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WRITE PLAINLY—USING TUNFADING BLACK INK-—~-MAKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MIGUURE

fLED DEC SHIEE  STANDARD CERTIFICATE OF DEATH

! BIRTH NO. REG. DIST. NO. PRIMARY REG. DiIST. NO. ? Hegistrar's No

State File No....

3E2

1. PLACE OF DEATH 7 2. USUAL. RESIDENCE (Where decoased lived. 1f institution: resilence before
a. COUNTY a. STATE b. COUNTY adaionion).
Manhon Missourl Marion ™
b. CITY (If outsid. limits, write RURAL and g c. LENGTH OF || ¢ CITY . - o
Q:m o coroumte fmita, write M ammaip)] STAY (n this placet| OR b e T ot
TOWN  Hannibz 1l TowN Hannibal Y- =N
d. Fl!.‘%.ls..PNAME %F (If mot in hoapital or institution, give strect addrems or location) - ASDTE?F\!‘EEES['S (It rural, give location)} D &: “t {D
INSTITUTION St,, Elizabeth Hosvital 851 Hazel St.,
} BECEASED s (Fish) b. (Middle) . (Laat) ‘ 4 DATE  (Month) (Day) (Yesn
( Type or Print) James Charles Malhern pEATH 12-18-1055
5, SEX { 6, COLOR OR RACE | 7. ‘l:."IIAD%F\!r!'EDD NE\‘IISECHEMRRIED' 8. DATE OF BIRTH . AGE Us yeurs| v ot 1 veak [ & wnoen u ams,
(Bpgeif: i ¥ on ays | Bours | Min,
Male white Never Marr 7/3/1874 gL | |
10a. usum. OCCUPATION (ko kiad ot nori 105, KIND OF BUSINESS OR IN- | 18 BIRTHPLACE (i1 4ud Suate r Foreiga Comntrr) ¢3

oreman |Wabash -Retgrg

12, CITIZEN OF WHAT
OUNTRY?

16. SOCIAL SECURITY
NO.

(Il yeu, give war or dates of service)

{Yes, T unkoown)
"o

most of wor! 1ife, wven if retired
T House £ Hannibal, Missouri .S
13a. FATHER'S NAME 136, MOTHER™ S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
+ ThHomas Mulhern | Brldget Fleming -
5. WAS DECEASED EVER IN U.S. ARMED FORCES? 17. INFORMANT'S SIGNATURE OR NAME ADDRESS

Joseph Mulhern,820 Grand,Hannibal

18. CAUSE OF DEATH MEDICAL CERTIFICATION MO , | INTERVAL BETWEEN
| Enter only onossuseper | 1. DISEASE OR CONDITION . oy _ OWSET AND DEATH
Hue for (), (), and {c) DlREL‘l’!.Y LEADING TO DEATH® (g3 ﬂnrnnary- heart disease
*This doex not mean ANTECEDENT CAUSES ' ' ;1 4
the mode of dying, such | Morbid eonditions, if any, gizing DUE TO (b) Coronary. occlusion
os hearl fallure, asthenia, | rise to the abooe cause (o) stating
ete. It means the dis. | the underlying cause last.
caze, injury, or complica- ~ DUE TO (c)
tion which coused death. | 11. OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death but not % /
reluted to the direase or condition causing death,
19a. DATE OF OPERA- | 15b, MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION
: - ves (] w0 &I
21a. ACCIDENT {Bpeciiy) 21b. PLACE OF INJURY (o.x..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY} (STATE)
SUICIDE ' boms, larm, factory, street, office bldg.,ev0.}
HOMICIDE .
21d. TIME (Month) (Day} (Year) (Hournd | Zle. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
v OF - . : WHILE AT [—] NOT WHILE
INJURY = | “work AT WORK

2. I hereby certify Vthat I aitended the deceased from __9_—192";5% i___ to _12_l8_5,59

alive on 9____, and thai death occurred

, that I last saw the deceased

m., from the causes and on f.he date stated above.

MNA (Degroe cr mtn)C)Bb. ADDRESS 23c. DATE SIGNED
D 3&&.«, 228 Bdwy, Hannibal, Mo. [12-19-55
244d. LOCAT[_ON (City, town, or county) (Btate)

2da, BURI é, EM 24b. DATE 24:, NAME OF CEMETERY OR CREMATORY

TIO%RE

Hannibal, Mo.

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE

) A%

&

(7 g A 7

12/20/55 St. Mary's Cemetery

FUYER DIRECTORAS SIGNATU ADDRESS
% M Hannibsl,Mo.

icensed Embalmer’s Statement on Reverse Side)




RECEIVED DEC 2 0 1355
MARION CO. HEALTH DEPT.
DATE FILED #-v & . .lli

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb:
By M, OF By Lo it et eiiiaiia e , Student Embalmer No...........

working under my personal supervision..

LAt 13 o SO | Signed........ j/%(@%cvﬂw .......

Signature of Student Embalmer

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),

1f embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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




