mTE OF DEATH
AMENDED r_!_YQIEJB, ?A:ﬁé Ni. g__fgs,lal_g____Primary Registration District N

1003

Registrar's No. _______._?

—— y — ‘ P

STATE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased Iived.' Lf inatitution: Residence before
8 a. COUNTY a. STATE M ‘6 3 (3UWR 1 admission)
% b, C‘lj'l;lY {}f ounside corporare limin, give TOWNSHIP only} iength of stay in 1b <. CITY Inside Limits
E |  ow ST. LOUIS, MISSOURI Ay 4 j_ ov S Yor O No 3
< ¢. FULL NAME OF {If NOT in hospital, give location} Inside Limits d. SIREET {if cutside, give location) Resido on Farm
: ek o won || AR b n
o
kg BARNES HOSPITAL o 50/7 kensi NW @0 KD
3. NAME OF DECEASED First Middls Last 4. DATE Month Year
{Type or print} DSATH
ALDORA FOWLER AUGUST 9 10661
5. SEX 6. COLOR OR RACE 7. Married G Never Married [] [8. DATE OF BIRTH [ 9. AGE (last birthdey) } IF UNDER ) YEAR IF UNDER 24 HR
Widowed [ Divorced [J EE g 22 [2'[ io ; Monifhl 75- I Hours l Min.
10a. USU:\l OCCUPATION (Give kind of work done | 10b. XIND OF BUSINESS OR INDUSTRY BIRTHPLACE (City and state or country} | 12, CITIZEN OF WHAT COUNTRY
n during most of w. rlmr lifs, even if rcﬂred) .
: jri J'& !i;fﬂ 155: .S.
2 13a. FATHER 5 NAME 13b. MOTHER’S MAIDEN NAME 14, .NAME OF HUSBAND OR WIFE E
4
) Wil - Wa REe /N |Mary HRRVC Jame S E:rw/f:./?
" 15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. INFORMANT Address -
C {Yes, pop o unknown) | {If yes, give war or dates of service)
; s — |lJames Faw/eR 4017 [enwiwv
¢ — 187 CAUSE OF DEATH (Enter only ane cayse par {ine for (a), (b), and {c). INTERVAL EEN
; 5 PART I. DEATH WAS CAUSED B ONSET AND DEATH
a B :2) IMMEDIATE CAUSE (a) RENAL FAIIURE AND UREMIA YEARS
) o .
J|a
! 2 PHRTTIS /3
: | fa] Conditions, if eny, oue 7o ¢ CHRONIC PYELONE Z 3 YEARS
_, F';) which gave rise 1o
e above cr:um d(i). .
- = stating the wunder-
- fying cause  last. pue 10 o _CONGENITAL HYPOPLAST'IC KIDNEYS 50 YEARS
§ g PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated to the terminal PART 111, 115 deceased was ;emulgeo dwu
5 T ere a preagnancy in last ays.
, < | CHRONIC STAPHYIECBLEAL “HiFELTfon oF. NECK. CONGESTIVE HEART [ ver [0 Ne | O Unknown
r -
E E 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE . DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 1B.)
3 = PERFQRMED? - [m] sk a
- = YES NO O
z o . .
2 Z | "20¢.TIME OF  FHoul  Manth, Day, Year
E a INJURY a.m.
g \ p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in ar sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farm, factory, sireetf, office bidg., e1c.}
NOT WHILE AT WORK [
[a] EIK} +
ﬁ 21, | attended the deceased iT o/ du’ lgw I'ST 9) 196l’|nd last saw }l:.er:, alive on “UGUST 9! 1961
==
o Death ocevrred at )6 P M. (—‘\\ m on the date stated above, and to the best of my knowledge, from the causes stated.
—
3 w (Degree ar title) 725, ADDRESS 23c. DATE SIGNED
° d B W ¥/ BARNES HOSPIT |
pa )7 AL
& 5 .&-xm 4 L . D, BAA0/6)
< 23a. BURIAL, CREMA"ON 23b. DATE 23¢. NAME "OF .CEMETERY OR CREMATORY 23d LOCATION (Ciry, town, or & 7 _{giltaT
d 9 REMOVAL {Speci (I 7— p
2 | KErmovA 3=I(§- /! Mashiyglon I7. LowsS
b <« § TZa. FUNERAL DIRECTOR ~ ADD; ) 75. DATE RECD. BY ICAL REG. g&esls %% ﬂ
w >
2L Bl Walfaw 3767 Stoddar AUG 10 1961 |0 /7

|



STATEMENT BY LICENSED EMBALMER

- . - -

3
| hereby certify that The_,__body_.,whose name is rgclorded on the reverse side of this certificate was embalmed by me,

Student Embalmer No
. b ST s e Ty R -

1 ' P e . - FEN

working under my personal supervision. - . .
i ¥ /) ;
Student A Signed
Signature of Student Embalmer
3
Licensed Embalmer NO.ML

- o . T s P. O. Address

at

or by

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).
* |f embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.




