No. 300

. 10.48

oed

Ta

[ {l..‘__

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI

FILED AUG 1 1958

"BIRTH NO.

STANDARD CERTIFICATE OF DEATH
REG. DIST. NO. Zg PRIMARY REG. DIST. m.ﬁiﬁmmmr': J L R——

" 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare decessed lived. If institution: mmm,. ore
a, COUNTY CLAY a. STATE MI SSOURI b, COUNTY PLATTE fon}.
b. CITY (1f cutelde corpurate lmits, write RURAL and give ¢, LENGTH OF c. CITY PI‘ATTE c ITY & Iy Resldence withiz Hmits of

townahip}| STHY )] OR o c0 *
ToMN SMITHV ILLE "I Y BRY o 2830 o=
d. F[}‘IIO.E.PPT@AHIH_EOORF (If not in hoapita! or institution, give sirect ndd or loeatlon} F_! AS.SI-[?REES {TI rqrsl, give loq.t.ion)
instirution SMITHVILLE COMMUNITY HOSE. MAY TOWNSHIP
3. NAME OF a. (First) b. (Mlddle) c. (Last) 4. DATE (Month)  (Day)  (Year)
{ Twpe or Print) RALPH KIMBRO LOWMILLER oA JULY I9 » 1958
5. SEX fa) 6. COLCR OR RACE | 7. Vh:'IAD%R':'EB EWOEECIEAREIE%, 8. DATE OF BIRTH 49 I.A.GE Uan 1-)-:- h:‘ ur | TEAR | o UwDER L HES,
{8pacify t ¥, Hours | Mia.
MALE WHITE MARRIED/ APR:1.24, 1899 ~BY” |"Z%| 85 ™|

10a. USUAL OCCUPATION (Giee kind of work

doos during most of working Life, aven if re

10b. KIND OF BUSINESS OR iN-
i DUSTRY

1. BIRTHPLACE (C.ny wnd State ¢r Fnrn.a Cauntrey) 12, CTT|_¥%§’?OFWHAT

PLATTE CITY; MO.CR.F.D. | Us " 8. As

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN

NAME 14. NAME OF HUSBAND OR WIFE

KIMBRO AMERICA BROWN LOWMILLER

JESSE LOWMILLER LENORA J.
i5. WAS DECEASED EVER IN U.5, ARMED FORCES? | 16. SOCIAL SECURITY
(Yo, m.orvﬁawn) (1f yea, xive war or dates of service) 490-42- Isﬁ

7. INFORMANT' S SI1GNATURE OR MTTERGm?ﬁO.

18, CAUSE OF DEATH
. Enter only onscamseper | 1. DISEASE OR CONDITION

DIRECTLY LEADING TO DEATH'(a)

WMy

MEDICAL CERTIFICATION

MRS. R.K. LOWMILLER
INTERVAL BETWEEN

ONSET AND DEATH

covrdial wfevetron

iine for (a), (b), and (¢}

“This does not mean ANTECEDENT CAUSES

the mode of dying, such

Morbid eonditions, if ang, giving DUE TO (b) AV‘+€.\'—( a5 C ,e-"o T'c

rise to the above catize (o) stating

a5 heart faflur ia,
cartf ¢, asthenis the underlying cause last.

ele. It meens the dix-

case, fnjury, or complica- DUE TO ()

Hﬁ,&r" Dl STl i Sf e

Il. OTHER SIGNIFICANT CONDITIONS

Conditione contributing Lo the death but not
reloted Lo the dirense or condition causing death.

tion whiech caused death,

f;?ém'& vS (c‘:r—a hovy

18a. DATE OF OP_'EI%PH 196, MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
—_— . 300 |/ ves B o [

2fa. ACCIDENT {Bpecify} 21b. PLACEOF INJURY (ex..inorabeut | 21¢. (CITY, TOWN. OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE homa, farm, factory, street, offics bidg., ote.)

HOMICIDE —_— -_—
21d. TIME (Manth) (Day) (Year) (Hour) 21e. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?

oF WHILEAT[—] NOT WHILE

INJURY — WORK AT WORK

alive on

22. I hereby certify that | attended the deceased from &ﬁL_ IBF-" to
pm; that death oceurred at w3 =2 m ., from the causes and on the date stated above.

19_ﬁ- that I last saw the deceased

i AV Pﬂé Z /8

23%. DATE SIGNED

23b, DRss
b 7‘(”’//"1 M- 7-20-58

T[ONBIIQJERP;(‘)A\}ALCREMA 24b. DATE 242, NAME OF CEMHERY QR CREMATORY 24d. LOCATION (City, town, or ¢county) (Gtate)
)
BURIAL, | 7-22-58 Second Creek Cem. Platte County, Missourl

DATE REC'D BY L | REGISTRAR'S SIGNAT RE

H/-; (i eyt cd % 14, Al

T T E

25. FUNERAL DIRECTOR'S SIGNATURE ADDRESS

McCOMAS FUNERAL HOME, SMITHVILLE,

met on Heverps d




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalr
|
\

T L L L LLTTTT TP R Studeﬁt Embalmer No.............. |

working under my personal supervision..

Student......cooviirmeieiiinnierairerrarr e e
Signature of Student Enbalmer

-Licensed Embalmer No4 %4 ¢ |
P. O. Addres

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fai
to comply with the above “constitutes grounds for revocation of license).

if embalmed by a STUDENT, he aiso shall sign in his OWN handwntmg.
T* this body is not embalmed, fact should be so stated above.




