No, 300
10.48

)

FILED AUG 26 1953

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. _Mé_numv REG. DIST. no.ze_é.é_./_ Registrar's No 3 7f

29031

State File No

BIRTH NO.
1. PLACE OF DEATH T 2. USUAL RESIDENCE (Whers decessed lived. If instltution: reskdencs before
) IA.COUNTV . ‘JASPER a. STATE MlssoUnl b.COU‘NTY (JASPER sdcimion),
b. %EY (I cutwide corpursts Limits, write RURAL snd give ¢, LENGTH OF {{ c. CITY (If outaide sorporate lmits, wiite BURAL sad give townabin -
Toan  JOPLIN et WEEK || TOWN JOPL IN K

¢. FULL NAME OF (If nos in hoapital or lnst Kive strect addres or locatlon) || d. STREET Qf rural, give loeatlon} &
HOSPITAL OR ADDRESS
INSTITUTION. ST, JOHN'S HOSPITAL 308:N. Cox. o
B.DNEAC%ES%FD g. (First) b. (Middle) c. (Last) T 4. Dé}'E'f .:‘"(];‘wu]) (Day) (Year)
(Typeor Prin) _ WILL 1AM NOAH HoweLL paam Aug. 15, 1953
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9, AGE (Io yesrs] # moem 1 Yian | & mom  mx
WIDOWED, DIVORCED (Specify] ' l-lnél.rhd.u Months | Days | Houts | Min,
MALE NEGRO MARR IED JAN, 21, 1892 l |
10a. USUAL OCCUPATION (Cliva kiad of work | 10b. KIND OF BUSINESS OR iIN- | 11. BIRTHPLACE (Stata or lorelgn oountry) ’ - 12. CITIZEN OF WHAT
dooe daring most of workiag lifw, #ven If ratired) DUSTRY Z) COUNTRY?
LABORER INDEPENDENT GRAVEL CoO. NEWTONIA, MO. USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE :
i UNKNOWN | UNKNOWN BEATRICE HOWELL
lg’. WAS DECEASEE} E\(‘;ER IN-'U.S.ARMED FORCES? | 16. SOCIAL SECUREI'OY 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
o, DO, or unknown| , dive war or dates of service} . N \ -
UNK ™" | BeaTmicE HoweLL, 308 B, Cox,doPLIN

8. CAUSE OF DEATH MEDI CERTIFICATION [m.u'rgsg_\r.u;‘grrm

. Enter only onecauseper | 1. DISEASE OR CONDITION DEATH

\ine for (8), (b, and & | DPIRECTLY LEADING TO DEATH* (4 IS e

ANTECEDENT CAUSES '
*This does not mean

the mode of dying,such | Mortia cmditions, f any, gising DUE TO (b) e‘"‘"‘""‘ﬂ‘{"“ XM

o8 heart fallure, asthenia, | Tiee to the above couse {a) . . _

. the underlying couse last,

ee. It means the dis- 7 /

ease, infury, of comp DUE TO (&) w i M M

tion which coused death. | 11. OTHER SIGNIFICANT CONDITIONS j { U - 7

Conditions contribuling to the death nd not
. related to the diseare n’:" condiiion mudn: M 2t

19a. DATE OF OF.FIFB’“ 15b. MAJCOR FINDINGS OF OPERATION 20. AUTOPSY?
/S/X | wd &

21a, ACCIDENT (Bpecity) 21b. PLACE OF INJURY (e.g..tnorabon | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE, bonse, farm, fustory, strest, ofior bldg..eve) ’
HOMICIDE \
21d. TIME (Moutd), (Day) (Year) (Hous) 2le. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?
o v w LEAT NOT WHILE|
TNJURY =] " woRK AT WORX
2. T hereby eertify that I {aucnded the deceased from 7’”—-4 mn , to a"‘g 1€ 1092, that 1 last s0w the deceased
alive on , and thal death occurred af _ m., from the causeca and on thc date stated above -
2Za, SIGNA ‘ {Degres or title) | 23b, ADDRm
Z ‘—74« . (D O 7v/ rilser.

WRITE PLAINLY—USING UNFADING BLACEK INE—MAKE A PERMANENT RECORD

BURIAL. CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 244, LOCATION ‘Gity, town, or county) (Blah)
TION REMOVAL (Spectty) ~
BURIAL 1§13 PARKWAY JOPLIN, MISSOURI
AR'S SIGMATURE 25. FUNERAL DIRECTOR'S SIGNATURE ADDRESS
DATERE:'DBYLQ}FE%IT REPSPRARS . l%‘K
¥-20- 5 .S Pamkem MomTUuARY, JOPLIN, Mo.
(Lice » Staterert on Reverss Side)
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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..

N . . . Student Embalmer No..... vesana
working under my personal supervision,

Signed O? 277 b7 )&-

Gessan. REREEY na

3ignedeciaiesrensonanns ceerrerritesiieanan /
Siane Student Embalmer . Licensed balmer No ‘2 '? ?
' . P. O. Address WLo
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN TING. (Pmlure to comply wit]

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




