THE DIVISION OF HEALTH OF MISSOURI

- Health, 0
. ":.'i"’" STANDARD CERTIFICATE OF DEATH ~  ~— S8 F,§§M%§5~
'] €
1 Service ﬂ AUG 2 2 Ig-%gutmuon District No. r '3 Primary Regurmhnn District Ne. 3.@ 6_7_....._ Rnglstrur s No. _,.,Q_"m_ng _____
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dececsed lived. If inatitution: Residence before
5. 300 o] COUNTY Butler o STATE Missouri * COUNTY Butle‘f’“""
- 1- 7 b. CITY {If sutside corperate limits, give TOWNSHIP only} | Inside Limits c CIOTRY Inside Limits
vomi Poplar Bluff Yes g Mo |12y roww Poplar Blutf Yes[3t Ne
I e Egg.#t ;4:{\% SF‘TI‘H NOT1in hospital, give location) | Length of stay in 1b [ i{)%%%s (If outside, give location} Reside on Farm
nstiruTion Lucy Lee Hospital : 811 Pine Si. Yos [ Na[X
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yaar
{Type or print) .. . or .
Christopher Columbus Bowan. oeaTH B8-14-1958
5. SEX 6. COLOR OR RACE] 7. 8. DATE OF BIRTH 9. AGE (In yeors JF UNDER i YEAR| IF UNDER 24 HRs.
: MARRIEDJK] NEVER MARRIED[ ] - ! “%"de T T Dave 1 Fiours l ChaL
- Male © [White wooveo[]  j oworceo[]| 12-26-1874 8
E 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stare or country} 12. CITIZEN OF WHAT COUNTRY?
= during me st of working Jife, even f retir INDUSTRY . . s .
s Conductor (retired) | Ho, Pacific Desoto, Missouri 1 Uba
% 130. FATHER'S HAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
" -.——_'___—-.5
B —_— Grace Bowen
-3
‘é 2 f] 15 WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.[ 17. INFORMANT Address
= N (Yen,pp, or unk (If yos, war or dotes of servica) \ . . -
=g ) g S ~—— |Mps, Grace Bowen, Poplar Biufi, Mo,
z a 18. CAUSE OF DEATH (Enter only ons couse per line for {a), (b), and [¢).) INTERVAL BETWEEN
o L PART I. DEATH WAS CAUSED BY: . %'CSE&QND DEATH
T IMMEDIATE CAUSE (o) Lobar pneumonia
£ =
e &
o o Conditlons, If any, DUE TO (b)
5 = which gave riss to
] ; n:'\;. C':Illl gu), }
1 [ * undar-
E 8 é Iying eewsn last. DUE TO {c) 470X
E'_u- 2 E PART Il. OTHER SIGNIFICANT COMDITIONS CONTRIBUTING TO DEATH byt not related to the termine] diseass condltion glven in PART I (a) 19. WAS AgT’?PSY
[
=5 «f? Congestive Heart Failure YESL] Mo fg] -
[d -
§ » X [5[ %o ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter ncture of injury in PART § or PART I of item 18.)
*3 LB O 1 O
>3 Uz ;
§5 <§3 TIME OF
o Ry e, \Hour  Menth, Day, Yeor
$s @ps INJURY  o.m.
= E : % [
g _E é 20d. INJURY OCCURRED 2e. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
g ¥ ty WHILE ATD NOT WHILE 0 farm, factory, street, office bldg., etfc.)
i 3 WORK AT WORK
& “-"" 7. 1 Jed the d d from 8/6/ 58 , to 8/ 14/ 58 and last iuw:; clive on 8/ ]_‘I»/ 58
g .;- Dmhﬁccmud at O;:4D Iam on the date stoted above; ond to the best of my knowledge, from the couses stated.
§' - e sgree pr tlile) ¥2b, ADDRESS 22¢. PATE SIGNED 0,
-] . "
8= . TR SAMD Poplar Bluii, lo. J-/5-5F
|
 CREMATION, | 23b. DATE 23¢c. NAME OF CEMETERY OR CREMATORY 234, LOCATICN (City, town, or caunry} {State) |
AL { ify) - ’
%9 " | 8-15-1955 | Hemorial Gardens Poplar piuff,.

24. FUNERAL DIRECTOR

ADDRESS

O )greer croy & Eitch, Popiar Bluff

25. DATE R

w0, 816 54

0.
26. REQISFRARS-IGNATURE
Vi £w Y

4 Embal

&n Revarse Sida)



gget & . ..

RECEIVED
AUG 19 1358
BUTLER CO. HEALTH CENTER

FILE No. , .

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 DY vt ii isi s s sesis s a s iass s s s sba s snsarensnn e s rnr e e b eaas s Student Embalmer No.............

working under my personal supervision.

Student ..oooeviiiiiii e e e eees Signed ,
Signature of Student Embalmer

Licensed Er:/er No{/yﬂ
EL S

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

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.

P. 0. Addre

*
a

" P e e TR T ke




