| DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

-60-014272

FILED V.S {Q‘PR 2 91960 042 . _ . 1000 48l STATE FILE NUMBER
Registration District No. . eeo 2.0 . _Primary Registration District No. ____—_________ _Registrar's Ne. _________________
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. If institution: Residence before
. county  Buchanan a stae Migsourie couwmy Buchanan  sdmisien)
b. COI'I"iY (if outside corporate limits, give TOWNSHIP only} Length of stey in 1b [ COILY Inside Limits
wown St , Joseph 35 years own St ,Joseph YaoX! No Ol
c. FULL NAME OF (If NOT In hospital, give location) Inside Limits d. STREET {If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS
wstiutioN Mo ,Methodist Hospital |veXwro 119 Tueker St, Yei 0 NG
3. I_OI!AME OF PECEASED First Middle Last 4. DgFTE Month Day Year
(Tvpe or prin) ERNEST  LEMUEL  HOWELL oSt ADTil 17, 1960
5. SEX 6. COLOR OR RACE 7. Married4E] Never Married ] [8. DATE OF BIRTH | 9- AGE {last birthday} [IF UNDER 1 YEAR | IF UNDER 24 HR
}'lale w’hlt e Widowed [ Divorced [ 9 /16/1 89$ 64 Months | Days Hours | Min.

DOCUMENT

BY AFFIDAVIT OF

10a. USUAL OCCUPATION

during mal}vfé\éapiiiwi,éfn if retired)

Give kind of work done

10b. KIND OF BUSINESS OR INDUSTRY
Goetz Brewery

Faucett

11. BIRTHPLACE {City and state or country)

12. CITIZEN OF WHAT COUNTRY
,Misgouri U.3.4A,

13a. FATHER’S NAME

ILemuel W, Howell

13b. MOTHER'S MAIDEN NMAME

Mary E, Roney

14. NAME OF HUSBAND OR WIFE

Iillian Howell

15. WAS DECEASED EVER IN U.5, ARMED FORCES?

(Yew.gr unknown) I(If "I? niw WI or dates of service)
* ]

146, SOCIAL SECURITY NO.

491-10-1976

17. INFORMANT

Addrets

Lillien Howell-119 Tucker St,

18. CAUSE OF DEATH (Enter only one causa per line for [a), (b), and {c).
P

ART 1.

which gave rise to
above cause (a),
stating the under.

Conditions, if uny,]
lying  couse [aat.

DEATH WAS CAUSED BY: B .
mmeiate cavse oy Neoplasm of Brain (? Metastatic)

iNTERVAL BETWEEN
QNSET AND DEATH

month

¥
t=

PART iI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal
disesse condition given in PART | {a}

PART IIl. IT decessed was female  wos '
there a pregnancy in last 90 dws.;

[ 3 Yes ] O No l O Unknown

l’

19. WAS AUTOPSY | 20a. ACCIDENT HOMEI’CIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of tnjury in PART | or PART If of item 18.)
PERF 0%
YES NO 3
20c. TIME OF Hour Month, Day, Year
INJURY a.m.
p.m.

20d. INJURY OCCURRED
WHILE AT WORK E’
NOT WHILE AT WORK O}

20a. PLACE OF INJURY (ea.g., in or about home,
farm, factory, street, office bldg., etc.)

20f, CITY, TOWN, Of LOCATION

COUNTY STATE

PRI .

21. | attended the d

d from

11 April '60

17 April'60

and last saw :I.,.:.l alive on

April 17,1960

Death occurred ot

4 H 50 P II"I #4m on the dste stated sbove, and to the best of my knowledge, from the causes stated.

e

‘()’-"&,Lock[m,f‘_hﬁﬁ;m CERTIFICATION

A

”ﬁéﬁﬂﬁamondst.-st.Joseph,ﬂ04/1s/eo

22. DATE SIGNED

23a. BURIAL, CREMATION,

23b, DATE

gmov?ﬂ. ésrifv)

[ 23c. NAME OF CEMETERY OR CREMATORY

April 19,1960 Memorial Park Cemn,

2

23d. LOCATION (City, town, or county)

St.,Joseph, Mo

{State)

ADDRESS

< St.,Joseph,llo,

Al 25 /560

25. DATE RECD. BY LOCAL REG.

26. REGISTRAR'S SIGNATURE

Clorts, Zrrdd

e W

L4
{Licensed Embalmer‘s Statement on Reverse Side)
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®
: % STATEMENT BY LICENSED EMBALMER

¥ b

| hereby cerfify that the body whose name is recorded on the reverse side of this centificate was embalmed by

or by Student Embalmer No.

working under my personal supervision.

Student Signed gld < &M

Signature of Student Embalmer

Licensed Embalmer No.#ﬁ?&

. P. O. Address%

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to co
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.

.




