Ith,

t. Hea
, & Welfare

>Pbli

h Service

y stondard nomsncloture in item 18. No symptoms will be listed.

All diseases in Part | must be cousoally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

FILED SEP 29 1858

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Registration District No. oovenorrrmings

,]-8-P:imury Registration District No. J.|

3P TOR4611 -
n3

S Rs'g_iﬂrur's No...g.'z.ﬁ.g-_'._

13a. FATHER’S NAME

13b. MOTHER’S MAIDEN NAME

14, NAME OF HUSBAND OR WIFE

Charles H, Kolb

Flizabeth Arntz

O0den D. Prowell

15. WAS DECEASED EVER IN U, 5. ARMED FORCES?
(Yas, no, Sknqwn)l {If you, give war or dates of service)

16. SOCIAL SECURITY HO.| 17. INFORMANT

none

Address

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dececsed lived. If institution: Residence befnr
a. COUNTY a. STATE Mo. b. COUNTY St, L&HTE)
b. CITY (If outsida corporate limits, giva TOWNSHIP enly) | lnside Limits c. CITY Zf.;( ’2// Inside Lifmits
Tg‘ﬁN St . Iloui 8 Y”i] No D . TgE’N Ladue P YMD No D
FULL NAME OF {If NOT in hospital, give location) | Length of stay in 1b d. STREET {If outside, give location) Reside vn Farm
HHOPI R Barnes Hospital |12 days || 2 *°°* 20 Lindworth Dr. | e[ N[l
| 3. ' NAME OF DECEASED First Middle Tawt 4. DATE Manth Day Yaar
I Typo or print) Minnie Prowell peatH 9 8§ 58
5 SEX 6. COLOR OR RACE| 7. . 8. DATE OF BIRTH 9. AGE (In yaars IF UNDER 1 YEAR| IF UNDER 24 HRS.
Female [ White :r;ﬂ:g%’;\fsz::ﬂ:c:gg Apr. 18 , 189'4- Ingnhday) Worths | Days | Heurs l Min,
10a. USUAL OCCUPATION (Give kind of work dons [ 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (Ciry and state ar country) 12. CITIZEN OF WHAT COUNTRY?
| dmlnénﬁsrsufew;kmi.hh, aven if ratired) IND! gﬁle Mt. Carmel., Ill. { U.S.A.

Oden D, Prowell, 20 Lindworth Dr.

PART 1.

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

IMMEDIATE CAUSE (o) STREPTOCOCCAL, MENTNGITIS

INTERVAL BETWEEN
NSE EATH

A

Conditions, if any, DUE TO (b)
which gave rize to }
above cowvse (a},
tati th Jur-
cz’ l’yingng:au.nwl.a:;. DUE TO (<} 3 ¥a .£’
E PART 1), OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat related to the terminal diseass condltion given in PART I (a) 19. g@i?ggﬁgg
s CHROMOPHOBE ADENOMA OF BRAIN 15-20 YEARS { vesXg no[J
2| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in PART 1 or PART Il of item 18.}
w
i O O O
G| 20c. TIMEOF .Hour Month, Day, Year
a INJURY  o.m.
E P
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor obouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, {a€rory, street, oﬁlcu bldg., tfc)
WORK AT WORK
21. t ottended the deceased from _&_ w SEPT. 8, 1958, 4ion Sow 0 Clivgon _SEPT. g, 1950
Death occurred at_ 5 Q m on the dote stoted above; ond ta the best of my Imowl-dgu, from the cavses stated.

o A HARNES HOSPITAL

T2c. PATE SIGNED

9/9/58

230. BURIAL, CREMATION 21b. DATE 23:. NAME OF CEMETERY OR CREMATORY 234. LOCATION {City, town, or county) (Si_m)
EMOV thy)
T&I" 9/11/58 Calvary Cemetery St. Louis Mo.
24. FUNERAL DIRECTOR DRESS 2%, DATE RECD. BY LOCAL REG. 28. REGISTRAR'S SIGHATHRE
Drehmann-Harral 1905 Union SER1 0 58 ,

{Liconsed Embalmer’s Stat
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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
- ' BY M, 0T BY eiviiiiiiiieiiiiciireii e sinr e eann reeeeennaes e rrtreeterrentraeeetie s ranas .» Student Embalmer No. ...................
working under my personal supervision.

SERACHE ervevereeeereereseresesseesrerseseese s e Signed (U ... ﬁ

Signature of Student Embalmer

Note: The above leJST 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.



