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MEDICAL CERTIFICATION
Cerebral hemorrhage

INTERVAL BETWEEN
ONSET AND DEATH

2 days

lize for (a), (b), and (c}

*This does not mean | PNTECEDENT CAUSES

Arteriosclerosis,

the mode of dying, such | Morbid conditions, if any, g{dw DUE TO (b)

as heert failure, gsthenta, rise to the above couve (a) dating
de. It means fhe diy. | he underlping couse last.

™ DUE TO (¢)

generalized

ease, infury, or complice-
11, OTHER SIGNIFICANT CONDITIONS

tion which caused death.
Cuondilions contribuling to the death but not
related to the discase or condition eausing death.

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECOR%

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
TION
R ) : YES L__] xo L)
21a. ACCIDENT (Specify) 21b. PLACEOF INJURY (o.¢..In orabout | 2le. (CITY. TOWN, OR TOWNSHIP) (COUNTY) . __  _(STATE) —.
SUICIDE ) homs, farm, factory, strest, . #ta.) - e - !
-- HOMICIDE mf”
21d. TIME (Month) (Day) (Year) (Houns | 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
oF WHILEAT] NOT WHILE
INJURY . | “work AT WORK
22, I hereby certify that I ailended the deceased from _2-13=50 _ 19 ____ to ____ 6-13-53019__ that I last saw the deceased
alive on 9____, and that death occurred al _ 1y m. fram the cauaca and on the dale staied above.
23a. (Degroo or title) | Z3b. ADDRESS 23c. DATE SIGNED
M.,D. {100 N, Sixth, Hannlbal' Mo. 6-17-50
%’13 B H Ff! Ml 6\ ‘}.A.LCREMA- 24b, DATE 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Clty, town, or county) (Btate)
(«Bﬂﬂ"’ -
2y a N b—\S§-So Mfo/ygfé“’fnc;’*‘/ Nd #/Y"a/”{la""'\/ //0

DATE REC'D BY LOCAL

?(l' 2y

25, FUNERAL DIRECTOR'§ SIGMATURE

©

R e Tl

ADDRESS

W .

{licensed Embafmc["l Statément on Reverse Side)




N = 1

RECE'Vm JUL 1
YARIGN C\ﬁé&

DATE Fugp JUL JALTH BEPR,

%

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, o1 by oo

Student Embalmer No.

working under my persona! supervision.

SEUBENT wereereeresrerarinnesensnrreneaeas sm%@éj@/ %. @[/M |

Student Enbalnor

Licensed Embalmer No 32 y,é

P. O. Address M %(‘0

Note: The above MUST BE SIGNED BY THE LICENSED EM.BALMER :.n h.u OWN HANDWRITING. (Failure to comply with
the sbove constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be so stated above. ) ' -0




