THE DIVISION OF HEALTH OF MISSOUR!

TR T L)
S. Mp.300 ) . ' C
b o2 D DEC 12 1946  STANDARD CERTIFICATE OF DEATH . g ritc o 3. L0380
. i : L L By i
. | minTH w0, REC. DIST. NO, _gﬁ PRIMARY REG. DIST. MO. M:ﬁumr’: N do S
N I PLACE OF DEATH 7 Z. USUAL RESIDENCE (Where dsceased lived. If i : realdence before
R . . . STATE . , . o adiisionl,
2 = OUNTY  Marion ¢ STATE M4 ssouri b COUNTY  Marion "%
(:_/,7‘ b. CITY (M outeide corvarate limits, writse RURAL and give ¢. LENGTH OF ¢. CITY (If outalde corporate limits, write RURAL and give townahip) o
3 OR ) tomnti| STAY fo e sace) Lof
Al TOWN Hannibal 17h TOWN  Hannjibal ‘fif
'éﬂi{ d. FULL NAME OF (If not in bospial or lestltution, glve strent l.ddu- or Ioe-ﬂon) d. STREET - (If rural, give location) Wi
| HOSPITAL OR ADDRESS ff
INSTITUTION . Levering Hospital 44 Munger A
3 NAME OF 8. (Firal) b. (Miadle) <. (Last) 4. DATE (Mooth)  (Day)  (Year” |

'y

USING UNFADING BLACK INE—MAKE A PERMANENT RECORD-,

v

WRITE PLAINLY

{Typeor Printy  Anna Mary

Wilheln

DEA™H December 1,1949

6. COLOR OR RACE

) :Z’zﬁ"téj ‘White

7. MARRIED, NEVER MARRIED,
WIDOWED, DIVO 2ED {(Bpecity)

Married

January 7,1 72

8. DATE OF BIRTH 9. AGE (o ynn

Mnnﬁa

77

W UNDER | YEAR I IOER U NES,

ol 25

Hours I Min,

10a. USUAL OCCUPATION ('nw. ¥ind of work

10b. KIND OF BUSINESS OR IN-
DUSTRY

1). BIRTHPLACE (Stats or forelgn soustry)

12, CITIZEN OF WHAT
COUNTRY?

No None

18. CAUSE OF DEATH

Mne for (a), (b}, and (¢}

*This does nol mean

ete. It means the dis-

csussper | 1. DISEASE OR CONDITION
- Enter anly oneowSoper | T [oPCTI.Y LEADING TO DEATH? )

ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if any, giving DUE TO (B
of heart faflure, asthenia, | it to the above cause (a) sating
the underlying cause last.

MEDICAL CERTIFICATION

done & owt of sven U retired) . - M N
gb: KL None Shelbyville Missouri ; ) eSede
!l:!n. FATHER'S NAME 13b. MOTHER'S MAIDEM NAME 14. NAME OF HUSBAND OR WIFE
John McElroy Katherine Elackwood ]l Le d Wilhelm
15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
(You, 09, or ynknown) | (If yes, xive war or dates of eervies) NO.
None Leopard Wiihelm,Hannibai Mj 352 i

INTERVAL BETWEEN
ONSET AND DEATH

ease, injury, or compli _DUE TO (&) _ _
tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS oo i
Conditions contributing (o the death but nol éz ‘;a /
related Lo the direase or condition causing deafh.
19a. DATE OF OPERA- | 15b. MAJOR FINDINGS, OF OPERATION f '20. AUTOPSY?
_ . TION K
LT o : T ves [ Nog/
21a. ACCIDENT (Epeciiy} 21b. PLACEQF INJURY (s.g..inorabout | 21c. (CITY. TOWN, OR TOWNSH!P) {COUNTY) (STATE)
SUICIDE v boms, [arm, fagtory, sireet, offios bldy., e10.)
HOMICIDE . .
21d. TIME (Monthi “(Day) (Y@ (Hoas) - e INJURY OCCURRED | 2if. HOW DID INJURY OCCURT
WHILE AT NOT WHMILE
INJURY WORK AT WORK

alive on

2. 1 hereby certify that 1 attended thy deceased from M 19_(d to _,DAL_._{_ 195’(_? that I last saw the deceased

, and that.death occurred at _Z_Ja_ & fram the causes and on the dale stated above.

&.WATU RE“ Kj
L LS

s

D

Z3¢. DATE SIGNED

215 Na u ER Ml S\FALCREMA -\{ 24b. DATE
)
rial " [12/3/49

24c, NAME OF CEMETERY OR CREMATORY

24d. LOCATIGN (City, town, or county)

Ha.nnl.hai _M_l sasaonri

ADDRESS

annlba.-. Missouril




RECEIVED_DEC 8 1848
BMARIGN CO. HEALTH DEPT.
DATE FiLzo_DEC 101949

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 cvoreeee.

et eetesasineiveesmEeteestssttnssnenfestesRA eAnteR nee brmemns Semtm es emes Smta bORS A ea R TR GRS S SemrR S POt ARE S eROS A eR AR A TREam AT SRe R e nn s mnt < ott et . Student Embalmer No,

working under my personal supervision. M lk/ J
Signed [4 W

SIgned .. uievanursssnasacncnssansntasssssensnnn Lxcenaed Embalmer No....... “A5AO
Student Embalmer

P. O. Address_Hapnibal Missouri

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 em!ull.ncd, fact should be so stated above.




