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THE DNISlON QOF HEALTH OF MISSOURI
1949 STANDARD CERTIFICATE OF DEATH

nt‘c.":bls'r. uo.;L 'z PRIMARY REG. DIST. 5?04[6

27460

State File No,.o .
Registrar's No. ¢/

1. PLACE OF DEATH 2. USUAL RESIDEMNCE (Whers decsssed livad. If insticution: residence beford
a. COUNTY i a. STATE . b. COUNTY admiseion}
Monlteau C-unty Misgouri Moniteau
b. CITY (3 cuteside corpurate limits, weite RURAL snd give ¢. LENGTH OF c. CITY (I cutside coroeate Dmits, wries RURAL acd give township)
. townahlp)| STAY {i.nt.hhbhe-! é g
TowN California, Mo. Entlr iféﬂm Califomia
FH%PP‘PAT_EOOF (If not in hoapital or fnstivation, give street sddress or location) d. A%I’gggg . T (2 v, phve locsddon)
INSTITUTION At Home /
a.quE?:ME %FD 8. (First) b. (Middle) c. {Last) rs DS}-E (Month) (D.y)g (Yﬂl‘)
f“w"PWW Alexander Iincoln Howard DEATH August 1949
6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (Ip years| # oWER | ¥eAR | o GNOER 11 mEs,
/0 WIDOWED, DIVORCED (8pefify) . Lust birthdar) Monu-' Davs .| Hous | Min.
Male {hite Married Aug.31,1866 g2 : |
10a. USUAL OCCUPATION (Givekind of work' | 10b. KIND OF BUSINESS OR iIN- | 11. BIRTHPLACE (Btats or foreten oountry) ﬂ 12 CITIZEN OF WHAT)|
dona during most of workiag lils, svan if metired) DUSTRY COUNTRY
Insurance Salegman Moniteau County ' -U.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. MAME OF HUSBAND OR !IFE
Richard Ruasell Howar Nancy Wils , elma Howard
15. WAS DECEASED EVER IN U.S. ARMED FORCES? I 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAHE ADDRESS
(You, 0o, or unkoown) | (If yos, Kive war or dates of servies} % HO.
: (] Anng Margret Allen r“alif"mnia, MO
18. CAUSE OF DEATH MEDICAL CERTIFICATION - It;frngg.u&g?E\FEH
| Enter only onecauseper | 1. DISEASE OR CONDITION - . A TH
line far a), (b}, and {c) DIRECTLY LEADING TO DEATH (@) (9 d
.
“This docs oot mean | ANTECEDENT CAUSES C p éz g j Q q}
the mode of dying, such | Morbid conditions, if any, giring DUE TO (b) <.
o2 heart failure, asthenia, | . Tise fo the above couse (o) stating 2 A
dte. I means the gis. | 1hé underlying cause last. ; ﬁ,ﬂ f
case, inury, or complica- DUE TO (c) A.a.j.z.:{ . M
tion which caured death, | 11 OTHER SIGNIFICANT CONDITIONS - /’7
Conditions contribuding to the death but not
related Lo the disease or condition causing denih.
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION
. ves (] w0 [
21a. ACCIDENT (Bpecity) - 21b. PLACE OF INJURY (e.g.tnoraboat | 21c. (! TOWN., TOWNSHIF) (CoU . (STATE)
SUICIDE bome, farm, fagtory, strwet, offios bldg., wea)
21d. TIME (Menb) (Day) (Year) (Hownd | 2le. INJURY OCCURRED | 211. HQW DID jNﬁURY OCCUR? ]
OF WHILE AT[—] NOTWHILE W (9 ‘;{_
TNJURY = | worK AT WORK

alive on
2, SIGNATURE

2. I hereby cerlif; lhat I auended the deceaced from
. and that: death occurred ot

195& lo __m IPﬂthat I last 3aic the deceased

-m., from the causes and on the dale siated above.

2 i \\ (Degree or t{t.'le)

23b. ADDR@,W DATE SIGNED
Aybhﬁgb

BURIAL. CREMA-

TIO REMTALiBudb

Zlb. DATI

8/4/ 49

24, HAME OF CEMETERY OR CREMATORY
Galifornia Masonic

#d. LOCATION (Oity, town, or county) (Stnte)
Californisa, YMonit.eau: Mo .

DATE REC'D BY LOCAL

G 47

OCAL | REGISTRAR 5. SIGNATURE 205
(' AE Teal I.E

25. FUMERAL DIRECTOR'S SIGMATURE " ADDRESS

- -
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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, or by —— ..

....................... ' , Student Embalaer No.

working under my persona! supervision.

SEUGENE 4 ssernrrmncoerannonsnnsnsnsananonss Signed..... - . /.52 et ..

Student Embalmer
Llcenaed Embalmer No ........ 3 -5’3 7

P, 0. Address— S oracii.. ;Z.a
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRI G. (Failure to comply with
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be so stated above.




