FILEDRUG 9 - 1954 THE DIVISION OF HEALTH OF MISSOURI

No. 300
o ‘e STANDARD CERTIFICATE OF DEATH  *  sure it o o0 080
BIRTH NO. REG. DIST. NO. _3_8_._. PRIMARY REG. DIST. NO-.a_Qﬂ_fa Registrar's No.wuu. 2.&5‘ ...... -
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dJecoased lived, If institution: residence before
l 8. COUNTY Boone a. STATE BIIiSSOU.ri b, COUNTY BOOne adininaion).
b. CITY (If outzide corpurnto Limits, writa RURAL and give c. LENGTH OF c. CITY . d’ Is Residence within lmlts ;_
OR . whshi ; . "a o ted town?
TORN Columbla township) PSTAY'.;l:’thsu place) Tg‘EN Colmbla ;i_g oﬁ sorpors tcdDm ’
d. F[l‘l}!‘IS-P?"IBAh;*EO%F (If aot in bospital or institution, give llracllu‘;d‘mu 3t tocation) AS-DrDRREEESrS t rural, give location) v /D J
INSTITUTION 803 West Ash St.” . 803 Wes‘b Ash St, 14
3. SE%%ES%’E a. (First) b. (Mlgd}f) e. (Last) 4, Dé}'!—: (Month)  {Day) (Year}
{ Type or Print) WILLTAM HENRI OWEN DEATH Aug . 3 * 195)4
5. SEX q 6. COLOR OR RACE | 7. mﬁ)%%:’%% I;iE‘\fggcl\éBRR[ED. 8. DATE OF BIRTH ‘ gII:GEirii;.”;n l:t' UNRER | YEAR | IF UNDER 4 KRS.
» . . {Specif, 13 ¥, onths | Days | Hours | Min.
Male Wnite Married Oct, 31; 1898 5%
10a. USUAL OCCUPATION (Givekind of work | 10b, KIND OF BUSINESS OR IN- | . BIRTHPLACE . . 3
done during most of working I.Ue.a:ﬂnif:aﬂrod) X DUSTRY . {City llld.‘sllt! ¢= Foreign Country} I 12 CITIZE§TGF WHAT
Eneineer & Contractor | Engineer & Contradtor Indian Territory, Oklahom | TU.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
' Andrew Owen | Mabel Switzer Rachael Elizabeth Williamson
IS. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT'S S|GNATURE OR NAME ADDRESS
{Yea, no‘funknown) v(‘}foygirg.ew or dates of service) 511’_—-18—7119?0 MI‘S. m HenI‘y O.w.en, Golmbla, MO.
18. CAUSE OF DEATH MEDICAL. CERTIFICATION lgr‘EEER_}ML BETWEEN
Enter only cnscauss 1. DISEASE OR CONDITION : . T AND DEATH
\ine ror (a;. by, and (& | DIRECTLY LEADING TO DEATH* (5 COIEopAﬂ,\{ (DQ,(, LUSiON LW STANWT

*Thiz does no! meat ANTECEDENT CAUSES

the mode of dying, such |  Aforbid conditions, if any, giving DUE TO (b)
ax heart failure, esthenia, rite to the above caude (a) staling

efe. It means the gis. | the underlying cause last.

ease, infury, of complice- _ DUE TO (2 -
tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing fo the death but not

related to the dicease or condition causing death.

19a, DATE OF OP'FE)AI\; i8b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?

AmOSCLEQoﬁc LbearT Diseasd . 1O YrRs

WRITE PLAINLY---USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

—.%52.9‘0 ] oves No@l
21a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY (e.g..inorabout | 21c. {CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, farm, factory, sireet, office bide., sto.}
HOMICIDE' ‘ ,
21d. TIME (Month) (Day) (Yesr) (Houn | 2le. INJURY OCCURRED | 21f. HOW DID iNJURY OCCUR?
WHILEAT KOT WHILE
INJURY m | woRrK AT WORK
that 1 attendcdt deceased from l_ 19_83 lo _&__3_ 1.9& that I last saw the deceased
-2 and that death occurred at %_3_'. m., from the causes and on the date stated above.
M%M WIS Bet) &7 lecercbia li FTES
ﬁENB}%A\n"-.‘\.LCREMA- 24b. DATE 242, NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Clty, town, or county) (Siate)
8
Burial oo lAug, 7, 195h | Memorial Park Cemetery |golumbia, Missouri.
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE to. 3 /_ 25 FUMERAL DIRECTOR'S SIGNATURE ADDRESS -~ -
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(Ticensed Embalmer’s Statement on Reverse Side) N h
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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 embal

by me, or by

working under my personal supervision,.

Student.........

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING,.

Signature of Student Embalmer

to comply with the above constitutes grounds for revocation of license}.

If embalmed by a STUDENT, he also shall sign in his OWN handwriting. .

J¥ this body is not embalmed, fact should be so stated above.
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