Al et

THE DIVISION OF HEALTH OF MISSOURI

Hoalth, LA8—-025208...
B, Welfare SIANDARD (EHIFICAT! OF DEATH STATE FILE NUM32 3 -
Public e ﬁé
Service | r_' ﬂl ”‘ 1 1 195&“%0'@1 District Mo. _./Zg. ____________ Primary Re_gis_traﬁon Distri_cr N Regislror'“s No.. 5
73% l PLACE OF DEATH 2. USUAL RELS‘{EENCE (Wh{re deceased lived. If institution: Resjdgnc%{om
. 18 b. admi ssi
. a. COUNTY Green a. STATE ssour COUNTlﬂCICde
1-57 b. CITY {If outside cerporate limits, give TOWNSHIP only) lnside Limits c. CITY Inside Limits
OR . YesE] Ne [] OR e s 3 oo Yes[_] Nol}
TOWN Springfield, Mo, TowN Lebanon
c. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STR%ETS (l§ outside, give location) Reside on Farm
ADD
WenTUTion, Burge Hospital 7 days ESS plato Star Route YesK Mo}
3. HAME OF DECEASED First Middle Last 4. DATE Month Day Yeor
[Type or print) OF
LELAH POWNALL peatHduUly 31 1958
5. SEX & COLOR OR RACE T'MARRIEDE h{EVER MaRrIED[ ] 8. DATE OF BIRTH g AEE (Iit:.:;:;; ;:::ﬁERI‘I)LEAR I::‘:DER 2:\:.}!5.
Female white winowep[] oivorceo[]| March 1, 1897 é‘l l l
10e. USUAL OCCUPATION {Giva kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) - O 12. CITIZEN OF WHAT COUNTRY?
f ki I v f r INDUSTRY : .
6urmnmn°|{;sweorwli‘éac wven if ratired} nonse Pine Creek, Mlssourl U.S.

13a. FATHER'S NAME

Ruban Noble

13b. MOTHER*S MAIDEN NAME

Hillhouse

14. NAME OF H‘U.SBAND OR WIFE

William B. Pownall

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
{Yes, no, or unknown)| {If yes, give war or dates of service)
0o Yotis

16. SOCIAL SECURITY NO.
none

17.

INFORMANT

Address

Burge Hospital, Springfield, Mo.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be causolly related.

MEDICAL CERTIFICATION

PART |. DEATH WAS CAUSED BY,

IMMEDIATE CAUSE (a)

18. CAUSE OF DEATH(Enter only one cause per line for {a}, {b}, and (c}.}

KeHopepi toven 2

SARL A

INTERVAL BETWEEN
ONSET AND DEATH

Conditions, if any,

.—.D%Qmou-ﬁm/‘

¥ Kee 2

' etastace s

DUE TO (t)
which gave riss to
above couse ([a),
stating the wnder-
lying couga last.

!

DUE TO (c) r—eif- - 1rrAd/B .ﬁEIJ (ADE B-e 7o .(/

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net related to the terminal diseass condition gliven in PART | (a)

19. WAS AUTOPSY

PERFORME
YES[] No‘% =L

/| 58 X

ACCIDENT SUICIDE HOMICIDE

1000

Death occurred at

&

, to lIllly 3; IJ%
m on the dutu stated above;

ond to the best of my knowledge,

20a. b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART I of item 18.}
O | [

2¢. TIME OF Hour Month, Day, Year

INJURY  a.m.

p.m.

20d. .INJURY. OCCURRED Me. PLACE OF INJURY (e.g., in or about home,| 20f, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O form, factory, street, office bldg., stc.) . .
WORK AT WORK .
21. | atiended the deceased from nst Saw h- alive on

@ chusas’sfoted.

2=-7- O

22a. T /%19 ar title) ) zzb ADDRESS 22c. DATE SIGNED
- Q Atinn Yt Springfield, Mo, 8-1-53
230, UR((AL. CREMATON, | 23b. DATE 23c, NAME OF CEMETERY OR CREMATORY - 73d. LOCATION {City, town, or county) |, - (Stote}
REM cify) s .
ial Aug.3, 1958 IMt. Rose Memorial Park Lebanon, Laclede, Missouri
ADDRESS 25. DATE RECD. 8Y LOCAL R
R

t on Raverse Side)

v¢




STATEMENT BY LICENSED EMBALMER

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

DY M, OF DY iriiiiiiiiiiiiiiiieerirriies e e s ranarantanaesnrerarerstasbannenrstrsssarasnenrarans .» Student Embalmer No. ...................

working under my personal supervision.

........................................................

I ' T © it Licensed Embalm

. : P. O. Address

~7 7 Note: The abdve MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRI
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.




