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THE DIVISION OF HEALTH OF MISSOUR]

| TIED SEP 16 1849

STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. i PRIMARY REG. DIST. NO. 30 ‘LQ_.E Registrar's No. -...:‘a'o ‘2’ T

State File Nox 31 054....

1. PLACE OF DEATH

N

rewidence before
adinission).

/ataraﬁ. 7]

2. USUAL RESIDENCE (Where dscoased lived.,
a. STATE A 2 . - b. COUNTY,
/ Ty rso0e At

I institution:

b. CITY (I outcide corpurata iimiu, write RURAL and fve ¢. LENGTH OF c. ClTY (I1 outaide corporate limits, write RURAL and giv- township)
: , townshipt| STAY {In thia place) / &
TOWN . TOWN A v pr ALs A al 7
d. FU‘I_-.).IS. P?T_E OF (If not in heapital o¢ instisation, give stret ':‘E/‘ox loestion) dAS[;T[?REEE‘;S (I rural, ﬁve location} 5
INSTITUTION (CF é;g;é%ﬁ 54*5‘ Ford /207 (_EA cenreh P X i
3. NAME OF a, (First) b. (Middle} c¢. (Last) (Y3
DECEASED — 4 DSFE (Month)  (Day)  (Year)
(Type or Print) VST M AR A DEATH Reea 22 /Py
5. SEX YCOKOR OR RACE | 7. MARRIED, NEJ-ER—MHRIED. 8. DATE OF BIRTH 9. AGE (In veara| W UNDER © YEAR | (F UNDER 24 mRs,
L . CED (Bpgeify) Luat birghday) Monﬁll Days | Hours | Min,
MLV Ut Frr | Aarsgse L. |2ct 2l [7o0 .
10a. USUAL OCCU'PATION (Givekindof work | 10b. KIND OF BUSINESS OR_IN- | . BI PLACE (State or foreign country) 12. CITIZEN OF WHAT
dong dyring mast of working lifs, sven il retired) DU$TRY COUNTRY?
2 Yre !
13a. FATHER'S NAME o 13b. MOTHER'S MAID AME - 14 NAME OF uusama-—on WIFE
/. Aopcdor | ora B_LuLancsr CRArELI 7
i5. WAS DECEASED EVER IN U.S. ARMED FORCES? { 16. SOCIAL SECURITY | 7. INFORMANT' S5 SIGNATURE OR NAME ADDRESS
(¥ea. 0o, or unknowa) | (If yea. xive war or dates of sorvice) NO, . v
L F P~ {

18. CAUSE OF DEATH
. Enter only onecause per
line for (8), (b), and (c)

1. DISEASE OR CONDITION

DIRECTLY LEADING TO DEATH'(a) Corona

vihis does nol mean ANTECEDENT CAUSES

MEDICAL CERTIFICATI

N INTERVAL BETWEEN

ONSET AND DEATH

e |

occlusion —~

Morbid conditions, if any, giving DUE TO (b)
rise to the above cause (e) stating
the underlying couse last. . .

the mode of dpring, such
a8 heart follure, asthenia,
ele. ~ It _means the dis--
case, infury, or complica-

DUE TO (¢}

tion which coused death, | 11. OTHER SIGNIFICANT,CONDITIONSz «~ 5+ B B A
Conditions confribtting to the death but not ’?‘8 /
related £o the disease or condition enusing death. - ;
19a. DATE OF CPERA- | 19b. MAJOR FINDINGS QF, OPERATION - . , ' s, -f20. autopst?
. .r ¥ TION s - - e . - - -
YEs D NQ D
21a. ACCIDENT - - (Bpeeily) | 21b. PLACEOF INJURY (et inorsbout | 2fc. (CITY, TOWN. OR TOWNSHIP) ~ (COUNTY) (STATE)
SUICIDE boms, fartn, factory, street, office bldg.,et0.) . . S e '
HOMICIDE : e
21d. TIME (Month) (Day) {Year) {(Houn | 2ie. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
T OF WHILEAT{—} NOT WHILE
INJURY WORK . AT WORK L L. . "
2. T hereby cqptfy that I auended the deceased from _8/24/19 o 8/27/4919_ . that I last sow the deceased
" alive on , and that death occurred at m., from the causes and on the dale staled above.
23a. SIGNATU ﬁp‘uo Aille) | 23b. ADDRESS 23c. DATE SIGNED
9— o W (] | 115 North 5th, Hannibal, Mo. | 8/29/19
24a. BURIAL CREMA- b, BATE i 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or county) (State) .
TI/?I EMOVAL tSpcity / -
LR AL auz 34l o m%z Lamgiibal. s
DATE REC'D BY LOCAL | REG RARSSIGNAT Zd"c’ 57 25. FUMERAL DIRECTOR'S SIGNATURE ADDRWESS :
W\ ek, F 4ol
G/ A- H$Hg . :'IJ oALAS (5 Ll bol.

_f:ctmd Emhdmu'l Sisternent on Reverse Side}




STATEMENT BY LICENSED EMBALMER

I hereby certiiy that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by.._...

......... Student Embalimer No.

working under my persona! supervision.

SEUBLNL wueryunernnsnaseesneasenemnncnsnnns .'S.ig'lwd %JQ—J M/

Student Embalmer

sy, _ Licensed Embalmer No... 32?9 ............................

Note: The zbove MUST BE SIGNED BY THE LICENSED EMBALMER in his QOWN HANDWR.ITING (Failure to comp[y with
the above constitutes grounds for revocation of license.)

I this body ‘u not eml:almed. fact should be so stated sbove.




