MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFARE

_.33‘-____.Primarv Registration District No. ._?Azg___kegistrar'l Ne. éZé_j_.. _______

L) X

STATE FILE NUMBER

. Registration District Mo, ______
DO NOT WRITE
ON THIS STUB FiLED SFP—4-1962
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. 1f institution: Residence before
a. COUNTY a. STATE « b. COUNTY admission}
VS 300 2 Scott Missouri Scott
Rev. 4/59 % b. C(I)TR‘I' {If outside corporaie limits, give TOWNSHIP only) Length of stay in 1b €. CéTY Inside Limis
. R
i .
= TOWN Sikeston bay TOWN  3ikeston, Missouri Yee A No O
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: RN o nop | A
es o 1 Y N
, 13 Yo, Delta Commmity Hosp. 511 William =0 NeO®
3. NAME OF DECEASED First Middie Last 4. DATE Month Day Year
(Type or print) OF
Howard Stowe DEATH 8 29 1962
5. SEX 6. COLOR OR RACE 7. Married¥]  Never Married [] |8. DATE OF BIRTH | 9- AGE (last birthday} [ IF UNhDER ) YEAR IF UNDER 24 HR
Widowed Divorced [ - Manths | Days Hours Min.
Male White o 9—// oS
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY
oy i most f workln life, even |f retired) ¢
g MIELWRIEHT Sup T | LassFRucterv/ ééwfmf MO u LA,
=1 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WlFE
2 Sim Stpwk FRANCES L
2 O w ABANCE LA M A &L
W 15. WAS DECEASED EVER IN U.5. ARMED FORCES? B — 17. INFORMANF Addresy ,
< (Yes, 'V‘unknown) (If yes, give war or dates of servig k M 4 g ¢ M %’
] — ‘w
< > B CRUSE O RRT I DEATH WaS CAUSED DY - A ONSET A pEsH
: . F NSE
o G R. ART A }‘;&)
' I3 & g IMMEDIATE CAUSE ﬁ R, /- 4 ccL. A'L’ /OQ /’/7'»"
- n G ]
‘=' |2 o}
" 12f ~— [~ PP [a] Conditions, if any, DUE TC (b) ;s
. 0 w |53 which gave rise to T % x
.- e - b above cause ({a), ! .
! 13 J ,_:E = stating the under- J P
] - ’£2 lying cause last. DUE TO (1) .
—‘—g 5 PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but ol related fo the terminal PART 1ll. If deceasad was female was
- = disease condition given in PART | (3) e there a pregnancy in last 90 days,
Lt < &‘D |
5 3| VenTRi<uiaR Thacw gopah, K /pB MEL.  Tave | o [0
g = 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 205 DESCRIBE HOW,‘UURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
3 &= PERFORMED? D a ] -
z o YES[Q NO[O
2 |< & | 50c. TIME OF  Houl  Month, Day, Year |
< = INJURY a.m,
w g g pom. =
Z E 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g.. in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
¥ o ngLE aTLng'FK I(:)IRK O furm, factory, sireet, office bidg., ete.) /
NOT WHI Wi a 79
w Ly § < D AR SN
g o (= é 21. | attended the de from A b M U / and last saw h!mallve Lo ({ 4? o k
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S # 3 S 232, SIGNATU lDegree itle) 226. ADDR g - DATE S'GNED
> | |5 ~ / o b7; &
[ v — 4 7 Z—
A 2 23a. BURIAL, CREMAT{IC})N 23b. DATE i’y E OF CEMETERY OR CREMATORY . 23d. LOCATION {City, ﬁwn, or counfy) (State)
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[Licensed Embalmer’s Stafement an Reverse 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 " e

Student Embalmer No.

working under my personal supervision.

Student Signed )

Signature of Student Embalmer -
Licensed Embalmer No.b?_ﬂ; 7
’

- P. O. Address MZ@_

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.




