THE DIVISION OF HEALTH QF MISSQUR|

58-046830

lealth,
Welfare - STAN DARD CEMIFICAT! OF DEATH STATE FILE NUMBER
'wblic R ‘2
ervice FIL[E D EC 1 9 lg%isfmﬁon_ District Ne, \35_3 Primary Reglsrrunon Dlstrld Ho. 30 7 anres SV Reglstrcu' s Neo. -2_:2,1 —
¢ 1. PLACE OF DEgH 2. USUAL RESIDEMCE (Where deceased lived. [f institution: Residence befor
30 o counry Dcott o STATE Missouri b. COUNTY  New Mafid)
-57 b. CBTY (If outgide corporate limits, give TOWNSHIP only) Inside Limits c. CIOTRY o 7_)__0 Inside Limits
TOWN ikeston Yes[J No[] 1omi_ Morehouse e Yesfg] No[]
c. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET {If cutside, give tocation) Reside on Farm
HOSPITAL ORMo,. Delta Comm. H Hosp. S, ADDRESS v Yes[] Na[]
INSTITUTION
3. Fi'AME OF DE;.'JEASED First Middle Last 4. DA;E Month Day Year
int
YPo or pril SARAH ANN FOWLER DEATH 11 30 1958
5. SEX 6. COLOR OR RACE] 7. 8. DATE OF BIRTH 9. AGE (In years iF UNGER 1 YEAR| IF UNDER 24 HRS.
A MARRIED{_]NEVER MARRIED{ ] n y L
Female | White wibowedk | 2=—pivorcep] ] 8-27-1369 89' birthden) [ Horths | Dovs e J Hr

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be causally related.

10a. USUAL OCCUPATION {Give kind of work done

durinawmliféih, even if ratirad)

10b. KIND OF BUSINESS OR
INDUSTRY

11. BIRTHPLACE (City and state or country)
Arkansas !

12. CITIZEN OF WHAT COUNTRY?

USA

13a. FATHER'S NAME
Cochran

13b. MOTHER'S MAIDEN NAME

Bent on

14. NAME OF H‘U’SBAND OR WIFE

John Fowler

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?

(Yes, no, or unknawn)| {If yes, give war or dates of service)

ar———

16. SOCIAL SECURITY NO.| 17.

INFORMANT

Address

Mrs. Jewell Watson, Morehouse, Mo,

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

PART 1.

18. CAUSE OF DEATH (Enter only one cause per line for {a),

S N T S
. 9 At T
7 7

Condltions, if any, DUE TO (b)
which gave rise to }
above couse (g},
tati th. der-
% I'yinlongcau.sam;u:;. DUE TO (c) q/é 0
= PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related ta the terminal dizecss condition given in PART | (a) 19. WAS AUTOPSY
X l PERFORMED?
o . YES[ ] NOM 9
21 20a. ACCIDE SUICIDE HOMICIDE 20b. DESCRIBE Y OCCURRED. (Enter nat! of jnjuryrin PART | or PART Il of item 18.)
w
8 0O ! &,_,....741:4 /1—-(
5[ 20c. TIMEOF Hour -Menth, Day, Year
] INJURY o
‘ui" p.m. l.’ h J? L 7—’\
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., imi:‘aboulhc;me, 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE farm, fgftory, street, office bldg., ete. . .
WORK 1 AT wORK ~ (V] /‘Zc-nv&, Xeo.
21. ) attended the deceassd from /- To - J j , to ,/“;ﬁ"! K andlusfiuwt::olivaon //‘ ,30 - .S‘.P
Death ocgurred at - 7.'é 5 P- m on the date stated above; and to the best of my knowledge, from the causes stated.
22a. SIG URE (Degree or title) o 22b. ADDRESS 22¢. PATE SIGNED
LY . Efarno % S Sikeston, Mo. IV -8

23a. BURIAL, CREMATION, —ﬁb. DATE <

REMOV AL {Specily)

24. FUNERAL DIRECTOR

0rch u.

23c. NAME OF CEMETERY OR CREMATORY

12-2-1958 | Garden of

ADDRESS

Morehouse

- DATE RECD. BY LQCAL REG.

op - SE

(Licensed Embaimer’s Statemant an Reverse Sids)

23d. LOCATION (Clry, town, or county)

26. REGISTRARTS JGNATURE
/I W7 _ﬂ.’b/

{State}




STATEMENT BY LICENSED EMBALMER

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

BY ME, OF DY oirriei e ciiiiiiit e ries et e s e s b s et b e e i ., Student Embalmer No. .......cccoviiinnn

working under my personal supervision.

SUAEOL  ceeriirirvrierrerreneisrieraaeneaas Tervenrnraraaren

Signature of Student Embalmer
| 717

Licensed Embalmer No.... 0.l e
. P P. O. Address r@&g&(ﬁ%ﬁ%

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITII%‘C(F‘:;Pilure
to comply with the above constitutes grounds .for revocation of license). &
If embalmed by'a STUDENT, he also shall sign in his OWN handwriting. - o T ,.953
If this body is not embalmed, fact should be so stated above.

. . L



