WRITE PLAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

‘%\

- JiiEp Aue:

THE DIVISION OF HEALTH OF MIS50OURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. _,Q_LJ_ PRIMARY REG. DIST. m._ﬁl_ Regisirar's Na

’151955

22940
L7

State Filc No

BIRTH no._______
1. PLACE OF' DEATH 2. USUAL RESIDENCE (Where decossed lived. 1 institutlon: reskience befors
‘8 COUNTY - a. STATE . . b. COUNTY » adipission).
Mississinoi Missouri Miss issifip
b. CITY (I outsld te Limite, writs RURAL and gt ¢. LENGTH OF c. CiTY Resldence
_.OR . mmn " m::.up) STAY {in thia place) OR 3 S qummnmun?um":
TOWN 5y 3 Charleston TOWN Rt., 3.Charleston D
. d FIEIJIGSLPIIN!PAIIH.EOOF {If not in boapital or institution, glve streat address or loostion) . ASJDRREE{S (I rursl, "’“ loeation) 0(‘1 7UO
«_INSTITUTION Home 2 miles N. or Wyatt, Mo
3. NAME OF a. (First b. (Middle ¢, (Last
DECEASED ¢ i ) . ¢ ) (Last . |+ PATE (Monh) (Dg) 1 (Yur)
{ Type or Print) William Jackson Fowler peatn  April 3 955
5, SEX . 6. COLOR OR RACE | 7. MARRIED, NEVER MARR!ED‘) 8. DATE OF BIRTH 9. AGE (ln years| IF UNDER 1 YEAR | IF UNDER M Wns,
] K 4 i WIDOWED, DIVORCED (Bpeittyh . . last qr?d-y) Menths| Dayw | Hours | Miz.
Malevc White yidoweq July 26,1877 [ |
10a. USUAL OCCUPATION (Oive kind of work | 10b. KIND OF BUSINESS OR_[N- | 11. BIRTHPLACE . ; 12,
dope during moat of working m-.;m’ilm;:) ) . - DUSTRY A . ) (City aad State or Forsign Country) @E%EQ‘{?FWHAT
Hetirea Farmer Sell Mississippi County Mo.

13a. FATHER'S NAME

" _William

J., Fowler Sr,

. |13b.. MOTHER'S MAIDEN

Unknown

(Yes, no, ot unkbawn)

MO

15. WAS DECEASED EVER IN U.S. ARMED FORCES?

(I yeu. Kive war or dates of service)

16. SOCIAL SECURITJ

14. MAME OF HUSBAND OR WIFE

| Ella Siop Fowler

7. INFORMANT'S SIGNATURE OR NAME
Aubrevy Fowler Rt 3 Charleston Mo

NAME

ADDRESS

18. CAUSE OF DEATH
. Enter only onecause per
line for (), {b), and (¢}

*This does mot mean
fhe mode of dying, such
as heart faflure, asthenta,
ete. It meanr the dir-

I. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH* (5)

ANTECEDENT CAUSES

Morbid conditions, if any, giving DUE TO (b}
risz to the above caude (a) staling

the underlying cause last.

—.MEDICAL WTIFICAT!ON

INTERVAL BEWJEEN
CON

DUE TO {¢)

cone, infury, or complica-
tion which caused deaih,

. OTHER SIGNIFICANT CONDITIONS

Conditions contributing fo the death but not
reloted (o the disegse or conditlon couting death.

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION ., .ow o 200 AUTOPSYT -
TION ) N
. ves (1 wo J
21a. ACCIDENT "~ (Bpecity) 21b. PLACEOF INJURY (a.c..inorabout | 2]c, (CITY. TOWN. OR TOWNSHIP) (COUNTY) {STATE)
SUICIDE bomas, farm, fastory.strest, offies bldg..e10.) .
HOMICIDE ,
21d. TIME (Month)  (Day) (Yewr) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
: WHILE AT NCT WHILE
INJURY = | WORK AT WORK

alive on

2. I hereby certify that I attended the deceased from A\ Id0caralbi,. 108F, to E_Q‘%,
™) nd #t death occurred at  _____ m., from the

1955, that I last saw the deceased
uges and on the date staled above.

23a. SIGNAC URE

24a. BURIAL

L #ES.e
7~

24b, DATE

L-Z—53"

24¢, NAME OF CEM
Qakgrove .

2. DATE
—

24d. I.OCATlON (Oity. town, or county)
Charleston Miss., Mo.

DATE REC'D BY LOCAL

S-r-u3” R

R RAR'S SIGNATU,

ey

WM#? L; n%

D,R/FC!OI(;I GI/A’:T;‘% %RESS 7

v

(I.:ccnnd EmbalmctL/Smem on Reverse Side}




AUG 1 §RECD
RECEIVED =~
Miss. Co. Health Depl
County File No, i
Date Filed .
AUG'1 271955

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb

by me, or by ............... e eectamatetanesesesenatamasTreriniiaostiisatncnaassansares . . Student Embalmer No,..........

working under my personal supervision.. /

Student .....coiiieiiiiie i tee e Signed.
Signature of Stocdent Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED-EMBALMER in his OWN HANDWRITING. (F
to comply with the above constitutes grounds for revocation of license).

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

T* this body is not embalmed, fact should be so stated above.

- .

-t




