THE DIVISION OF HEALTH OF MISSOUR|

58-0356'75

Health,
'Pw;,‘-h" STA"DARD CERTIFICATE OF DEATH STATE FILE NUMBER
uwblic
Service ILED 0 CT 2 O 1953gis1ra1iaq [_)isrricr No. 4]7 Primary Regisnulion Distric:_fi‘: ...... ‘z .._a_ch ...... - Regisrrur'ﬁ.---_éxgu.&,w
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |If institution: Residence befo)
0 o COwiY CALLAWAY » STATE MTSSQURI “ COUNTYRANDOLFH
i-57 b. CITY ({If outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY Inside Limits
OR Y No (] OR Yes[J Ne [
TOWN FULTON es {1 town ~ MOBERLY esL] Ne
z- c. Egéé’_l':’{:t‘%g’: {lE NOT in hospital, give location) | Length of stay in 1k 0&8"3?!-)%%%15.5 {If outside, give locatien) Reside on Farm
| wsTruTion ST, HOSPITAL #1123yr  4mo a Yes [ No[]
3. :‘TAME OF DE)CEASED First Middle Lasit 4. DATE Month Doy Year
riny QF
e REBA HOWELL peaOctober 10 1958
5. SEX 6. COLOR OR RACE| 7. MARRIED[ INEVER MARRIED[] 8. DATE OF BIRTH 9. AGE (In years JFUNDER | YEAR| IF UNDER 24 HRS,
| FEMALE / WHITE IDOWED 3. oivorceo[] 8/23 /l 89? 6{}: birthday) [Months | Doys Hours Min,
E 10a. USl_JAL OCCUPATION {Give kind'ef w?rk dona | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or eauntry) 12. CITIZEN OF WHAT COUNTRY?
;, dunnHOUlszUiR,Kvm if rotired) INDUSTﬁYODdE RAN DOLPH COUNTY O U . S . A .
13a. FATHER'S NAME 13h, MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
R.R. McDONALD UNKNOWN MARTIN HOWELL
:- 15. WAS DECEASED EVER [N U. 5. ARMED FORCES?‘ 14. SOCIAL SECURITY NO.{ 17, INFORMANT . Address
: (Yon o or ors DY AURPEY YN oo o dotes of vorvice) UNKNOWN St. Hospital No. 1, Fulton, Missouri

PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

18. CAUSE OF DEATH (Enter only one cause per line for {a}, (b}, and (c).)

Natural Cause

INTERVAL BETWEEN
ONSET AND DEATH

w
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o
w
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x
w Conditions, il any, DUE TO (b)
3 whith gove rise to
- above couse a(a), }
=z tati h n
glz fying covae tast. ) _DUE TO (c) 795¢
- :‘_z‘ = PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted 1o the terminal dissase condition given in PART | (g} 19. gAS ADUTOPSY
s + s : s ERFORMED
3 | Chronic Schizophrenic Reaction YES[] NO
[ —_
- § 1 2. ACCIDENT SUICIDE HOMICIDE 205, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART I of item 18.)
= — t
I | g O
S j ;J 20c. TIME OF Hour Month, Day, Year
2 afs INJURY  am.
E sy B p.m.
E é 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor abouthoma,{ 20f. CITY, TOWN, OR LOCATION COUNTY STATE
T w WHILE ATD NOT WHILE 0 form, factory, street, office bldg., etc.)
5 g WORK AT WORK
f 21. erh&o‘rhaﬂe@aﬁa from ] , to O lO 1 8 and lest
5 \ Death occurred . on the date stoted above; and to the best of my knowledge, from the causes stated.
- 220, SKNATURE Y}k rileyy ~ (J [ 22b. ADDRESS 22c. DATE SIGNED
-l
= Erwin Leonhardt,MD St. Hospital No. 1 10/10/58

230. BURLIAL, CREMATION,

REMOYAL (Spacily)

24. FUNERAL DIRECTOR

23b. DATE

e
of

Oet: /3 457!
Clpritliar I | Cl-

23c. NAME OF CEME'I;ERV OR CREMATORY C

23d, LOCATZON {City, town, or county)

{State)

)

25. DATE RECD. BY LOCAL REG.

[3-/95&

24. REGISTRAR'S EIGEATURE

{Licensed Embalmer’s Statement on Reverss Side)




b
f

)
i

1

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, 0T BY Loiiiirrrie ittt e .. Student Embalmer No...........eeveune
working under my personal supervision.
SEUAERAE  cevvenirimeiiiotiiesr e irienararrrermeessssseiasinnns SIEOEA ... .oeivirseeeassreerenaassssenar et sses s ra s ea s s r e s e bt b
" Signature of Student Embalmer
o Licensed Embatmer Nou...ccvverreerrennes
P. O. Address.......cciveemiiiininnniiinenn

Note: The abov.e MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure

to comply with the above constitutes grounds for revocation of license).
1f embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.




