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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE

BUREAU OF THE CENSUS

Regifr!tll_ong LE gB___'!' 8/ %

Primary Registration District Noweee.

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Ll O 3 _

State T2 %o

150

Registrar’s No,

298

{City, town, or county) {Stata or foreign coantry)

10, Usual occupation.__ 1 8r¥_HBoard Employee

1. PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASED: f{f
Jackson .
((:‘; (c::(::mty - Kensas Gity (o) State.... Missouri. ... ¢ County Jackson -
r W
e (If ontside city or town limits, write “RURAL" ond pams of township} (&) City or town...... [RANSAS City -
{¢) Name of hoapital or insufution: / P}Honmde city or town limita, write “RURAL") d’
L Indiana (@ Stroet No. 717 Indiena
{If not in hospital or institution, write street number or location) (Ifrural, give Jocation)
(d) Length of stay: In hospital or institution N
(Spacify whather || (¢} Citizen of foreign country? o (Yea or No)
In this community., ... 22 _Years
yoors, wsonths or days) If yes, name country.
MEDICAL CERTIFICATION
Yol AT CHARLES WESLEY HOWARD
TR 0 S S 20. DATE OF DEATH: Month Feb . day. 5
. veteran, . (e a urity
No None ....lgui................hour minutg..o...._f__..._...M.
name War. No
21. 1 hereby certify that I attended the d rom.. %,_
Male |50 S s o | & Qe Vidowed, mamed, || Al 19844, to o WA e Y T L
4. Sex race ! ‘ﬂ""mf‘ - that I last saw h‘-lm alive on...... = %_ __a_ ) l‘?.ﬁ_f.
6. (b) Name of husband of wifé.......eooceceeeoee 6. (¢} Age of husband or wife if || and that death occurred on the date and hou¥ stated above. .
S ah Duration
ar alive____ = yenrs || Immegiate cause of death
7. Birth date of deceased.....March 21, 1898 .. . D #--4
Month] D:
(Monthy {Pax) Uil M o Can d XA
8, AGE: Years Months Days If lesa than one day n 2 |
85 | 10 | 12 b, min, || 7 Ranakalin
A R Due to
. 9. Birthplace Youlon I11inois /

Other conditions

A —————

Kansas Eity, Mo.

11. Industry or business

. (Inclide pregnancy within 3 monibe of death)

PHYSICIAN

<

ﬁ -

E 12, Name William Howard

&= { 13, Birthplace Voo /

o {City mn, or coumy) (State or foreign conntry)
§ { 15 Maiden name_ e Wright
51 15. Birthplace New York /
= {City, town, or county) (State or [oreign country)

16. () Informant _ Mrs. Searah Howerd .- . --. .. -
() AGILesS s J17.Indiana

17. UL .t (&) Date thereof- S
@ (Bml.m_i:i%.wnmnn () e %!n/n!ﬁz L&"ﬂ (Yw)
{e) Place: burial or cremation..,. Gr8en Lawn Cemetery

18. (o) Signature of funeral director__Co He Blackmen & Son,.
(6) Address.. KOBNSAS Clty Mo,

1. (@ 2.5 = /_.,___a m—/

{Dats reccived local r{zhuu) (Rlegistrir's aignature)

t

Major findings:

3.
I

of operations...

——— ,

Underline
the cause to

Of autopey

R

-..|tistically.

‘which death
should be
charged sta-

Accident, suicide, or homicide (specify)

Date of oocurrence

. If death was due to external causes, fill in the following:
e ——

‘Where did Injury occur?

(City or t.o'n)

(Co

unty)

Did Wt home, on farm, in industrial place, in pubhc plaoe?

4

{Licensed Embalmer’s Statement on ﬂevcno Side)
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STATEMENT BY LICENSED EMBALMER
< N g .
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by i
-+ Registered Apprentice No o
working under my personal supervision.
ngnedm W
T -Licensed Embalmer NOZ 2/ /
T P 0. Address”
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRI TING. (Failure to comply wuh
the nbove constitutes grounds fm- revocation of license.) f .
If thls body is not embalmed, fact should be so stated above.




