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USE ONLY BLACK [NK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

_3: _____ Primary Roguhchon District No., ¢ 6

FILED DEC 15 19%8&iswation Dissrier No.,,,,.,..,g',"_%

58-040852

STATE FILE NUMBER ?é i

_______ Regnnror s No
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where daceuud lived. If institution: Resldenc- b)cior
. COUNT TAT . mi 8 sion
o COuNTY Newton - STATE Migsouri ® MY Newfon /
b. CITY (lf outside corparate limits, givea TOWNSHIP enly) Inside Limits . CITY 7 30 |nslde Limirs
x Yesfz] No [ or 67" Yes[] N
TOM Stella. “E—‘ ° TOWN s )
c. Egls.ll;l_::l:r%gl’ (If NOT in hospital, give location) | Length of stay in 1b d. iTDRDgEET {If outside, give location) Reside on Farm
58
wmamspawimn Cardwell Memoridl 24 ppeg Stella, Mo. R# Yes [] No ¥
3. NAME OF DECEASED First Middle Last 4. DATE Maonth Day Yeor
[Type or print} or
Orville Jackson Bowman pEaTH Nov. 7 1958
5. SEX o 6. COLOR OR RACE| 7. MARRIEE’E}“—:VER marrep[] 8. DATE OF BIRTH 9. AEE Ei"';::;; ::':JﬁER;:EAR IEJ:;”N'DER 2:.:.Rs.
Male White wooweo[]  owonceol]| Aug, 5 1887 il 18 [
100. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond stote or country) 12, CITIZEN OF WHAT COUNTRY?
during most of working lifs, sven if retired) INDUSTRY ) o
Farming Retired Fairview Migsouri USA

13a. FATHER'S NAME

Oliver Bowman

13b. MOTHER'S MAIDEN NAME

14, NAME OF HUSBAND OR WIFE

Mabel Bowman

Sarah waggonef

" prscs /55

ADDRESS ,

/- )I-S5¥

26 REGI'STRAR'S SIGNATUY

15. WAS DECEASED EVER IN U, &, ARMED FORCES? 18. SOCIAL SECURITY NO.| 17. INFORMANT Address
(Yas, ne, or unknawn}| (If yes, give war or dates of servi )
| Yo Mabel Bowman Stella, Ma.
18. CAUSE 01: DEATI?}'SEME' (o:nlﬁsoé'la g#:sa per line for {a}), (b) and {c).) i%L%E)f’%NBEJgETEHN
PART }. DEATH WAS CAUSED ! // f / D DEA
IMMEDIATE CAUSE {c) A 'f Al ceree.
Conditions, if any, . DUE TO (b} M’?’g/ A X/ 7 / JM
which gove rise to } d / f
above cause {a),
ing the uidar- - AL Lo %zue st S
z lying cause lswr. ) DUE TO (c) Ay £ ’.7 <
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bot not related to the terminal diseoss condition given in PART ) {a) 19. WAS AUTOPSY
S PERFORMED?
T Y132 YES[] NO[H"2_
| 200. ACCIDENT SUICIOE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Ul of item 18.)
w
G g & (]
G| 2c. TIMEOF Houwr Month, Day, Yeor
a INJURY Q.m.
'"E p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
wHILE ATD NOT WHILE 0 form, facrory, street, office bldg., etc.)
WORK AT WORK
21 | attended the deceased from //' 7 s ‘ .t Z'A - ?' J-F' and last iuv#;. alive on /= 7“.‘}’
Death occurred ot Ry ) m on the date stated cbove; and to the best of my knowledge, from the causes stoted.
220. SIGNATURE (Degrec or title} 1. 22b. ADDRESS . 22¢. DATE SIGNED
,42;5511,,q ) S7e//B, Al /1- &I
23a. BURIAL, CREMATION, ] 23b. DATE 23e. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) {54ate)
REMOY (Sp-eily)
Burizl 11-9-55) faceddnia  Cem. Stella, Mow
UNERAL QIB 25. DATE RECD. BY LOCAL REG.
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STATEMENT BY LICENSED EMBALMER
i "'
I hereby certify that the body whose name is recotded on the reverse side of this certificate was embals
. Student Embalmer No. ................ o

DY M@, OF DY 1ottt ettt ee e et et e e s ee e s e eareeasearesee s areseesnnanaeeeans

working under my personal supervision,

Signed

Licensed Embalmer Ng...

Student
Signature of Student Embalmer

P. O. Address.

Note: The above MUST 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,




