! THE DIVISION OF HEALTH OF MISSOURI 'y
e 1 /4 Mty STANDARD CERTIFICATE OF DEATH - - - g pit ...

10.48

- BIRTH FI&LE_D_ OCT 9 ~ 1953 REG. DIST. NO. _71_0__9__ PRIMARY REG. DIST. m }f&tﬂ:l‘l;ﬂt.l.i'ﬂ...

I. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed’ lived. If idstitution:" reaidence, before
a. COUNTY i : 2. STATE . b. COUNTY sdmizsion,
Marion Migsgouri Maxon
| b. CITY (I outcide corpurats limits, write RURAL and give ¢. LENGTH OF ¢. CITY (U outaide corporata limits, write RURAL acd give township)
township)| STAY iln this place) R
oW Hannibal _ TOWN _ Hannibal el (o &
d. FULL NAME OF (f ot iz bospital or loatisation, Kive strect nddroes or losstion) || d. STREET (1f rurat, give location) v 7
PITAL OR . ADDRESS [o
INSTITUTION 3178 Glagcock St 118 _Glascock St,
3. NAME OF . (First] b, (Middie ¢ (Last)
Dol e o, (First) ( ) ( 4. Dé}'z (Month) (Day) (Year)
(Typeor Print) _ John Fa __Burks DEATID / 26 /53
5. SEX O | 6 COLOR OR RACE | 7. MARRIED, NEVER MARRIED, (1 8. DATE OF BIRTH 9. AGE (In years| ¥ OCER | YOAR | OF (DGR 14 Hns.
" WIDOWED, DIVORCED (@pycity) . fast birthday) umhi’ Dars | Hours ’ Min.
Male White Never Marrie 10/17/1887 85 .
ma USUAL OCCUPATION (Ghvekindof wark | 10b. KIND OF BUSINESS OR IN- | M. BIRTHPLACE 2,
doned mout of working tite, sven if |°'| DUSTRY ) (City and State or Foreiga Cowntry} C—' ! cgﬂﬁ%%’;?FwHAT
Laborer . Missouri USA
i3a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Well Burks - - ]l Nancy Varvel -
15. WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SOCIAL SECURLT‘;{ 17. INFORMANT' S SIGNATURE OR NAME ADDRESS

(Yn.mﬁfbnhwwn) | (1 yea, glve wnr or dates of sarvice)

R.L.Burks,118 Glascock,Hanibal

ICAL CERTIFICATION

5. CAUSE OF DEATH 1. DISEASE OR CONDITION "

. Enter onty onecsussper | I- '

lipe for (8}, (b), and (¢) DIRECTLY LEADING TO DF.ATH'(a)
*This dpes not mean ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, ifa:w gitlng DUE TO (b}

INTERVAL Bl -
juss'r ﬁ% TH
s heart follure, asthenda, | rise to the abooe conse (o ) stati . ) _

de. Ji meons the dis- + {be underlying cause lasg. ~~ + T e T IR - . B E

ease, infury, or complica- e DUE T.O © - T
tion which cxuged death. | 11, OTHER SIGNIFICANT CONDITIONS. . oot - L et
Conditions contributing to the death but not
related to the disease or condition cousing death.
- 19a. DATE OFeOP_IE_E’Ahi 19b. MAJOR FINDINGS OF OPERATION " .. to N IR R 20. AUTOPSY?

' C s L. %‘;4"’?*"{ ves L wo K
21a. ACCIDENT (Specify) 21b. PLACEOF INJURY (ex..inorabogt | 2lc. (CITY, TOWN, OR TOWNSHIP) {COUNTY) . (STATE) i
SUICIDE honoe, farm, factory, strest, offios bldg., sve.) : o - g e T
HOMICIDE ' . ) . . o
21d. TIME (Meath) (Day) (Year) (Hour) | 2le. INJURY QCCURRED | 2if. HOW DID INJURY OCCUR? .

. ) ’ WHILEAT[™} NOT WHILE
INJURY ™ eoome e me | TwoRk AT WORK .

2. 1 hereby §%tha¢ j—attended the deceased from T{"/ ‘f—‘ IQ_i.i o ‘.L_ZL_ 1922 that 1 last saw the deceased

alive on - Isé& and thet death occurred af ].;.._SOAm Jrom the causes and on the date stated above.

2. SIGNATURE T R S (Degree or :me)ct RESS 23¢. DATE SIGNED
. e =
24a. BURIAL, CREMA. . 24, NAME OF CEMETERY OR CREMATORY ,. ud. I.QCATION (Ulty. town, of eounw) (State) .
TION, REMOVAL (Bpeelty) S B - ’ - e
Burial

DATE REC'D BY LOCAL

|&-?J'-S’3 REG. |

WRITE:-PLA.INLY—'USING UUNFADING BLACK INE—MAEKE A PERMANENT RECORD ™

un - e .
ADDRESS

—_—

%y




0CT 2 P
MA !ON €0, HEALTH DEPT,
u'rn Fuep__0CT 8§ %53

STATEMENT BY LICENSED EMBALMER

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

............................................................................... ey Studont Embalmer Mo,

working under my personal supervision.

Student c.cesisensvan tesasanarrnrans cenavrus Slgned.%%ﬁvﬁ/ %-..- %“. L2l

Student Embalmer “ N
. Licensed Embalmer No 2.2 9(ﬁ et

P. O. Address %Ww/ Weo

Noté: - The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR.ITING {Failure ‘to comply w
the above constitutes grounds for revocation of license,)

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




