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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

29019263

STATE FILE NUMBER

Primary Registration District Moo _____ Registraao._ag.so_;_-

..I' o JUN 4 195’9 Registration District No.

1. PLACE OF DEATH

2. USUAL RESIDENCE {Where deceased lived.

If institution: Residence

5

I a. COUNTY a. STATE 11 1no 18 b. COUNT\‘St Cl
b. CgY (1f outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY Inside Limits
R .
Tow ST, LOUIS, MISSOURI Yes [J Mo L] om BEast St Louis YedEX No[]
<. FgLFl'.I NAME OF {If NOT in hosplmltflvpigrAL Length of stay in 1b d. STRlIEQET {If outside, give location) Reside on Farm
o ITaBARNES HUS ADDRES 15 Bond Avee Yos [ No [
3. NAME OF DECEASED First Middte Last 4. DATE Month Day Yoar
{Typa or print) OF
KATIE BELL Ruffin BOWELL DEATHMAY 18, 1959
5. SEX 6. COLOR OR RACE] 7. MARRIEDJE] NEVER marriEo] 8. DATE OF BIRTH 9. AE,Eg ::1:';::;; l::‘I:'I':)!ER;::AR l:‘ul:t:(lDER 2;:&5.
le > | Nagro { wipowep[ ovorceo[J[F'eabe 12, 1900 ) l
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 1. BIRTHPLACE (City and stote or country) 12. CITIZEN OF WHAT COUNTRY?
duting mest of working lile, even if retired) INDUSTRY . i .
Honsewife None Brownsville, Tenne UsS el e
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE

Charlie Shaw

Bsll Onie (Unknown)

William Howell

F.

15. WAS DECEASED EVER iN U, 5. ARMED FORCES? 16. SOCIAL SECURITY Ne.| 17. adéess 9365 Bond Ave
{Yau, or uukm-m)](ll ryus, give war or dotes of servics) R ‘g . .
No Unknown 1 pLouis,T11e
18. CAUSE OF DEATH (Enter only one couse per line for (o), (b), and (c).} INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ON Tﬁa{&gﬂi
IMMEDIATE CAUSE (otASPIRATION PNEUMONTA, BILATERAL FEﬁ
Candltions, If eny, DUE TO (b)CEREBBAL Tmmsls) RIGHI' 3 WEEKS
which gave rise to }
abave couse (a), -
ing th dar-
z iying covae 1am. } OUE TO (fCEREBRAL ATBEROSCLEROSIS YEARS
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat related to the terminal diseass condition glven in PART | (a) 19, WAS AUTOPSY
3 PERFORMED?
L 8 Ei 2 A / YEShe] NO[]
| 2Ma. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
w
5 [ [ ]
QO 20c. TIME OF .Hour .Month, Day, Ysar
a INJURY  am.
B p.m.
20d. iNJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or ahouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NO]’ \VHH_E s farm, factory, street, office bldg., etc.)
WORK
21. | attended the deceased Ir ! 10. 19 59 , to M! 181 19 59 ond last baw t:rn alive on MA! t&’ I 959
Death occurred at m on the date stoted above; and to the best of my knewledge, from the couses stated.
{Dogreder tig £ | 22b. ADDRESS ATE SIGNED
M M. D. BARNES HOSPITAL 5/18/59
235, BURIAL CREMATION, | 23b. DATE 23¢. NAME OF CEMETERY CR CREMATORY 23d. LOCATION (City, fown, or county} (State)
EMOYAL (Specify) . . .
ﬁhri‘a‘f " |5/24/59 Sunset Garden of Memory Stookey Township, Ill,
24. NERAL DIRECJOR - ADDRESS 25. DATE RECD. BY LOCAL REG. 25. REGIST *S SIGNATURE

2114 Mol.Avye. “AY 21 59 "

(Licenasd Embalmer®s Statamant on Reverse Side)
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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. ..........c.ooe0es

BY I, OF DY 1o s e e

working under my personal supervision.

Student ciiiiririii i s rra e
. Signature of Student Embalmer

e , P. Q. Address..

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWR]TING (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,
* Y L ¥
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