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nly standard nomenclature in item 18. No symptoms will be [isted.

ausally reloted,
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USE OMLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

':”.ED N OV 7 195§:gistru1ioq District No.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

58-036431

Y7 {6 0a—

Primary Registration District No.

Registrar’s No. 2f

STATE FILE NUM&

!
I PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Resédol‘l:)k’h o
. COUNTY . STATE b. COUNTY admissi
° Jackson ¢ Missouri Jacks
b. CITY (If cutside corporate limits, give TOWNSHIP only) Inside Limits . CITY Inside Limits
TOWN Kansas City Yes [ No [ () Town Kansas City Yeshe] No[)
€. FgLL NA{:\E OF (If NOT in hospital, give location) | Length of stoy in 1b M d. SE%IE!EES {If outside, give locotion) Reside on Farm
HOSPITA Al E
iNSTITUTION St.Mary s Hosp. 35 years ' 5829 E. 9th St. Ye: [] Nof]
NAME OF DECEASED First Middle Last 4. DATE Month Day Yoar
(Type o print) OF
HOWARD LEE HOWELL, SR, DEATH Oct. 15, 1958
. SEX o & COLOR OR RACE| 7. MARRIECK | NEVER MARRIED] ] 8. DATE OF BIRTH 9. Alc,g (51,.“,:::;; Lu::ﬂzn :::;EAR l:ﬂt::nen 2:‘:}25.
[-1] n N
Male White wooweo[] | ovorceod]| Feb. 25, 1910 A I

10a. USUAL OCCUPATION (Give kind of work dene
during most of working life, sven if retired)

r

10k. KIND OF BUSINESS OR

Sheffield Steel

1. BIRTHPLACE (City and state or country)

Garfield, Arkansag

12. CITIZEN OF WHAT COUNTRY?

H.S.A

130, FATHER'S NAME

Henry R. Howell

135, MOTHER®S MAIDEN NAME

Cora Pratt

Coline Howell

15. WAS DECEASED EVER IN U, 5. ARMED FORCES?
(Yas, no, or unknawn)| (I yes, give wor or dares of service)

16. SOCIAL SECURITY NO.

702-14-5953

14 NAME OF HUSBAND OR WIFE

17. INFORMANT Address
Mrs. Coline Howell. 5829 E.9t

St..

18. CAUSE OF DEATH (Enter only one couse per line for (), (b), and {c).}
PART I. DEATH WAS CAUSED BY: ‘%
IMMEDIATE CAUSE {a) o c"ﬂ

4/%/@::4‘;{,

INTERVAL BETWEEN
HOGE

Conditions, if any,
which gave rise to

above cause {a),
stating the wnder-

i

x L

DUE TO (b) %A& —MG'% ‘/%ﬂ&/
Ié).-—c—{..é.'w

Frzero

Death eccurred ot

120 A4 77

é lylng cowse last. DUE TO (c)
= PART 1L /DTHER STG.N.I..EI.CANT CONTRI EATH not r-luind te the terminal diseass condltion given in PART | {a) 19. WAS AUTOPSY
Py —W) . PERFORMED?
L of 926 YES[ ] NO
k| 200. ACCIDENT SUICI.DE HOM|C|DE 20b. DESCRIBE HOW INJU’R’Y OCCURRED. (Enrer nature of injury in PART | or PART 11 of item 18.)
]
o U O a
3( c. TIMEOF Hour  Morth, Day, Year
] INJURY am.
X p.m.
20d. IN2URY OCCURRED 20e. PLACE OF INJURY (a.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE n farm, factory, street, office bldg., efe.)
WORK AT WORK .
21. | ottended the deceos From é ﬂ?a 6"9 , to /d '-'/5" 6\} - and last inwm alive on _ﬂ./g/-' S‘P

m on the date stated above; and to the best of my knowledge, from the couses stated.

220. SIGNATUR P & or titla) '9 O| 22b. ADDRESS 22c. DATE SIGNED
Bl Lot e s 2. | S2p 4%%% oy,
23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 2Ad. £BcaTION {City, town, cwm,) (State}
REMOVAL {Specify) N .
1 10-18-58 Memorial Payk Cemeterwy Ransas City, Missouri
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 28. REGISTRAR'S StGNATl{RE

[0- t5 ~5&

lvas gl ¥

eo.C.Carson & Sons, Indep., Mo,

d Embal 'S

i

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
, Student Embalmer No. .......ooooovinnn.

DY MO, OF DY oottt e et s b e s e e e st

working under my personal supervision.

Student oo e
Signature of Student Embalmer
" Licensed Embalmer Nol/?/ ..........
P. O. Address‘ﬂ?,ujﬁa..)...”..@.....

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).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is_ not embalmed, fact should be so stated above,




