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.48 HLED NOV

9 185 STANDARD CERTIFICATE OF DEATH | State File NoLrm o omersrmmss s
. REE. DJST. NO. Z0 i PRIMARY REG. DIST. N.M Regmrar’sNo......3..2,1 ’....".

'BIRTH NO.
I. PILACE OF DEATH N 2. USUAL RESIDENGE (Where decossed lived, I Institution: residance before
8. COUNTY Marion . . STATE Mi ggouril b, COUNT{_ Ma_rio_n :dmlslonl.

-y
[y

line for {8}, (b}, and (¢}

*This does not mean
the modz of dying, such
as heart fallure, asthenia,
etc. It means the dis-
ease, injury, or o

b. CITY (U outside corpurate Limita, write RURAL and give ¢. LENGTH OF | ¢ CITY i R 4. Is Residence within Liinits of
. township)| STAY iin this place) OR » city ted townt
Towe Hannibal . TOWN Hannibal b« B =
d. FULL NAME OF (If mot in hoapital or institution, eive street address or lecation) o STREET ’ (I? rural, give location) Oé ‘/'
HOSPITAL © ADDRESS
INsTHUTION Levering Hospital 704 Lindell Ave., o 7
3. EI:IE.?:IEESOE% a. (First) b. (Middle} ¢. (Last) I 4. Dgr-,-_- (Month)  (Day)  (Year)
(Tvpe or Print} William C. Tapley pearn 10-2B-1955
5, SEX o |6 COLOR OR RACE | 7. mp&ﬂﬁg !SF‘\’ISECESRRIED 8, DATE OF BIRTH 5, .f‘.GEt.‘.i‘a. von] ¥ oot | YEAR | I UADER M HES.
G | 7] onths | D Hours | Min,
Male White Never Marrie 10/25/55 5 | ™% |
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE : ; : .
domdurin:mutolwurﬂuma.evmif;th:rd) T DUSTRY {City aad State or Foreiga Country) 12ﬁ():L‘|;|gZ_E’;OFWHAT
o= Hannibal, Missourl. & . ok,
138, FATHER'S MAME 13b.. MOTHER'S MAIDEN NAME 14, MAME OF HUSEBAND’ OR WIFE
Harold Smith ] Patricla Tanley ol - -
IS. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT S SIGNATURE OR NAME ADDRESS
(Yn.nNmn.nkncwn) (It yoa, xive war or dates of 3 NO.
o] ) Patricla Tavley, 704 Lindell Av
18. CAUSE OF DEATH : ICAL CERTIFICATION 11gdil1 DI Ly Py INTERVAL BETWEEN
| Enter only onecauseper 1 1. DISEASE OR CONDETION ’ T . ONSET AND DEATH

- the underlying cauae last.

DIRECTLY LEADING TO DEATH® 5y

ANTECEDENT CAUSES

Morbid conditione, if any, gleing DUE TO (b}
rise to the above cotse (a) slating

BUE TO (c)

tion which coused death.

1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but nof
related to the disease or condition causing death,

19a. DATE OF OPERA-
TION

15b, MAJOR FINDINGS OF OPERATION ) . . 20. AUTOPSY?

ves X wo OJ

m

. RIE‘TWAE. (Bpecify)

21a. ACCIDENT (Bpecty) 21b, PLACEOF INJURY (a.g..inoraboms | 21c, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
- SUICIDE .| bhome,farm, tactory, steaet, officn bldg., exa.)
HOMICIDE -~ : -
21d. TIME (Month) {Day) {(Year} (Hounr) 21e, INJURY OCCURRED | 21f. HOW DID [NJURY OCCUR? -
: WHILEAT[ ) NOTWHILE
INJURY m. | “work AT WORK
2. [ hereby certify that I atiended the deceased from , bo , 19 , that I last saiw the deceased
“alive on , 19—, and thaet death occurred abl_..gga_ m., Jrom the causes and on thc dale staled aboue
2. S, {Degres or title) 3 RESS DATE SIG,
1
D / / 0 | S‘;
BURIAL. CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY | 24d. YOCATION (Oity, town, or comnty) | (3ate)

Barry, Illinols

WRITE PLAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

DATE REC'D BY LOCAL
' BEG.

10/29/55  |Barry Cemetery
R EGISTR)\R'S__ GNATURE 38

MERAL, nla:c'ron s u;unun: .q, ,ADDRESS




MARION CO, HEALTH DEPTy

DATE FILED__ W0V 1__ 195§

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was em
by e, OF by .t tiiiiiideniasieaneiaasasaanas , Student Embalmer No.......... |

working under my personal supervision..

SEUAENt e vveeenneeenneeeseeeeernecere e eenneeens Signed M atf 9— @ W

Signature of Student Embalmer = s rriromronTmenssmmesssmess
Licensed Embalmer No.}..gﬁﬁ

P. O, Address VY141t A0

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

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

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

i




