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WRITE PLAINLY—USE UNFADING BL.E\CK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE MISSOUR) STATE BOARD OF HEALTH 38{1
»H9

BomEAy oF i Caxsus STANDARD CERTIFICATE OF DEATH State Fil No

ch:strauonq}mgctE Igo.._l‘ﬂm_ Primary Reglstration District No._.g,.ﬁ.&-_.f_ Registrar's No, /7 é ‘

*1. PLACE O DEATH.
(@) County St Charles
b City or town_—s_ﬁ_._lg#ﬁ. eeninsrae s setneat P ettt
(If ontaide city or £ ** and noms of township}

(¢} Name of hospital or institution:

St. Joseph 72
(If not in hospito] or institation, write street number or location)
(d} Length of stay: In hospital or institution 7. .dava
(Sp¥cifly whether
In thia community 15 montha

years. manihka or daya)

2. USUAL RESIDENCE OF DECEASED: ? 2

(a) Statg__.._Mﬂ............ VTRUIR () Coun:y____.__.s_t.g Cha::les
@ City or townr.. Sta. _ChETI 08 7

(If ontaide city or town limits, write “RURAL") _ %5

(d) Street No__ 0% S Main

{11 rura), give locatien)

(2} I forelgn born, how long in U. S, A2, o m - -:j yenra,

2 A Ida Howdeshell

MEDICAL CERTIFICATION

8. (5 If veteran 8. (c) Social Securlt 2. DATE OF DEATI, Monn OV SWDOT,,, 29
8 . . e cial ¥
year......., __lg,.é&_mhonr 12 minute 2A0F M.
name war. S wm v am No. -——— -
21. I herebycertify”™ that ttended the d —
1 5. Color or 6. (a) Single, widowsed, married, d 2 19 %__ _? ; M 18 ::; /
4. Sex E race W aRduorced that I last saw h 7. alive on 19 4 ‘f
6. (4} Name of husband or wife....ercseran. B (£} Age of hushand or wife If || and that death occurred onithe date and hour stated aﬁ\;e Durati :
turalion
_Jemes Howdeshell ative__.1Q._vears|| Immedjpreesuse u§ death -
'T Blnh date of deceased Mav 18 1870 ________ _Z 2 ‘K'ﬂ,
-- - — — TS (Month)—— — — ~{Duy)- ~ - —- (Your) —— ||~ - ——— ————— — ' g e
B. AGE: Years Months Days If less than one day Due to.
74 6 7 . _ 4 . ./
T, min
. 7 || pue e Al o Fooiso .
9, Binthplace...........ahe Charleg County Mol /
(City, town, or county) {Stata ot forelgn country)
N Oth ditiona
10. Usus! occupation Housg awork (In:;::‘:n v gy r]

11. Trdustry or businesa S mmeme- ] \ £ 4 PHYSICIAN
as M findings: —_—
=)z Namc_.___._.g eme-. 5p._1" Vonnah&n = ni(E:),fr Q’;‘”r’;ﬁﬂnq @U {l w ’I
g V’ (W] Y Underline
= Lia Birthplace ... WO S 72 3 \ o the cause to

Clty. or 13 {Stats or foreign ecuntry, /'an .
21: { 14, Maiden pame nt Nown (/1 Of autopey. Y .Ihouclgnt;?
H tistically.
i not known
§ . Birthplace - p—— mn“) Eatoor mm m“m) 22. If death was due to external canses, fill in the following: | 2 9
15‘ (a) I nformant...___._:.M“ Qg 7 n - (@) Accident, suicide, or homicide (spedfy)......_@* ; ",
@) Address St. Charles Mo. (b) Date of occurren ,
Burlial Nov. 2B8'44 || (2 Where didinjury oeonr? ente s (Zls r
11, (8) {¥) Date thercof ) {City or town) {Caanty) {Stats)
{Barisl, eramation. or remaval} {Month} (Day) {Yesr) || (4) Did injury cecur in or aboug bome, opyfarm, in Industrial place, in public place?
(¢} Place: buriat or cremation. - 1
- > - (Spoclfy type of plm)
18, (o) Signature of fuperal director. 1 While at wmk? ( Megna o Injury.
(5) Addresa (Tr a R e PNO, - _
to
0. @ 11" EI= S e’ Uk o ,,7‘2‘/
(Dute roceived local rexistrar) _ (Tegistrar's signatare) Address ~ 2?

fod ™ v {Licensed Embaltmer’s Statewent on Reverse Side) 0 ’ 7'9‘




RECEIVED
District Health Oiiicer No. 9,

District File Numbar-ccammemme ...,.:2._.
e 2D
Dato Filed - /2L -

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, or by

Registered Apprentice No

Signed Lé‘;m

' © Licensed‘Emba]mef No....... 57 7/ -
P. O. Address % 221.@ N

Note: The above MUST BE SIGNED BY THE LICENSED EMBA_LI\ILR in his OWN HANDWRITING. (Failare to comply with
the abore constitutes grounds for revocation of license.)

working under my personal supervision.

If this body is not embalmed, abore space should be left blank.



