBBON TYPEWRITE IF POSSIBLE

21. ) attended the deceased from
Death occurred at

S we T WA EETE e WTEE

23a. BURIAL, CREMATION,
REHOVALiSp::I!y)
urlé.

R
~®

him

olive on

med last s N2 Y
m on the dote stafed above; and fa the best of my knowledge, from the codses stated

MABA T, [fOX

23c. NAME OF CEMETERY OR CREMATORY

Grandview Cemetery

. ADDRES

2z
o
I < PERFORMED?
s T daonl YESX] NO[]
- | 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART 1 or PART Il of item 18.}
= W
¥ v O d O /
] -
v Ul 20c. TIME OF Hour Month, Day, Year
2 ‘a INJURY  am.
‘.:;' X p.m.
E 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY - STATE
e WHILE AT[:] NOT WHILE 0 form, factory, sty office bidg., etc.)
I:E WORK AT WORK N i - e { N e e e
c
§
8
H
2
<

23d, LOCATION (City, tawn, or county)

Albany, Missouri

o

24. FUNERAL DIRECTCR
Heaton-Bowman

ADDRESS

St. Joseph, Mo,

25. DATE RECD. BY LOCAL REG,

77:’-«' /2, /%58

26. REGISTRAR'S SIGNATURE

P2y Clakk Sl

(Li 4 Erabal

on Reverss Side)




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, OF BY oiiiiiriiiriire e berer e retesserreetnranenssrerrrasanssrnsernnarrassassnnee .» Student Embalmer No. ................... |

working under my personal supervision.

StUdent .eccvevrenreeireriesieeees et oo seens e Sign
Signature of Student Embalmer

-Licensed Embalmer No, .-S__jr’(

P. 0. Addressz.fz.«.«a@j?.i..%

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.




