THE DIVISION OF HEALTH OF MISSOUR

-t how DRSS - - [
Mo.300 IED SEP 27 1954 : » -
oo | HUDSEP STANDARD CERTIFICATE OF DEATH syue i o 29816
BIRTH NO. _I_EE DIST. MO. 42 PRIMARY REG. DIST. MNO. ___ ,1._....000 Registrar's Na......!_o..?.g ______
\\/\ I. PLACE OF DEATH 2 USUAL RESIDENCE (Where deceased lived, If instltution: residence before
a. COUNTY . STATE- . . b. COU . d:cinglon).
) 2\ Buchanan. * Missouri WY Marion T
b. CITY (f outelds corpurate limits, write RURAL s c. CITY 4. Is Tesidence within
mrnnu ) Y (in, OR | a erpoTal
5 TOWN St. Joseph " ir f ‘f“ ‘3!1 TOWN Hannibal = ¥R
d. FULL NAME OF houpital or institatlon Adresm o7 | . STREET . ; ]
Q HOSPITAL OR "o ¥ or instivatlon. eive sirsot o STREET at runal, dve losation) P 7Y
0 mstuTioN  State Hospital #2 /
- ¥ DEERsPD H_‘i_";‘) b. (Middle) & ast) - 4 DATE  (Month) (Dey) (Yean)
H {T¥pe or Print) ATKMAN i DEATH Sept, 17, 1954
§ 5, SEX / 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED: 8. DATE OF BIRTH 8. AGE e yusra] ir wDER 1 Yk | v tioen 3 vt
. . t Ll Days | H N
g Female Vhite WIDGY e oY Not given Lb%‘."’"?ﬁ' = e
% |l 10a. USUAL OCCUPATION (o work- | 10b. T } . =
= a. U OCCUPK ON (Ghve kind ofxock. | 105 lfIND OF BUSINESS OR IN- | It Bll‘iTH__PLACE | (@ity aad Seace or Toraign Govtry) ) Iztgm%n\:’?rwm
& ousewlte Missouri
< 13a. FATHER'S NAME lgb. MOTHER' S MAIDEN NAME 14. NAME OF HUSBAND’OR WIFE
a Unknown {  Unknown Unk .
i || 15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY { 17. INFORMANT' S 51GNATURE OR NAME ADDRESS
¢1 {Yeu, bo, o unknown) I (5f yus, xive war or dates of sarvice) NO, . :
= unknown not given Charles Shaffer, Hannjbsal, Mo,
o 18, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
M || Enteronly oneceusm 1. DISEASE OR CONDITION oy s . TH
 Z |llimefor (a), (b, end (o | DIRECTLY LEADING TODEATH ) _ Myocarditis Chronic 1 yr,+
; g This does mot mean | ANTECEDENT CAUSES Art
S [| the mote of dsing, ruch | Atortia comdsions, if any, gising DUE TO by AT eriosclerosis 10 vrs,
! ] a4 Deart faflure, asthenia, | 1ise to the above couse (a) stating :
| & de. It means the dis- the underlying cause last.
' o care, infury, or complica- DUE TO (c)
| % || tion which coused death. | 11. OTHER SIGNIFICANT CONDITIONS
= Conditions contributing to the death bus nof P .
3 related to the disease or condition causing denth. SYChOt 1C 4] vrs.+
iz || 19a. DATE OF OPERA- | 195. MAJIOR FINDINGS OF OPERATION 20. AUTOPSY?
A TION /:-2-:-2- /
= YES E] Ho[:g
» | 2%e- ACCIDENT (Bpacity) 215, PLACE OF INJURY (e lnorabost | 21c. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, faym, ingtory, srest, offios hidy_ eus) .
Z HOMICIDE ,
g 21d, TIME (Mooth) (Day) (Tear) (How’ | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
I INJURY UHILEAT NOT WHILE
o AT WORK
E 2. I hereby cert zal § ézumded d from _vJan 1 1994 1o _Sept 17 | 19 54 that I last saw the deceased
= alive on 19 und that death occurred at IM m., from the causes and on the date slated above.
g or titie)| 23b. ADDRESS . ‘ Z3c. DATE SIGNED
_{g &M /h State Hospital #2, City 1 9=19=54
é 7 BURIAL CREMA; 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (City, town, or county) (Btate)
(Bowelty . - . . . .
§ Rl Sept 20, 1954 Kirksville. Mo,

‘/?b

RV B

25. FUNERAL DIREC“I’OI'S SIGNATURE

ABDRESS

REC'D 8Y LOCAL 'S SIGNATURE
EZ' mf/fs'lfi ' E;M/% (s

wm@.wmmu)




STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was emb
byme, orby .2l .. ... et mmeneieeeteseereennnan eeenaen , Student Embalmer No..-........

working under my personal supervision..

Student....coooimioiiiiiiiiii e icniiaa e
Signature of Student Embalmer

Licensed Embalmer No..ﬂ?...

P. O. Addreas':‘@%%é,

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 alsc shall sign in his OWN handwriting.

T4 this body is not embalmed, fact should be sc stated above.




