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

HILED RUGT25¢

DEPARTMENT OF COMMERCE
o ’giéi

Registration District No.__.zz...........m...

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District No_\j-;_j-_£7

27133
Siate File No
Registrar's No. / ‘-Q‘ d

1. PLACE OF mai-m,
(e} County. Cla
@®) City or town Rural FLehing Kiver

(If outsjde city or town Limits, write "RURAL" npd namse of township)
(¢} Name of hospital or institution:

Three miles

{I'f not in hospital or institation, writa strest number or localion)
(d) Length of stay:

In hospital or institution f

south of Excelslor Scgs

2.

(a)
()

USUAL RESIDENCE OF DECEASED:
swmte_Missourit ® County,
Rural o e

-. (If outside cily or town limita, writs “"RUHRAL"™)
Street No Three M_iles 3. of Excelsior Spg

(I rural, give location) O

Cla_y- .- 2f

{)

City or town

. (Specify whather {¢) Citizen of foreign oountry? {Yes or No)
In this community___l.: ifetime ,
years, montiks or days) 1f yes, name country.
MEDICAL FICATION
PRINT
full Name_Amanda Jane Howdeshell
3 oI 3. () Soctal Seearit 20. DATE OF DEATH: Month........ S ...day
. teran, e a ¥
veteran year. /4’¢ ’7 hout ﬁ mintte
NAME WAT. No rd 7
21. I hereby certify t 1 attended the deceased from
/ 5, Color or 6. (g) Single, widowed, married, 10........ to
4, Sex F . i Tace. divorccd‘""‘s“l-‘gg'l'g"' that I [ast saw hsflaw . alive on.. _,,_,,,.,,‘g ................................
6. {b) Name of husband or Wife...ccrimmseeers 6. (6) Age of husband or wife if || and that death occurred on the date and hour s above, Davation
AlIVE.cemmersaeerrcenrerne years || Tmmediate gagse of death.s W ,g /
7. Birth date of deceased June 23 1856
w555 | peamind 2y
& AGE: Years Months Days . If less than one day Due to
o1 1 10 hr. min
-|| Due to
% ¢ ‘Birthplace - 1 8Y¥ -County - Missouri & ‘ B
{City, town, or connty) {Stote or forcign country)
. - s - Other conditions.
10. Usual cccupation_ AL_FlOMeE (Inctade peegoanay within 3 monibe of dosti)
11, Industry or business —— PHYSICIAN
.. s . . Kl jor hndings: '
: E 12, Name John Howdeshell Of aperations___ JA‘ U d' i
nderline
> hi
2 15.. Birthotecs..__ - Tennessee )’ o ihe cause to
t; tate or fore counir,
g s e R e ——
tistically.
aq
15, Birthpt Tennessee - o
§ piace. T I ————— Grata ol wumr” 22. If death was due to external causes, fill in the following:
16. (8) Informant Mre. C1 .Yde Smi th- (2} Accident, sulcide, or homicide (specify)
® Adaress S0Uth of Excelsior Springs M@ Date of oocurrence
1. @ - Burlial @® Date thereot._8=6-47 () Where didinjury occur? Wity o towe) . (Couniy) )
. ., {Burial, cremation, o removal) 11 G (Moath) (D“’é- {Year) (d} Did injury occur in or about home, on farm, in industrial place, in public place?
, {c) Place bu.nal of Cr tio: F‘am J reveyar 5
18. ‘(a} ngnatu.re of funeral du'ector C Laude P I i c hard While at work? ‘i&:;l';;)o{ mjury_._Q_. ................ -
t'“xcel gior Sm"ings Misso
&) 2 - )
23. Slgnatur ..... (M, D. or othery/=&
19, (a) ,_f_g [ (b) 7 LA LA A AU
trar) ( lemtﬂr [ ngnnlurn) Address Tl AL Lt g ddot (ol VELAAEP

{Licensod Embalmer’s Stntemeht on Reverse Side)




|

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........ .

o %W/@W

o Licensed Embalmer No é‘/ g";;\
- P.O. Addressé{éé/;f{?&fgﬁﬂ:f;?a_%

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)

working under my personal supervision,

If this body is not embalmed, fact should-be so stated above.



