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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

S chisrrar’srﬁ ....... /_gf AAAAAAAAAAAA -

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased bived. | institution: Residence before
a. COUNTY Adair a. STATE Mo b. COUNTYpqad pr udrmsy‘f'
b. CIOTRY (If cutside corporate limits, give TOWNSHIP only) laside Limits c. CIOTRY col? Inside Limits
Tows Novinger, Neniveh Twp Yes LI Mo [ town Novinger, R. F. D. Yes[ ] No [
e FgLL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET (if outside, give location) Reside on Farm
HOSPITAL OR . ADDRE
msTiTution @t family home Neniveh twp Yos B No ]
3. NAME OF DECEASED First Middle Last 4, DATE Month Day Y ear
(Type or print} OF
Graham Love peatH Jane 11, 1959
5. SEX 4. COLOR OR RACE| 7. 8. DATE OF BIRTH . AGE 1 ars JFUNDER 1 YEAR| IF UNDER 24 HRS.
0 MARRlEDEP\kVER MARRIEDD 8 8 Iar (i':|;;u;; Months | Doys Hours Min.
wiooweo [ mivorceo[ ]| Septe 8, 1693 5 I
100. USUAL OCCUPATION (Give kind of work dons | 10b. KIND QF BLUSINESS OR 11. BIRTHPLACE (City ond stote or country) 12. CITIZEN OF WHAT COUNTRY?
ing most of working life, sven if retired) INDUSTRY . .
Farmes Farm Adair County, Mo, U. S._ A

13a. FATHER?S NAME

James Logan lLowe

13b. MCTHER®S MAIDEN NAME

Alice Chapman

14. NAME OF HUSBAND OR WIFE

Nellie May Anders Lowe

15. WAS DECEASED EVER [N U. 5. ARMED FORCES?
{Yes, no, N‘lknqwn)|(|f yes5, give wvxr dotes of service)

16. SOCIAL SECURITY NG.| 17. INFORMANT

Mrs. Nellie May lLowe, Novinger

Addrass

Mo.

PART {. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

18. CAUSE OF DEATH {Enter only one cause per line for (o), (b}, and (c).}

INTERVAL BETWEEN
ONSET AND DEATH

. [

>,

- 0 . T

condlnpirne,

Conditions, if any, DUE TO (b)
which gave risze 10
above couse ({a),
stating the wnders }
g lying couse last. DUE TO (<)
=4 PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relcted 1o the terminal disecse condition given in PART | (o) 19. WAS AUTOPSY
S - PERFORM -
£ i{ i g ves[] nofs] - -
| 20e. ACCIDENT SUICIDE HOMICIDE b, DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
wr
© ] 1 O
S 20c. TIMEOF Hour Menth, Day, Year
a INJURY  aum,
X p.m.
20d. INJURY OCCURRED e, PLACE OF INJURY (e.g., inor chouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D form, factory, street, office bldg., eic.)
WORK AT WORK

g 2
21. | atiendead the dececsed from ,4‘ ’

ey

Death occurred at

F 8:L0 AM,

//_I'E"w,and last suw%‘a“vem &-&-L, / ? )-j"

on the date stated above; and to the best of my knowledge, from the couses stated.

2a0. SIGNATURE

gree or rm

22b. ADDRESS

&

Kirksville, Mo.

22c. DATE SIGNED

I~/ T

. BURIAL, CREMATION, | 23b, DATE

iRt | 1/13/59

23c. NAME OF CEMETERY OR CREMATORY

Maple Hills Cemetery

23d. LOCATION (City, town, ar county)

{State)

DDRESS R
Kirksville, Mo.

J-/R-7 4959

25. DATE RECD. BY LOCAL REG.

Kirksville, Mo,

{Licensed Embolmer's Statament on Reverse Side)

26 REGISTRAR'S SIGNATURE
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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

;» Student Embalmer No, ...................

DY I8, OF DY oottt ettt e e eee e s et e e s et sesaseetvens et eaeereernnrnnn

working under my personal supervision.

Student «.oiiii e Signed
Signature of Student Embalmer

Licensed Embalmer No. 772 . 4. .4 ......

P: O. Address /. &bl S,

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). .
[f embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this'body is not embalmed, fact should be so stated above,
o t




