THE DIVISION OF HEALTH OF MISSOURI

._.58-018720

eclth,
Welfare STANDARD CER“HCAT! OF DEATH F-ii.E NUMBER
whlic S'é ‘
ervice HLEU MAY 2 O 1958 Registration District Ne. / Primary Rn_g_is!ru!ion District No. ;O@/ Regislrﬂr'l No..“g?;_%&u---
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deconsed lived. If institution: Residence befora
300 a. COUNTY Jagper o STATEL1S56 211 b COUNTYJ : 5, yodmission)
=57 b. C(I:;TY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY 0 L}—? Inside Limits
O rom JCPlin Yes [X§ Mo (] Tom Joplin % Yos[£] Mol
il I Fgl.é. NAMEOOF {If NOT in hospital, give locatien) | Length of stoy in 1b d. STREET (If outside, give location) Reside on Farm
HOSPITAL OR 1 L - - ADDRESS e \
. . nstiruTion o tedchn's Hosp. [14 Yearl 2830 J.7Lh $St. Yes [] No[3]
T 3. :!TAME OF DE;:EASED Firss Middle Last 4. DATE Menth Day Yeor
- ype or print ME s re oF ' 3
- Jitldi=m 5. Lowe DEATH weY¥ 14 1950
e T [T R R Tamemeaiveves wameol] % SEEORE (9 Ags g oo feuies vl e
;‘ Ila-]- e '.‘J'}l 1 t e \’IIDOWEDD !‘ DIVORCEDD by -y st birthday, Y )
* 10a. USUAL OCCUPATION {Give kind of work done | 105, KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country) 12. CITIZEN OF WHAT COUNTRY?
T during mosi ol wur'ling_liln .avan {f ratired) INDUSTRY .
Besitaurani Lwner goa Tesglie , Ark. U s 4
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H‘U—SBAND_ OR WIFE
. o . P -
Thomas 5° Lowe froce hHarding Flors Leile lowe
15. WAS DECEASED EVER IN U. §. ARMED FORCES? 18, $OCIAL SECURITY HO.] 17. INFORMANT Address
{Yas, wa, or unk 1f yos, gi dates of sarvi . \ ‘ B
RO l"m‘m’lt ver a2 doter 2t terrieed Nrs. Flora Bell. Jowe , Jdoriin

PART I.

DEATH WAS CAUSED BY: . A . -
IMMEDIATE CAUSE (q) EMM S ial, M@v'

18. CAUSE OF DEATH (Enter only one cause per line for {a), (B}, and {c).}

INTERVAL BETWEEN
ONSET AND DEATH

Conditiens, if ony, DUE TO (&)
' which gave riss to
above cause (a),
| stating the under-
1 g lylng caues last. DUE TO (<) =
: - PART Il. OTHER SIGNIFIGANT CONDITIONS CONTRIBUTING TO DEATH but not ralated 1o the terminal disease condition given in PART I (o) 19. WAS AUTOPSY '2
| 6 PERFORMED?
; g 332X YES[] NO [
% | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DERCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART U of item 18.)
w
G O 3 J
tj 2c. TIME OF .Hour Month, Day, Year
'S INJURY a.m.
‘X p.m.
20d. INJURY OCCURRED 20e. PLACE QF INJURY (e.g., inor chout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE AT
WORK

0

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

NOT WHILE
AT WORK

}

form, factory, street, office bldg., etc.)

[

Death occupred of

{

7TV D

aa®

L4

m on 1thutu

21. | attended the deceased from ')”“". 7 . ._/9‘5-8 , 1o ))')a-c{ 7Y /f}ls/ and last iuwmalive on iy
e stated above; ond to the best of my knowledge, the couses stated.

22a. SIGN

All disaases in Part | must be causally reloted. .

22b. ADDRESS Fne¢/ 21 telacut. Al ﬁ:u.,
. )M'

L

22c. DATE SIGNED

6/15/5F

<

23a. auauu.ﬁ ATION,
REMOVAL {Specify)

23b. DATE

23c. NAME OF CEMETERY OR CREMATORY

234. LOCATION {Ciry, tewn, of county)

(State)

MIrLo) 2¥17,11958| {sboern.: iLer. Parl Jofidir, Tdescnuri,
24. FUNERAL DIRECTO ADDR . 25. DATE RECD. BY LOCAL REG, WTRAR'S QGH{I' -
g 5"’ /\S '/fé_-g m

{Licensed Embalmar's Stotement on Reverse 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 I, OF BY it e e s st s enr e st e e nreen «» Student Embalmer No. .........cco.ueuet

working under my personal supervision.

STUENL trneeiriiiiiire e . Signed ... M ............

Signature of Student Embalmer
A Licensed Embalmer No,
P. O, Address..

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAN WRITING (F‘aulm-el
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,

+




