THE DIVISION OF HEALTH OF MISSOURI

11789

Health, STANDARD CERTIFICATE OF DEATH e
Walfore HLEB APR 2_ 195‘, 3 "STATE FILE NUMBER
:llbnil Registrotion District No......\]........z................Primnry Registration District Na, y??‘s .. Registrar's No. . Jo
ervice
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where daceased lived. |f institution: Rosidcn:clbtfior-,
a a. STATE b. COUNTY, admiasion |
COUNTY Shelby [ XA %D - _Missourd Shelby l
. 130506 b. C(IJLY {If outside corporate hrmn, pive TOWNSH‘P only) | Inside Limits c. CITY : 0 fnside Limits i
- 0 )
towm _ Bethel, Mo, | |Ye® neo tomBethel, Mo. J0 70| vo¥ weo
c. Egls.é.i_?:ll‘dggF {tf NDTm hoapital, givelocation)|L angth of stay in ib 4 STREET {If outside, give location) Reside on Farm
wstitution . None 61 yrs. acoress None YesD NoX
1. MAME OF Flirst Middle Least 4. DATE Month Day Year
DECEASED . . OF
(Tvpe o7 print) Frank Berlin Bower ceav March 23 1957
3. sEx O coLom oR RACE |7 waraico B never marnyfo (]S DATE OF BIRTH - —— |9' To Sirthdag) [roar T D] e L HRS,
M W winowep [ ovorcen [ NOV, 11 Ig93 ‘7: ] /3

10a. USUAL OCCUPATION Sabe kind of work done
during most of working life, even if retired)

105, KIND OF BUSINESS OR INDUSTRY

11. BIRTHPLACE (City mnd atato or country}

12. CITIZEN OF WHAT COUNTRY?

Retired Farmer Bethel, Missouri UsSA
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME
a wer Matilda Bair

15. WAS DECEASED EVER IN U. S. ARMED FORCES?
{VYer, no, or unknown) | (If yex, gine war or dales of service)

Yes World Wapr 1

16, SOCIAL SECURITY NO.|17. INFORMANT Address

13. CAUSE OF DEATH [Enier only one cause
PART |, DEATH WAS CAUSED BY:
IMMEDIATE CAUSE {a}

(n {d) an (r)_)

Wmm//

INTERVAL BETWEEN

y{ AND DEAE

Mrs, Wilma Bower Bethel, Missouri

in item 18. No symptoms will ba listad. All
not certify to a death due te natural couses.

Conditions, if rmr.

\ZW

wh!ch pare 1 o
aboyr mlueu(ﬂ

tating A
Hating the under- DUE TO ()

Coroner caon

DUE To (8) &A/M&/ 7 WZ/

7

a

Iying  cause last.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

z

=} PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CGNDITION GIVEN i PART 1{a} 13, Was auTOPSY

- L {2; 0 PERFORMED? J\

§ ww,,dw A leah .z_,_e_—fu_,u__dc___ : / b X ves O no (R

E 20a. ACCIDENT SUICIDE HOMICIDE { 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nofure of injury in Part 1or Part 11 of item 18.)

§ O 0 O

B =4 | 2¢. TIME OF Hour Month, Day, Year
S INURY g, .
E . P m. -
. Z | 204. INJURY OCCURRED 20¢. PLACE OF INJURY ({c. 9., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE AT NOT WHILE 0 Jarm, foctory, sreet, office bidy,, ete.) =
WORK AT WORK 1 )

ts-'l

21. ] attended the deceased !rom _%Zgw Mnd last saw '.::_. ative an L1
Death stcurred at "0 c . m on the date stated above; Adfﬂa the bheat of my knowledje, from the caudes stated.

~, diseases in Part | must be casuvally related.

=~ Doctor, coroner, atc. must use only standard nomenclature

4. SIGNATU (Dégrte or thite) w) m /ég ¢ OATE SIGNED .
Mo/ A, oo i) 17
< 23z. BURIAL, CREMATION, 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town. or county) (State)
f‘s REMOVAL fp(ﬂ/l'l
$ Mar. 25 571 Rethel Zion 1 Mi. weat of Rethel oMo,
24 run:RAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG, | 25. REGISTRAR'S SIGNATURE
L]

4. f . . M{__L-— 37 ﬂa/a. ‘Q_.MM

[

{Licensed Embalmer's Statemént on Reverse Side) _




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 « ot iiiiaiinaeaaaas Teeanes ‘er‘f% ..... s , Student Embalmer No..--....-

"working under my personal supervision.. --

o AT L3 o NP Signed Tk T LT 1oy & LA A s

Signeture of Student Embslmer
| ’ Licensed Embalmer NOA 7/7
P. O. Address_/gg__&&,{a,ﬂ_}_

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

to comply with the above constitutes grounds for revocation of license), S
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.



