THE DIVISION OF HEALTH OF MISSOURI

' No.300 ..
e STANDARD CERTIFICATE OF DEATH S N ksl I
| BIRTH MO. .. . ..~ REG. DIST. NO. PRIMARY REG. DIST. NO Regisirar's No wleillodloeveeiresarin
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dscosaed lived. If iostitution: reaidence before
' a. COUNTY a. STATE Ty b. COUNTY - adinisond,
Y Marion "7 Missouri . Marion
- b. CITY (1t cuteid limis, welte RURAL snd giv ¢. LENGTH OF c. CITY - o
| 0 ou & corpuraly liiw, wrils [ 1.1 u::n..bin) STAY tig this place] OR d. ?;’i{;‘:’”l;‘ur;%‘:mmwzns
a TOWN Harnibal TOwWN Hannibal ° 0O,
g ; d. FEI(S'E;PVAMEOOF (If not ia hospital or inatliution, Kive streot lddu— or [ocation) . .A%TDRREES (If rural, give location) & (fu
0 INSTITUTION Levering Hospitsl RFD#2 0 /
E 3 BAME OF a. (First) b. (Middie) <. (Last) 4 DATE {Monih)  (Day) {Year)
b (Typeor Pint)  Benjamin 1. . . Franklin Cooper peatH June 4,1956
ﬁ 5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, B. DATE OF BIRTH 9, AGE (In years| I UNDER | YEAR | O bwoeh u ums,
5, WIDOWED. DIVORCED (Bpaci. P t birthdey) Multhll Days | Houn | Min.
; Male White Married December 18,187 85 16 I
~ 10a. USUAL OCCUPATION (Glwe kind of work | 10b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE . : - A
5 d°°'d“rhlmwgol-otkinxllh.u:on’;l :ul-rr:;) ° DUSTRY . {City axd State or Foreign Contry) 'zcg{’ﬁ%gp"f?oFWHAT
& © Dairvman Lancaster City Pennsylvania
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
- . Nelson Todd Coover { Elizsbeth M Mabel Shuck Cooper
' b 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT S S5I1GNATURE OR NAME ADDRESS
! ol {Yes, no. or unknown) {1l yee, Kive war ar dates of sorvice) . .
= Mrs.B.Frank Cooper Hannibal Missourl
| * || 18, CAUSE OF DEATH - . . MEDICAL CERTIFICATION Igﬁgg}l:L BETWEEN
=] _Enter only onecouseper 1. DISEASE QR CONDITION . . ND DEATH
7 |[ine for (a), (b), and () | DVRECTLY LEADINFSTO?EATH (a) C 7 4
| % *This does rot mean ANTECEDENT CAUSES
< the mode of dying, such | Morbid conditions, if any, giring DUE TO (b)
— a8 heart faflure, asthenia, | rise to the above cause (a) staling .
) ete. It means the dig- | he uaderlying cause last.
o case, infury, or complica- DUE TO {c)
=, tion whick caused death, | 11, OTHER SIGNIFICANT CONDITIONS
= Conditions contributing to the death but not -
9 reloted to the diseare or condition cousing death.
k: 19a, DATE OF OP_FI%PN 13b. MAJOR FINDINGS OF OPERATION B - 20, AUTOPSY?
= .
d S32AX| v wkl
" 21a. ACCIDENT {Spucity) 21b. PLACE OF INJURY (e.g..Inorabout | 21c, (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
,{-’ ~SUICIDE e boma, farm, lactory. atreet, ofice blde..eta}
z HOMICIDE . :
[- g 21d. TIME (Mopth) (Day) (Year) (Hour) 2le. INJURY QCCURRED | 2if. HOW DID INJURY QCCUR?
- ' . ey . WHILE AT} NOT WHILE
, m. WORK AT WORK
bt 7
g N 221 hereby cemfg .that I atlended the deceased from __S.ZAQL 18 , lo 6-4-56 | 19 , that I last saw the deceased
ﬁ alive on 19 , and that death occurred at D2 HEP m., from the causes and on the date slated above.
g |2 s TU (Degrea or titleh’| 23b, ADDRESS Z3c. DATE SIGNED
ES r / . e M. D 100 N. Sixth' Han.nibal, MO- 6-6-56
ﬁ 24, BURIAL, CREMA- | 24b. DATE . 24c, NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or county) (Sinto}
= || TION. REMOVAL Bowaitr) 1
2 |l Buriel June 7,1956 | Mount 0livet urLHannibBl Missour
: . TGNATURE -~ ~ 5 ADDRESS
I ? gannibal Miszouri
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RecEIvED YOV 16 1958
MARIGN CO. HEALTH DEPT,

DATE FILED_ 9N 16 1058

il

|
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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 emb

working under my personal supervision..

Student........ooooiiiciensiiiianans feeieemnseenanes
Signature of Student Embalmer

) P. O. Address Hannibal Missc

_Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fag

to comply with the above constitutes grounds for revocation of license). |
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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




