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lealth, e M Amn SRR ATE P REAPIE e
wiws  FILED S E P 241957 STANDARD CERTIFICATE OF DEATH Al e
'ubli
,:"i:. I Registration District No. /‘/'7 Primary Registration District No. e 2O S Registrar’s No..... al O.--
'I 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whore deceased gaad If institution: Resldgnce b)aforg
) - b. UNTY muswn
%0 o COUNTY o ey o STATE MTSSOURT JA CKSON
—57 b. C|0TRY {If outside corporate limits, give TOWNSHIP only) Inside Limits ‘5 CloTRY lnsnde Limits
TOWN KANSAS CTTY YesGl Mol 11,1} yown KANSAS CITY Yes(F Mo [
c. FULL NAME OF (If NOT in hospital, give locotion) | Length of stoy in 1b & STREET . (1§ cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS Yes[ ] N
| INSTITUTION 20 wrs, ' 1;20_B:ookl3m_—_¢-" °
} . NAME OF DECEASED Firs? Middle Last 4. DATE Month Day Yoor
| (Type or pring) QoF
i WILLIAM HENRY HOWELL oEATH  Septe 3, 1957
i 5. SEX 1. 6, COLOR OR RACE T‘M(ARRIEBDNEVER marriEn[] 8. DATE OF BIRTH 9. AGE (In z::.. lzij:’ﬂng::m lrhl::oen ::“r;.ns.
| Male Negro _wooweo(] 3 owvorcek]| March 3, 188L |77 £¥FViEe |
l 10a. USUAL GCCUPATION {Give kind of work dene | 10b. KIND OF BUSIN.ESS OR 11. BIRTHPLACE (City ond state ar country) 2. CITIZEN OF WHAT COUNTRY?
st of working life, sven if retlred) INODUSTRY ) P '
| Yaborer " — Alto, Lousiana !/ USA
l 130 FATHER'S NAME 13, MOTHER'S MAIDEN NAME .M. NAME OF HUSBAND OR WIFE
| Joe Howell Katherine Fitzgerald —
15. WAS DECEASED EVER IN U. $. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Adress LUISE, Uklahoma
(Y--Nnﬂ, or uiln-n)l {If yos, give wor or dates of sarvite) h96-10-2925 Rev. J- G - colliDS 1328 NGJM&dison

D A

18. CAUSE OF DEATH (Enter only one cause per line for (o), {b), ond ().} P INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (a) L/ , _
Conditivna, If ony, } DUE TO (b)‘ L. - . glrp

which gave rise to
above cause {0},
stating the wunder-

" USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

g lying couse tast DUE TO (:) -
G = PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIQUTING JO DEATH but not ralatéd to she terminal disease condition glven In PART 1 {a} 19. WAS AUTOPSY
-3 3 ! ~ PERFORMER? gp
- s R . YES[ ] NO
- =1 20a. ACCIDENT SUICIDE HOMICIDE 2b. DESCRIBE JURY OCCURRED. (Enter ncture of injury in PART | or PART Il of item 18.) L

= [
¥ v a O O .
8 S[ .. TIME OF Hour  Menth, Doy, Your
4 3 INJURY a.m. N
: 'g "E p.m. .
E 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or cbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY - . STATE
- WHILE ATD NOT WHILE O farm, factory, street, office bldg., atc.) R A
5 WORK AT WORK - '
< 21. 1 attended the deceased from .t and last saw 1% alive on
. . Daeath occurred at Pt m on the dote stated above; and to the best of my knowledge, from the causes stated.
: -_g- g 220. SIGNATURE cnz b. ADDRESS f /ENED
25 A / 4/ M Lo 4VE. 7/ 3

4 230. BURIAL, CREMATION, DATE 23c. NAME OF CEMETERY OR CREMATORY . LOCATION (Clty, rown, or :numﬂ (State)

k MOV AL { ) - - .

'-‘:i 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD, BY LOCAL REG. | 26 REGISTRAR'S SIGNATURE r

Watkins Bros., Fn. Hm. 18th & Benton 7. Y57 Theqas

L.

{Licenssd Embalmer’'s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER - . . e
I heteby certify that the body whose name is recorded on the reverse side of this certlhcate was embalmecl
- -
by ME, OF BY ovevveeiereeee e Sy s e et eabs e esb e ebeeneens etmeeeerennnnes , Student Embalmer No. ...................

workmg under my personal supervision.

Student ...occcooeveriennnis e e es ‘
Signature of Student Embalmer

-. . . : - ) . : Licénsed Embalmer No. '?/QHH
P, O Address /J’ZZ«}/

..‘ _Note:~The above MUST BE SIGNED BY. THE LICENSED EMBALMER in his OWN HANDWRIT]NG (Fallure

7 to comply with the above:constitutes grounds for revocation of license). -
o If embalmed:-by 2 STUDENT, he also shall sign in his OWN handwriting. : ..
If this body is not embalmed, fact should be so stated above. S st




