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WRITE PLA!'NL

THE DIVISION OF HEALTH OF MISSOURI

HLED OCT 13 1955 STANDARD CERTIFICATE OF DEATH

State File a 0173...... -

-

“‘Eifﬂ%w'

24D, DATE
10/6/55

St. Judes Cemetery

BIRTH KO. REG. DIST. W0.~Z 2 4 rRIMARY REG. DIST. wol\_ T2 453 . Repistrir's Nob T2 Sz
1. PLACE OF DEATH 7 2. USUAL RESIDENCE (Whire decetssd lived. U (stitatlon: residence befors
a. COUNTY " a. STATE . . b, COUNTY - admhmion).
Harion Missouri ' Merion
b. vtl'l"‘r ! outslde , writs RUBAL . LENGTH OF . CITY : -
on eorvun.ullmlh te and give o CSTAYﬂnu;hphu)- [ OR . thmmmu
TOWN Hannibal TOWN Hannibal = H
d. FULL NAME OF ral . STREET
ULL N (If 0ot in bosptal or institation, Eive strest addremm ot location) .S (It rarsl. give Jocation) Jé {'L‘fo
INSTITUTION. _Residence 1609 Bird 1609 Bird
3.DNEACME OFD 8. (Fiﬂt) b. (Middle) ¢. {Last) 4. DATE (Month) (Dey) (Year)
{ Twpe or Print) Minnie B.True Handley | DEATH  Qctober 4,1955
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 4 | 8. DATE OF BIRTH S, AGE (In yesrs] I¥ hoeR 1 YEAR | & Goen a1 v,
WiDOWED, DIVORCED (Bpa lant birthduy) uonun, Days | Hours | Min
_Female /| ¥nite ¥idived June 1,1888 67 . | 4 |3 |
10a. USUAL OCCUPATLON (Givekind o work 10b. KIND OF BUSINESS OR IN- 1. BIRTHPLACE (oo 0y siate or Forsiga Coustry) o '%gﬂﬂ%’{'«?"w“”’
Imralid ‘ Macon County Missouri
13a. FATHER'S NAME 13b. MOTHER"S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
Gearce B.Tre - Nellfe Fllen . L
i5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | I7. INFORMANT' S SI1GNATURE OR NAME ADDRESS
(Yoo, o, or roknown) | (If yem, ghve war or dates of serview) NO.
No None Kenneth Thomeas annibal Missourl
18. CAUSE OF DEATH ) . - MEDQICAL CERTIFICATIO omﬁm
| Enter onty onecanmper | |. DISEASE OR CONDITION
Yine for (=), (b), and () | DYRECTLY LEADING O DEATH? (5) : / N
~This does mot mean | ANTECEDENT CAUSES
the mode of dying, such #mmm#'m if any, ,:am DUE TO (b)
heart failure, asthenia, 2 fo above cause (a) atat
ol nfw';: she diy, | the underlying couse losh, . 9. g o} K
ease, infury, or complica- DUE TO {c} -
tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS
v Conditions contributing to the death but not
. related Lo the & or & T
19s. DATE OF OPERA- | 18b. MAJOR FINDINGS OF OPERATION , 20. AUTOPSY?
TiON
YES D NO @
21a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY (s.g.. incrabort | 21c. (CITY, TOWN, OR TOWNSHIF) (COUNTY) (STATE) |
" SUICIDE . . o Some, tarm; tactory. sirest, ofBes bldg.. e} ’
HOMICIDE -
21d. TIME (Month) (Day) (Year) (Hou) | 2le. INJURY OOCURRED | 21f. HOW DID INJURY OCCUR?
N‘HILEAT NROTWHILE
INJURY . AT WORK . ”
; & 1955 160 (X 1 1o O J
2.1 hereby pectif I aliended the decensed from L1932 o 191 ), that I last saio the deceased
wlive ¢ , 195N, , and that death ed al _T2O0P m., from the causes and on the date stated above.
2. BIGN Wor title) zaW / 'Z DA 57@
A L S, /5]
24a. BURTAL, 24c. NAME UF CEMETERY OR CREMATORY | 24d. LOCATION (Olty, town, or county) (Btate)

Monroe City Missouri

DATE REC'D BY LOCAL

V7B

REGISTRAR'S SIGNATURE

Jjﬁff_«-ﬁb

ERAL DIRECTOR" S 351 GNATURE ADDRESS

bal Missourl
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RECEIvEp UCT 11 1956
MARION CO. HEALTH DEPR\
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embs
byme, or by ... .coiiiiiiniin.n. eeresereesnneserrasssatrnnnnaraaanreseassansssaasranenanny, Student Embalmer No............

working under my personal supervision,.

Student ..ot i e igned... . AL ¥ A Y
Signature of Student Eabalmer
..... 4540,

Licensed Embalmer N

]

P. O. Address Hannibal Misse

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

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

7F this body is not embalmed, fact should be so stated above. Vo
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