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

DEPARTMENT OF COMMERCE

STATE BCARD OF HEALTH OF MISSOURI
BuaLsy or tax Covsos STANDARD CERTIFICATE OF DEATH Stte it »%LGJ_’L‘)

Rem: tlon District No. .._....ﬂ... Primary Registration District N’o..__.—')—_@f.f__l___ Registrar's Nﬂ.

ED FEB 1 91943

1. PLACE OF DEATIL

(¢) County....... ...J_aﬂpﬂr

(b City or town,. oo,

{If ootside £ity of town limite, writs “RURAL" and name of tawnabip)

{¢) Name of hospital or institution:

{d) Length of stay: in hospltal or institution

In this cummun[ty......_..?«Q....IQ..a.xa

yosrs.

. 1104,13331-22111 Strae_thj S

(It not fn hospital or institution, wtite streat nuhbar or location)

{Speci{y whather

munthe or duys)

2. USUAL RESIDENCE OF DECEASED:

@ Smte__..mﬂﬂ.omm__..... ®) County..JOSPET 5:7‘{ 7

(¢) Clty or town Onlin
1f outaide clty or town limita, writs “RURAL") T
@ sueetro... 1104 West 22nd Htreet =
{11 rural, give focation)
(¢) Citlzen of foreign country?. {Yes or No)

Tf ye+, name country

3, (a}
FULL

Inr _Sarah Rebecca Howell

3 (b

H veteran, 3. (¢) Social Security

hamne war No.

/ 5. Color or
s s TOMA 1§T_ —_ avorc¥idOwed. |
6. (¥ Nameof husbandorwife ... 6. (¢) Age of husband or wife if

0. (a) Single, widowed, marrlcd

_...........e.m&.,M.u..... g 2#1944.__—_ years
“7. Birth date of deceased . l&n 10,1871

MEDICAL CERTIFICATION

20. DATE OF DEATH: Momh__gJBN day_ 28
.....19_46 hnur_._.g minute.aﬁ....A......M.

2. 1 he;eby certify that I attended Lhe deceased from

A, - 105£5% f&“' X :_. TR K‘r

tha.t flast saw 1ﬂr... alive on 19..%..6
and that death occurred on the dat&a{d hour stated above.
Duration

Imm te cause of death

oseasy &‘M’ h’-y/

Iy e lms cLe al o(d&-«-—vffa J__.,Z!;:'

{Maonth) {Day) X (Year)
8. AGE: Years Months Days If lesa than one day Due to
? 5 0 18 hr; tin.
- i )’ Duye to
9. Birthplace....mmuﬁgﬁ Al'k’ :
- . {City, town, or county) - - “(Stats or loralgn comntry) — g =
o o Other conditions.
10. Usual occupation (loeludo proguaocy within 3 months of death)
11. Industry or business h0u§6W1f6 SR L PHYSICIAN
o alor indlings:
=112, Name........Jam.e...s HQ BQtBn A bf operations . - ([ / Undesti
P i T o . (,v./ L ) nderline
£\ s prptce_EhbOTty, Moo ( , 1Y the caee to
~ " State or foreies country, of 4 - h
= { 14, Maiden mm&ﬁnéi %ﬂell autopay :;\:{:elé: sth:
= tistically.
- T T
g 15. Birthplace. sc%?.:.,, ww;%:;k P gty mi{uy) 22. If death was due to external causes, fill in the following:
16. (o) Informant étella Clark (a) Accident, sufcide, or homicide (ypecify)..,
® adwem____ 3328 Moffett I ® Date of ccourmence
17. (@ _burial ) Date .h,mf___l-SO;-is () Where did injury occur? TPyt e " Fs
(Barlal, cremation, or removal) Maoth) (Day) (Year) (d) Did injury occur in or about home. on farm, in Industrial place, ia public pl.ace’
(& Place: burial or cremation @ IXView ___Qam~_..__ )
18. (a) Signature of funeral director - l_..Dj.llﬂn_._ (Bpecily type of plars) o
) Ajm______ J o_nliﬂ X D 1 . ‘
- 23. et . & B Ath.y
19. (a) ,_____Q:e#_ () Sz,
¢ (Date received Jucal refistrar) @ ) (Regidtrar’s sisns ture) Addrq_gmmﬁ;.;ML

= (Liconsed Embalmer’s Suun£.\7{ Rn,(.- Side)




44-{1.77

STATEMENT BY LICENSED EMBALMER

I 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............... LLEARAL ... m .........................................

s
i Licensed Embalmer No 3 P? 'd

working under my personal supervision.

P.O. AddresWtw x c :
Note: The above MUST BE SIGNED BY THE LICENSED EMBALM['.K in his OWN HA RITING (Fallure to comp]y wit]

the above constitutes grounds for revocation of license. )
If this body is not embalmed, fact should be so stated above.




