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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

ISZ

Primary Registration District No.

59004185

STATE FILE NUMBER

/87

Registrar's No.___,_____?_____,_..._,._-

gistration District No.
58

. PLACE OF DFATH 2. USUAL RESIDENCE (Where deoceased lived. If institution: Residence before
a. COUNTY ._7f’ a. STATE %, . b. COUNTY admission)
b. CITY {If outside corporate li!‘r‘?s, give TOWNSHIP only) Inside Limits c. ch io [u [ ainsid-e Limits
v (edar, Che Yes [ N [ S len, Conensds °| Yol rolg
c. FL(‘)'LIII NAMI":';SF {1f NOT in hospital, give location} | Length of stay in 1b d. i'II'JFE‘)EE'Is'S {1 outside, give location) Reside on Form
HOSPITAL E
INSTITUTICN ! i Yes [ No [
3 NTAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) a
Carolun Ao se  Lowards DEATH Q)/?'M 23, 1957
5. SEX \ 6. COLOR OR RACFE]| 7. MARRIED[ ] NEVER MARRIEDEOS' DATE OF BIRTH 9. AGE (tn years HFUNDER 1 YEAR] IF UNDER 24 HRS.
. lost birthday) [ Mantha | Days Heurs Min.
Je 0 Lo, wiDoWED[ ] oivorceb[] Qgﬂ /8 /ENTT 2 o2 I
10a. USUAL OCCUPATION {Give kind of work dane | 10b. KIND OF BUSINESS OR . BIRTHPLACE {City and stare or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working lils, even if retired) INDUSTRY ﬂ : M . f‘

o

M_JA

130. FATHER'S NAME

B ZZ

13b. MOTHER'S MAIDEN NAME

o .

14. KAME OF HUSBAND OR WIFE

R e o ST N

i5-’ WAS DECEASED EYER IN U. 5. ARMED FORCES?
(Yes, no, or unknawn)| (If yes, give war or dates of service)

o —

16. 50CIAL SECERTY NO,

»Lov—’\_-

17. 1 RMANT

&G—-«..—c..—c:--)ct,

Address

18. CAUSE OF DEATH {Enter anly one c
DEATH WAS CAUSED BY:

ouse per |i; for (a}, (b}, and (c}.)

PART |-
IMMEDIATE CAUSE {a)

!

Conditions, if any,
which geve rise to
above touse (g,
stating the under-
tying cowse last.

DUE TO (c)

Fd

) L. a1

INTERVAL BETWEEN
ONSET AND DEATH

ST R

_fM—ZL;

DUETO(MM [ el M

G210

PART II. OTHER SIGNIFICANT CONDITHONS CONTRIBUTING TO DEATH but not related to the termingl disease condition glven in PART | {a}

19. WAS AUTOPSY

MECICAL CERTIFICATION

/ PERFORMED?
YES[] No[A 2~
200. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.) N
O O ]
20c. TIME OF Hew Month, Day, Yeor
INJURY  am.
p.m.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

20d. INJURY OCCURRED
WHILE AT

e. PLACE OF INJURY {e.g., inor about home,
farm, wctory, street, office bldg., etc.)

f. CITY, TOWN, LOCATION
2 C OR IUG

COUNTY

STATE

NOT WHILE
WORK O AT WORK O 4 3
21. | gttended the deceased from /— 523—- 5 ; . to /- pR 3- J‘t}_ and last 'aawt-:_ H n /- 2 3' .J-:;

Daath occurred ot

LD

m on the date stoted ;bnve; and to the best of my knowledge, from the couses stated.

4 /
23h. DATE 23

-

22c. DATE SIGNED

[-29-57

{Licansed Embalmer’s 3tatement on Reverse Side)

23a. BURIAL, CREMATION, 23d. LOCATION {City, town, o county) {Stote)
REMOV AL (Specify) / 2 5 é"? e : E J E
24. FUNERAL DIBECTOR ODRESS 25. DATE RECD.BY LOCAL REG. | 26. REGISTRAR'S SIGNATUNE -
e | [~ 29-8§F




STATEMENT BY LICENSED EMBALMER

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

£

working under my personal supervision.

Student oo e e
Signature of Student Embalmer

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

to comply with the above constituies 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.




