. Health,
, & Welfare
5. Public
th Service

5. 300
v. 1=57

¢!

ymptoms will be listad.

USE ONL Y BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Doctor, coroner, etc. must use enly standard nomenclature in item 18. No s

All diseases in Part | must be causally related.

istration Districy No.

THE DIVISION OF HEALTH OF MISSOUR!

SI’ANDARDéTgI(ATE OF DEATH 4

Primary Regutrullon Dulrlct No,

mes
1003

s§ TE_F(IL)E 01'26 """"" .
7488

Reglstrus )

FUED SEP 15 195%

. 1. PLACE OF DEATH 2. USUAL RE NCE (Whese daceased lived. If ingtitution: Residence befure
a. COUNTY a. STATE M1SSOurl 5. COUNTY St. Lgﬂi%on);
b. CITY (M outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY 5%‘# Insida Limits
TS\E'N St. Louis Yes (X No (] 8$N M&PleWOOd YesE No []
e. FULL NAME OF in haapit n) | Length of stay in 1b STREET (if outside, give location} Reside on Farm
HOSPITAL OR &5 “GEHe FAT ADDRESS
048 Institution %ospi% A ‘7 7L23 Commorwealth Av.| v, n%]

3. NAME OF DECEASED First Middle Last 4, DATE Manth ay ar
{Type or print) QOF 2¢) k
’ Paul Samel Bowers o July 2§, 195
X r-1 _LD L7 -
5. SEX 6. COLOR OR RACE| 7. MAMRREIEEﬁ NEVER MARRIED[ ] SJ‘Iii'; 055|RTH,958 9. AﬁE Si:‘r‘;:;; ;::ﬂ“ ;:jAR I:IOU:DER Z:RiH.RS.
male o white wipoweo[ ] ) pivorcep[] I 2 I 5

10a. USUAL OCCUPATION (Give kind of work done
during mast of warking 1i§ Jyirgndy

10b. KIND OF BUSINESS OR

rad) INDUSTRY

1. BIRTHPLACE [City and state or country) .
St. Louis, Missouri g

12. CITIZEN OF WHAT COUNTRY?

. eil e

13s. FATHER'S NAME

13b. MOTHER*S MAIDEN NAME

t4. NAME OF HUSBAND OR WIFE

es Thomas Bowers

Z8lpha Maxine Dickey

infant.

15. WAS DECEASED EVER IN L. S. ARMED FORCES?

16. SOCIAL SECURITY NO.

{Yus, no, or unknawn)

(If yos, give war or dates of service)

-—

? FORMANT &WS

Address

7923 Comptensuenrty

PART I.

18. CAUSE OF DEATH {Enter only one cause per line for {a), (b), and (c).)
DEATH waS CAUSED BY

IMMEDIATE CAUSE {a)

INTERVAL BETWEEN

ON?‘ET AND D ATH'

Conditicns, if eny, DUE TO (b)
which gove rise 10
bov {a),
:'u!i:ﬂ ‘;::l:nd:v- } 7 7(0X
é lying cause last. DUE TO ({¢) ..
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related ta the terminal disease conditien given in PART t {a) 19. WAS AUTOPSY
5 PERFORMED? &
i YES{ ] NOX)
2| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or PART Il of item 18.)
w
< O d -
S{ M. TIMEOF Hour  Manth, Day, Year
g INJURY a.m. '
EH p.m.
204. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, street, office bldg., etc.)
WORK AT WORK
21. | attended the deceased fro 2? -1 45 3 nd lost saw hl alive on sﬂ% Lﬂ' | isi!
Death occurred at =g . uliy 3 on the date stated above; ond to the best of my knowledge, from the couses stoted.
220, SIGNATURE {Degree or title} 22b. ADDRESS a /7n 22¢. DATE SIGNED
WM 3q(mmnol— 3 {0l SM @n. aﬁﬂa}md! My 7—3053

230. BURIAL, CREMATION,

235 DATE

23c. NAME OF CEMETERY OR CREMATORY

234, LOCATION {City, town, er caunty}

m\’AL {Spacify)

7-3iI~5%

ADDRESS

Bisuido CEM

Mo

m‘( TGA/

d /o | i 31eg

RAR'S SIGNAT

24, FUNEI;‘L né‘:ggM‘m HQeroa

({Licensed Embalmer’s Statement on Reverss Sido}




STATEMENT BY LICENSED EMBALMER
ﬁg___'_

I heteby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

DY M@, OF DY ooiiiiiiiiiieirs i rrrevinrrrstrrarscatoussaressansn s sisae s rrrraraasas st arannabaee e o

working under my personal supervision.

Student .oeveviiii e e
Signature of Student Embalmer
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. iure
.. to comply with the above constitutes grounds for revocation of lxcense) .
o If embalmed by a STUDENT, he also shall sign_in his OWN; hdndwriting. - Clate

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




