—w—— THE DIVISION OF HEALTH OF MISSOURI —038930
pheatth, STANDARD CERTIFICATE OF DEATH ?ﬁ FILE NUMBER
Public

il Service I f'_[ LEU N OV 2 4 ]gﬁisnurior\_ P_ilt[i:l No. 0“.2 Primary Reg_isrru!?l?g Dishiiﬁi&._-__..];(_)_gg _________ Reginrnr_'lﬁ _______ ;:g,égﬂyﬁ

| |
. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence Iy(
. —57

. COUNTY Buchansan e STATE Missouri b COUNTY Bucharidrso"
b. CFTY (If outside cerporate limits, give TOWNSHIP only) Inside Limiis c. CITY Inside Limits

OR
S St. Joseph Ves [2 Mo [] town  St. Joseph Yos[f) No ]
c FULL NAME OF {lf NOT in hospital, giva location) | Length of stay in 1b 0/ 5 STREET (If outside, give locarion) Reside on Farm
3

hernion 1704 Grand Ave. |Over 50 yrs ADDRESS 170}, Grand Ave. Yes[J Ne

NAME OF DECEASED First Middle Last 4. DATE Month Day Yeor
{Type or print)

WILLIAM EDGAR BOWERS SR pearn  Nov. 16 1958

5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9, AGE (I IF UNDER 1 YEAR| 1F UNDER 24 HRS.
¢ wuareicof TAever uassueol] e o

Male White WIDOWED [ ] pivorceo( ) Oet. 21, 1864 oL

]00 USUAL OCCUPATION (Giva kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state ar country) 12, CITIZEN OF WHAT COUNTRY?
during moxt of warking lite, sven if retired) INDUSTRY

]

etired Foreman Swift & Co. Hamilton Missouri USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Jasper Bowers Charlotte Elledge Mrs. Olive Bowers
15. WAS DECEASED EYER IN U. §, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
Y1, no, or unknown}| (H yes, give war or dotes of service]

ey, tox of rarvica) None William E. Bowers Jr. ElPaso, Texas

18. CAUSE OF DEATH (Enter only one ceuse por line for {a), (b}, ond (c}.) INTERVAL BETWEEN

PART |. DEATH WaAS CAUSED BY _ ONSET AND DEATH
IMMEDIATE CAUSE (o) -

Conditions, if any, DUE TO (b} *—%ﬁm W @ /’%f/

which gave rise 1o } / "

o symploms wi

above couse {a},
stating the under-
lying cowse last,

DUE TO (¢)
PART H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dissoss condition given in PART | {a} 19 geg'.:ﬂoUTOEPSY
’ RMED,
430/ vEs[] N1 5.
20a. ACCIDENT SWICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)

O O [}

Ae. TIME OF Hour  Month, Day, Year
BIURY  gum,

p.m.
204. INJURY OCCURRED 20e. PLACE OF INJURY (e.g.,inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE ATD NOT WHILE ) farm, factory, street, office bidg., e1c.)
WORK AT WORK

21. | attended the deceased from &! :‘ - /ﬁJ’A , 1o /Zn/ /6 'ficnd last hﬁ alive on &g‘ J - Zﬁl 2

Death occurred at 2:30P m on the dote stoted cbove; and to the best of my knowledge, from the cavses stated.

22a. NATURE {Degree or mle) 22b. ADDRESS 27c. DATE SIGNED
@f&«hm J dew &Mﬂl« 1-1y-4F

23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 234. LOCATION (City, town, or county) {Statre)
REMOVAL (Specify)

Burial 11-19-58 Mt. Auburn Cemetery St. Joseph Missouri

24 NERAL DI?R ADDRESS 25. DATE RECD. BY LOCAL REG. | 28. REGISTRAR'S SIGNATURE

St, Joseph, Mo %v"/?,/f;ﬁ 2o, MW

(Li d Embalmer's § on Heverse Side)

y related.

aNK OR RIBEBON TYPEWRITE IF POSSIBLE

MEDICAL CERTIFICATION

be cousall
ok

2

USE ONLY BL

w. Q.

All diseasaes in Part |

moe s

or. O




STATEMENT BY LICENSED EMBALMER

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

BY ME, OF DY ..ovvriiieereeiieciensineiins i er et s s e s e , Student Embalmer No. ..................

working under my personal supervision.

SEUARNL  crrnreriimtiiiiiiirirnrreacarasrarneisarrraraarnnatas Signed (M; g ...................................

Signature of Student Embalmer
. Licensed Embalmer,No.? 4?7

P. O. Addres;%. ............ o

ITING. (Failure

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND
~.; 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.

* -




