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N. B.~Every ltem of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.

<A1 19311

DEPARTMENT OF COMMERCE

[T BAY 17 ({620 2]

MISSOURI STATE BOARD OF HEALTH

Boasao or 7 Croas STANDARD CERTIFICATE OF DEATH  ssrune

nczmration District No. Primary Registration District No
1, PLACE OF DEATH:

{a) County. larion

{b) City or town Hanmihal

{1t outside city or town limits, write "RURAL" and name of township)
(¢} Name of hospital or institution:

Levering Hospital
if nof ' ina: 11, writs & I or ion)
( t in haapital ¢r institotion, writs street mhi Eaalys ’

(d) Length of stay: In hospital or institution
{Specily whather

Inthiscommunlity.
yaars, sontha or days}

15436

2, USUAL RESIDENCE OF DECEABED:

5) State.
¢} City or town,

Bissouri— © st Mapion—-

Hannibal

(d) Street N&.____.Z.M__S

(If outside city or own Umits, writg “RURAL")

(IF raral, give location)

{¢) 1f forelgn born, how long in U. 8. A.? years.

* ot Name.._Eugene Denham. _Warrgﬂ.mégwg

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month.. Ma_ g _dsy ]

8. (b) If veteran, 8. {(¢) Social Security ° gear our 8 trmte & MW, M
name war. No. 1940 &
- 21. 1 hereby certify that I attended the d d from.
5. Color or 8. (a) Single, widowed, married, 19 to 19
482 Male mee_H{hite dlvorced_Mamﬁdh that I last saw b ‘allve on. 19...;
6. () Nameofhushandorwife____ 6. {¢} Ageof husband or wife If || and that death occurred on thy date and honr stated above. Duration
—Liaind a“Smimm alive.. .. yoars|| Immediate cause of desat! R
7. Birth date of d aMarch 5,1870
(Month) {Day} {Year) .
8. AGE: Yeutn Months Days I less than one day Due to. IL‘\Q v
7 O 1 25 hr. min 0 EAY ‘
N N Das to. .t
9. B!nhplace_.ﬁe.a_r‘n(gy____'__.)___ _ékiua%_gmm
Ly, town, of county h_l.- ar count W
: rle . B li Other conditiona. .. (‘) M
10. Usual oceopatlon.___Rajilroad Cle | (iﬁ :j prasoancy within 3 of dsathy —
11. Industry or busigem Retired : ‘ ““-‘\M\d MVN—'\ PHYSICIAN
s . . Fi Major findings: —
E 12. Nma____“__hmmumg_“wu——_————— Of cperationa Uaderline
3 L 1s. Birtepl New York State A the cuse to
X {Stata or foreign codltry) hoald be
E{ 14, Malden pame Jogepnrrelake Ot autopay. im-u.

16. Birthplace .., ty- Hisgouri
(City. ta {Btate or foreigm country)
18. (a) InIormnt': own sjgnature. ol
@) Address._ 21 LS '7%-—%

1. (o) ..H._._Bu;_q;a,],___ (%) Date mmr_%g_
urial, cramation, of removal) (Month) 3) {Year)

(t) Place: burlal or crematien

18. (o) Signature of foneral dir

22, I death was_due to external cnuses, fill in

(o) Accident, suleids, or ho
(5) Dates of occurrence

deuped!y

(e} Where did injury oe-:u.r?

{City I (Conau) (
{d) Did ln}u:y oeeir in of about home, on lnrm. n industrial place, in publ!c plm'l
picieiis.
. .'.f /
i S

I Whﬂe at work?.

28. Signal
Addres,

2 (Specify I place}
¢ ‘S’.ﬁe:m of Injury._

g
(M.D.or other)...._.....‘\:

paii )

.| Y- Date MMJM.Q’G

U {Licensed Embalmer’s Statement on Roverse Side}




- 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.

, Registered Apprentice No

working under my personal supervisic;n.

L

P. 0. Addresiannibal--Misgeuri— —

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 this body is not embalmed, above space should be left blank. ’ (f



