THE DIVISION OF HEALTH OF MISSOURI

0. 300 ac
l HLED APR 30 1956  STANDARD CERTIFICATE OF DEATH e h 3036,
!BIRTH KO. REG. DIST. NO, ﬂ PRIMARY REG. DIS.T. m&@ Rtof.srrcr'.l Na._....:é\-a.ﬁ..........._.
1. PLACE OF DEATH 4 2. USUAL RESIDENCE: (Where dacoassd lived. If institation: residence befors
a. COUNTY - a. STATE b. COUNTY - adinimion),
MARION i MTSSOURY - MARTCN
b. CITY (it outelde corperate limits, write RURAL and give c. LENGTH OF ¢ CITY &. Is Residence within limits of
OR w A R [% COTPOTH! T
TSR HANNIBAL township)| STAY (in this place? TgWN HANNIBAL A lyig in maudew‘in
d. FHCI)JS-P'IQ'#ALJ_EO%F {If not in bospitsl or institution, give streot address or location) .As[-)rgl;sEE-Sl:S (If rurs!, give location) kc‘\& ‘3
INSTITUTION L EIEBIHG HD SPITAL 806 PAR;_S AEENUE
36qE%NE1ES%F-D a. (First) b. (Middle) c. (Last) 4. DSIE (Month) (Day) (Year)
{ Type or Print) ROY POWRIE DEATH APRIY, 14,1956
5, SEX ("' 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, b 8. DATE OF BIRTH 9. AGE {In years| IF UKDER | YEAR } OF UNDER Ir #RS,
WIDOWED, DIVORCED (8pacify) J Last birtbday) |Monthe) Days | Hours | Min.
MATLE THITE _NEVER MARRIED SEPTEMBER 28 188 67 S - S '

10a. USUAL OCCUPATION (Giekindofwork | 10b. KIND OF BUSINESS OR I'N'- 1l BIRTHPLACE .
done during most of 'arhlnlli.[..l:cn:;! :m:r:n DUSTRY (C.Ity sad State or Forsign Country} ]zcgllJTd%!;?FWHAT
t MCNALLY PLUMBING CANADA

138, FATHER S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WwIFE
JOPN #,PQWRTE 4 MARTAN MOFFAT .. 1 NONF

IS. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes, no, or unknown) (I yos, glve war or dutes of service) NO.

No None 490 Q7 B&46 Mre,Marisn ¥hitsmore Alton T1linnfs
18. CAUSE OF DEATH MEDICAL CERTIFICATION — lgﬁgg\r::rk gzgggrzu
Enteronly enecauseper | 1. DISEASE OR CONDITION L
\ine for (&), (b), and (¢} DIRECTLY LEADIN(_;‘;TO DEATI:E‘(Q)_, L g 7 n

*This does mot mean ANTECEDENT CAUSES

the mode of dying, such | Morbld conditions, If eny, giving DUE TO (b)

-aa keard follure, asthenia, rise to the cbove cause (o} statlag
ele. It means the dis- | the underlying canae fast.

ease, injury, or complica- DUE TO (o)
tion which cavsed death. | 1. OTHER SIGNIFICANT CONDlTlONS

Conditions contributing to the death but ot ) : . '
related to the disease or condition causing death.

19a. DATE OF OP'IEIF({)ARJ | 199, MAJOR FINDINGS OF OPERATION ’ . 20. AUTOPSY?

| - {2¢| vs (1w [
21a. ACCIDENT {Bpecify} 21b. PLACE OF INJURY (sx..inerabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE homa, Isrm, actory, sireet, ofSce bldg., ex0.)
HOMICIDE . N
21d. TIME (Month) (Day) (Year) (Hour) 21e. INJURY OCCURRED 21f. HOW DID [NJURY OCCUR?
oF -~ - S . WHILEAT NOT WHILE
INJURY WORK AT WORK

22, I hereby certify that I allended the deceased ffom ___%_/_L, 19.&25, to %JA_, 185974, that I last saw the decensed

alive ont __db:LJ:LL_, 19_4-4, and that death occufred al _9_~0.5Jm rom the causes and on the date staled above.
232, SIGNATURE! C _ or tile) ¢ 23 W‘/‘_L‘ Vs 23, DATE SIGNED
e “2‘”’&1' S N - A b~/7-f

24a, BURIAL, CREMA-. | 24b, DAT .. | 24c, NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or county) (State)
TION, REMOVMig?Ldm .
4/17/1956 .| Mount Qlivet - Hannibal #1ssouri

D?? EC'D BY L%CAL REGISTRA SIGNATURE RAL DIRECTOR ' & S1GMATURE AOQDRESS
E p - -
é/%éfz zﬁk' ‘ /

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD g

nibal Missourl

R . as

S
Q




(APR 2 ¢ 1956-

RECEIVED .
MARION CO. HEALTH DEPT,
DATE FILED_BFR 28 158,

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of thia certificate was em

F LT T3 -3 T LLCETTTPRTRTTIRTERLIEE

working under my personal supervision..

LT T: 1Y o PP S
Signature of Student Embslmer

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

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

1€ this body is not embalmed, fact should be so stated above,




