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PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD

WRITE

THE DIVISION OF HEALTH OF MISSOUR!
STANDARD CERTIFICATE OF DEATH

BIRTH Nf, ED FEB 5 REG. DIST. HO.&__LPRIIARV REG. DIST. NOM_ Rem:!mr:Na z 7

S!o!t .Fti'c Nouiitiimineestinse cesesresssssorens -

I PLACE OF DEATH

2. USUAL, RESIDENCE Whare deccased, lived. -If institution: residense befors

10b. KIND OF BUSINESS OR_IN-
done during moat of working lite, aven if retired) DUSTRY

Retired

8. COUNTY . R a. STATE © b, couuTy adininmion).
Marion Mi= qgu'r'j - '.'[rz -r-i oan . o
b. C]TY {1 outride corpurata limits, write RURAL and give ¢, LENGTH OF c. CITY -, a Mm wil.hln I.!m.ib “
towsahipt| STAY (in this place) OR 2ttty ot ncorporubed
TomN Hannjibal _ TOWN Hapnihzal ==
d. FULL HAME OF (1f not is bospital or instisution, give sireot sddress or [osatlon) + STREET, (if rursl, give location) é -
HOSPITAL OR . o ADDRESS, & & @74
INSTITUTION  Residence Z02) Market 2021 Merket (o)
3. NAME OF a. (First, b. {Mliddle) ¢, (Last)
DECEASED ) . 4 DATE (Month)  (Day)  (Year)
(Type or Print) Thomas Marion Harrison DEATH January 27,1954
5. SEX ¢} 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (Io yesrs| IF UKDER | TEAR | X UNDEN & HAs.
WlDOWED DIVORCED (Spccl! last birthday} |Mootka| Daye | Hours | Mia,
Mzle Fhite Married ly 12,1662 91 g
10a. USUAL OCCUPATION (Give kind uf work 11. BIRTHPLACE

(City and State ¢r Foreign Country) O 'Z-cg{jﬁ%ﬁ“;?FWHAT
Hannibal Missourd

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN

' ¥illis Herrigon

No record

14. NAME OF HUSBAND OR WIFE

] Mrs.Bertie Harrison
T INFORMANT' 5§ SIGNATURE OR NAME

NAME

5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY ADDRESS
(Yos,n0, or unknown) | (1 yer, wive war ot dates of service} NO.
s None Mre Rprfie Hzprrd £on ﬁennib?l 1«11 ssouri
18. CAUSE OF DEATH - - MEDICAL CERTIFICATION INTERVAL BETWEEN
| Enteronlyonecouseper | |- DISEASE OR CONDITION ONSET ANDPEATH
line for (a), (b), and (c) DIRECTLY LEADING TO DEATH"(,)
*Tkis does not mean ANTECEDENT CAUSES —_— ) . i
the mode of dying, such | Aforbid conditions, if any, gieing DUE TO ®) - < - e;“-'“-""‘-& i ¥
as heart fallure, asthenia, | rise fo-the above cause (o} stating - -
ete. It means the dia- the underlying cause last.
case, infury, or complica- DUE 70 (o)
tion which couaed death. | 1. OTHER SIGNIFICANT CONDITIONS E?ﬂ ?da
Conditions contributing to the death but not @? /
related to the diseats or condition eauring death.
19a, DATE OF QPERA- | 19b. MAJOR FINDINGS OF OPERATION N ’ © | 2. AUTOPSY?
TION
ves (1 wo [J

21a. ACCIDENT (Bpecify) 21b. FLACE OF INJURY {eg.. Inerabous | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) /} Ci (STATE)
SUICIDE hame. farm, fsctory, street, ofSice bidy., eve.} .
HOMICIDE . . . .
21d. TIME {Month) (Day} (Year) (Hour} 2te, INJURY OCCURRED | 21, HOW DID INJURY OCCUR?
b WHILE AT NOT WHILE
INJURY I 5 of 7o | wosk AT WORK m Gj‘

19.5’_‘-'! that T last saw the dececsed

188416

22, [ hereby certif; -that I atlended the deceased from _L’LL _L/_L?_.
alive on _L.ZA_L, ].9,‘:4, and that death oceurred ai 1.1 208 m, from the cauges and on the dale stated above.

ar uuea,l

L. CRE
REMQ\' {Bpeally)

uri e

24n,
TIO

. NAME OF CEMETERY OR CREMATORY

24d.-LOCATION (City, town, or county)

Oranpd. T4 ag

[R5

DATE REC'D BY LOCAL

Hannibal Missouri
3 ADDRESS

M1 ssouri




RECEIVED P¥8 3 iw¢
MARIGN CO; HEALTH ﬁm.j
DATEFILEDFEB 3 o |

STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was eml

By me, OF BY .o iriiiicieeiitiiieiiiccicctctareemarccarareserrrar i ia s aaas PN . Student Embalmer No..........

working under my personal supervision..

Student......oooieniimiia iz ia i e Signed,..%..é .......

Signeture of Student Embalmer

P. O. Address _Hannibal Wis

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

¥4 this body is not embalmed, fact should be so stated above.




