MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFARE™

Registration District No

_ —62-048187

STATE FiLE NUMBER

DO NOT WRITE
ON THIS STUB AMENDED
. PLACE OF DEATI 2. USUAL RESIDENCE (Where decessed lived. If institution: Residence before
V5 300 8 a. COUNTY a. STATE M:Lssouri b. COUNTét Louis admission}
Rev. 4/59 % b. cc')‘nzy (IT outside corporate fimins, give TOWNSHIP only) Length of stay in 1B <. COI‘LY Tnside Limits
& .
1 = town ST, LOUIS, MISSOURI 10 days TOWN Frontenac Yedd Ne O
5 <. f‘{%éPTJT.:TEogF (ﬁ&kﬂfﬁul lve location) Inside Limits d. ESEEEETSS {If cutside, give location) Reside on Farm
jﬁf) 3 Z j& INSTITUTION UbfllAL Y (@ No[J # 10 W. Geyer Lane Yer O Ne [f]
: [a]
3 3. (l_}lAME OF _DE)CEASED First Middle Last 4, Dé\gﬁ Maonth Day Year
ype or prin
Y Williem T Bowcott DEATH 12 25 62
(&) 5. SEX & COLOR OR RACE 7. Morried X  Naver ‘Married (] |8. DATE OF BIRTH | 9- AGE {iast birthday) | IF UNhDER 1 YEAR iF UNDER 24 HR
H H M D H Min.
5 / M. W Widowed [J Divorced [] 2_4_1917 45 wonths a3 ours in
10a. USUAL OCCUPATION (Give kind of work done { 10b. KIND OF BUSINESS OR INDUSTRY[ 11. BIRTHPLACE (City and state or country} | 12, CITIZEN OF WHAT COUNTRY
& W rim gt of working life, even if rejired) :
= Public Helations Asste ﬁgr. McDonnell AirCraft | Seranton, Pa. U.S.A,
7 , 9 13a. FATHER'S NAME B . 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
—
o William Llewelyn Bowcott Nellie Hite Nadine Wendele Bowcott
8 I 2 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, S0CIAL SECURITY NO, 17. INFORMANT Address
(Yes,_no, or unknown) | {If ¥ ive war or dates of service) N
9 - Yes "W T Mrs. Nadine W. Bowcott, #10 Geyer La.
o [ 8. CAUSE OF DEATH (Enter only one cause per lina for {a), (b), and (c} INTERVAL BETWEEN
10 < E PART ). DEATH WAS CAUSED B SET AND DEATH
a « 3 IMMEDIATE CAUSE (o) HODGKINS DIBEASE mons .
11 G o
U la : s
_— Y Q :
221- of* s = Conditions, if any,]  DUE 10 (b ACUTE GASTROINTESTINAL BLEEDING 2_-_3 days
o v ('7, wbhoiCh gave riu( t’u
IiZ stating the under- o/ AN
13 .’- Isyii’n‘grlu t:auwllr last. DUE TC {c) 2
% g PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 3o the terminal PART [Il. If deceased was female was
ﬂw E disease condition given in PART | (a) there a pregnancy in last 90 days.
= b [0 ves [ O [ DO unknown
v E 19. WAS AUTOPSY 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in PART | or PART Il of irem 18.)
g o PERFQRMED? a O ju
g u Yes B NO []
— Y .
z |2 % | 20 VIMEOF  Houl  Month, Day, Yeor
< = INJURY a.m,
N 8 g p.m.
Z -] 20d. INJURY QCCURRED 20e, PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
E WHILE AT WORK [ farm, factory, street, office bidg., etc.}
5 NOT WHILE AT WGRK []
[ - 4 [] .
S o g é 21, | attended the deceased frnm 9%6/61 to_%.@_z____and last saw ::; alive on 12/25/62
@ ; [ Death oc:uned Pell, (—\\ m o the date stated shove, and to the best of my knowledge, from the causes stated,
[TF] — - 2
N 17} 2 Li 1 22b. ADDRESS —= 22¢c. DATE SIGMNED
o O 22a. 5| rce or title) b. ﬁA c.
[ — . A alle
- 3 23a. gtEJ,s\lékVL CRISMATFIO)N 23b DATE 73c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Srate}
o] pocify . .
% z Bur:l.a% 12-28-62 Hiram Burial Park Cemetery| St. Louis County ,“yna.
= < 24. FUNERAL DIRECTOR ADDRESS ﬁtd-‘"ﬁgco1g’6?-ﬂl REG. 26. REGIST 'S SIGNATURE
w o -
E ©] Alexander & Sons, 6175 Delmar Brvd. % L /T D.
—r — T




STATEMENT B nv 'LICENSED EMBALMER .

~ . s A

‘ .
* - - - P— . -

1 hereby certi'fy that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

Student Embalmer Ng.

| /CVW"‘ <D M@L
Student Signed
Signature of Student Embalmer
Licensed Embalmer No.m__

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in Kis OWN HANDWRITING

with lhe above, constitutes grounds for revocation of license).
if ‘embatmed’ by a- STUDENT, he also shall sign in-his OWN handwrﬂ‘mg . _"“{ T
1f this body is not embalmed, fact should be so stated above.s <~ . T

or by

working under my personal supervision.

——

o




