Dr,

'URI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

HLED VS UCT 2 9 1959 Primary Registration District No. Q_Q_fﬁnﬂagilfrar'l Ne,

Walterscheid

m

Registration District No,

59-036884

STATE FILE NUMBER

\ENDED 4
1. PLACE OF DEATH 2. USUAL RESIDEMCE (Wherd deccased lived. If institution: Residence before
. COUNTY : . STATE . COUNTY dmissi
) Marion ’ Missour? Marion sdmission)
b. CITY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b <. COHF'!Y Inside Limits
. OWN  Hannibal TOWN Hannibal Yoo O Ne
c. FULL NAME OF {If NOT in hospital, give location) Inside Limits <. STREET (If cutside, give location} Reside on Farm
; HOSPITA ADDRESS .
! wstution St ,Z1izabeth Yee O No O3 Marion Hotel Yes O Ne D
. 3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yesr
! (Type or pring) OF
; Onas Dowell pEAH 10/12/1959
| 5. $EX 6. COLOR OR RACE 7. Married [J  Never Married {f] |8. DATE OF BIRTH { 9 AGE (last birthday) |IF UNhDER IDYEAR L':UNDER 24 HR
Widowed Di d Months ays Qurs Min.
| Male White dowed O vred O 112/9/1899 68
} 10a. USUAL OCCUPATION {Give kind of work dona | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY
urmg mo:r of rkl g ||fe, even if retired) a -1
I.d HE g Halls So., Mo. U.S.A.
13e. FATHER S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
‘ G. B. Dowell Fannie E., Rose - - -
‘ 15. WAS DECEASED EVER IN U.S. ARMED FORCES? 14. S0OCIAL SECURITY NO. 17. [INFORMANT Address
{Yes, no, of unknown) | (If yej, give war or dates of service}
‘ P | Raymond R.Dowell,Bowling Greem
= 18. CAUSE OF DEATH {Enter only one cause per line for (a), (b), and (c). Mo INTERVAL BETWEEN
l E PART I. DEATH WAS CAUSED BY: . ONSET AND DEATH
w z IMMEDIATE cause (9 Myocardial infarction 7 days
118
)
. fat Canditians, if any, DUE TO (b) duodenal ulcer 30 deg
wbhoich gave rin(ti:
A above cause (a), 10 ;E
' tating the under-
f I‘y‘?n‘gng cnuuu {ast, DUE TO {c) dﬁz&betes mellitua y
z PART H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART IlI. If deceased was fermale was
' g disease condition given in PART | (a) there a pregnency in lsst 90 days.
: § [ O Yes ] O No l O Unknown
I r&— 19. WAS AUTOPSY 208, ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of tnjury in PART | or PART i of item 18.)
= PERFORMED?, O (m} 0
3] YES [0 NOBR
-
& | 20 TIME OF  Hour  Month, Day, Year
3 INJURY a.m.
g p.m,
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or sbout home, ~JOWN, OR LOCATION COUNTY STATE
WHILE AT WORK OO farm, factory, strees, office bldg.,, erc.) .
NOT WHILE AT WORK [J .
21. | antended the deceasad from 9/13/59 ta 10/'L2/59 d last saw h|rn ahve on 10/12/59
* Death occurred st 10 A M m on the date stated above, and to the best of my knowledge, from the causes stated,
’ = SIGNATURE (Degree or tit| 22b. ADDRESS [ 22¢- DATE SIGNED
| Bl K wadtea . 02
c A L, - 508 Bro . 9
Y x URIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY ity, townJor county) {State)
! [a EMOVAL (Specify)
I T urla 10/14/10 9 H&‘Iq Creek Cemetery 5211 ~ .
: < 24, FUNERAL DIRECTOR 25. DATE RECD. B'l"lOCAI. REG. [28.” REGIS SlGNAﬂJRE‘
] b "r ' W
| @ H. ¥. 0 8connell, Harmloal, Mo, /;Ly/ﬂ A-yé«”( )f' /,ue,\)

{Licensed Embalmer’'s Statement on ‘ewru Side)




STATEMENT BY LICENSED EMBALMER

! hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me

or by Student Embalmer No.

working under my personal supervision.

Student Signed W }7’\ " @ {Dlﬂr A et B pﬂ

Signature of Student Embalmer

Licensed Embalmer No. 5889

P. O. Address Hannibal, Mo,

Nofe: The above MUST BE SIGNED 8Y THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to comp
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. :




