THE DIVISION OF HEALTH OF MISSOURI R
STANDARD CERTIFICATE OF DEATH

ealth,
Welfare
ublic

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be causelly related.

fILED FEB 17 1958

R:gisirurion_ District No. __.Z_Aﬂ/.-..-,__-___-__Primury Registration District No.

55008506

._..'_S..-‘_........Mé—/ —— chlsirer 's No. No. .

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where daceased lived. If institution: Resid !
a. COUNTY Howell o. STATE Miss our i b COUNTY How iuﬂ::%e ore
b. CITY ({If outside corporate limirs, give TOWNSHIP only) Inside Limits c. CITY 1
OR . nside Limits
o Howell Twp. Yes [ Ne (] R Weat Plains, o U e 1K
<. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET {If sutside, give location) Resid
HOSPITAL OR . sside on Farm
INSTITUTION TYT€8 idence 70 yre ADDRESS Rover Rout Yes )] No[]
3. MAME OF DECEASED First Middle Last 4. DATE Month Day Yeor
(Type o print} 11 .
Stella Franceg Andrews peatTH Feb. 12, 1958
5. SEX j 6. COLOR OR RACE{ 7. MARQ(EIENEVER MaRRIED[ ] 8. DATE OF BIRTH 9. AIGE (J,. ;:m ;UN}I‘JERgYEAR IF UNDER 24 HRS.
female white wooweo[ ] owvorceo[)j0CH 025, 1887 [ ' iriien {Homhs [ Oor  Hews TR
10a. USUAL OCCUPATION (Give kind of work done | 105, KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) a 12. CITIZEN OF WHAT COUNTRY?
during most of working lifs, even if retired) INDUSTRY - .
maker Howell Co., Migsouri UsaA

13a. FATHER'S NAME

Alfred Xing

13b. MOTHER'S MAIDEN NAME

Mourning Bater_

14. NAME OF HUSBAND OR WIFE

John Andrews

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
(Yus, no, or unknawn)| {1f yes, giva war or dotes of nrvuc.} -
. 3

16- SOCIAL. sr—:cumn' No

'1"1 iNFORMANT

Address

Iying

18. CAUSE OF DEATH"(Ei or”or
PART- [

obove- éolse’ (c).,
s2ating - “the ‘wnder

DEATH

DUE TO (c)

cause last.

nly oné couse]

: CAUSED EY’

B

PART Il. OTHER SIGNIFICANT COMNDITIONS CONT

NT SUICIDE HOMICIDE

19. WAS AUTOPSYJ
PERFORMED?,

MEDICAL CERTIFICATION

21. | attended the deceased kg

23b. DATE

O o O

2c. TIME OF .Hour Month, Day, Yeor —

INJURY a.m.

p.m.
204. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATB NOT wHIL farm, factery, street, office bldg., etc.) -
WORK AT WORK hD——" )
X and last sow hl glive on — -

23c.

Feb.14,1958| Elk Creesk

HAME #F CEMETERY OR CREMATORY

Cemetary

23d. LOCATION (City, to

Howell Twp.,Howell Co.,MO.

22c. DATE SIGNED

- -

, or county) {Stats)

%UNE?AL DIE: :
-

CTOR

ADDRESS
GH FUNERAL HOME

WEST PLAINS, MO

25. DATE RECD. BY LOCAL REG.

2 /8

S5

STRAR'S SIGNATURE

Nl P

26.

Y, 4

{Licansed Embalmer’s Statement on Revecss Side)




working under my personal supervision.

Student

........................................................

Signature of Student Embalmer

- - L:censed Embalmer N03L("Q
: P. 0. Address. (@ ). ?lCMDﬁ

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,

" .’.{ﬂ




