THE DIVISION OF HEALTH OF MISSOURI : 30()09

STANDARD CERTIFICATE OF DEATH srvemette

h.l’i’:“ HLEU U CT 2 Igé.sginmﬁon District No, -_1#7.... Primory Registration District No.,.:z’!?_éj. ........... Ragistrar’s No. é g‘fp

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Rondnn:-_b-ior.
. COUNTY a STATE b, COUNTY odmiszlon)
05’ ‘ CALLAWAY MISSOIRT CATTAWAY
b. CITY (If outside corporate limits, give TOWNSHIP only) | insids Limits c. CITY ) Inside Limits
-56 OR Yes & OR : X 3
TOWN FULTON & MNeo Town FULTON 7l ¥V Yesg New
c. Eg%é_l_?:MEOSF (1§ NOT inhospital, givalocation}|Length of stay in 1b 4. STREET {if outside, give locatjan) Reside on Farm
i INSTITUTION STA TR HOSPITAL # 1 | 4 Days abpress 300 State Street | yoo wX
; 3 3. NAME oF Firet Middie Last 4 DaTE Month  Day  Year
H DECEAsED v oF
K] (Type or print) RALF 2z HANKS DEATH SEPT 2L, 1954
3 5. SEX ¢J6 coor or Race |7, marrifD [§] wEVER MaRRIED (] B DATE OF BIRTH 9. AGE (In yeara | IF UNDER T Yo F UNDER 24 HRS.
T lost birthday) [adontre , Daw | Hows | Min.
o MALE WHITE wivowep [] oworceo LN AT D)y 1895 61 l '
o 10a. USUAL OCCUPATION {@ioe kind of work done | 106. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Ciry mnd atate or couniry) "L 12 CIzEN OF WHAT COUNTRY?
2w during mosat of working life, even if retired)
32 HYSTCTAN T PSYCHTATRY [MEDICAL PROFESSION Broshear Missouri U.S.4.
5 & 13. FATHER'S NAME 14. MOTHMER'S MAIDEH MAME
6 o .
T 9 Pr.James Hanks : Estélla Hopkins
s w 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17, INFORMANT Address
Lt = Ly, unknawn) | {If yea, giva war or dates of parvice) )
s B NK NOWN w.w, 1 200=30-31] [STATE HOSPTTAT # 1 FULTON _MISSQURI
t = 18. CAUSE OF DEATH [Enrler only one cause per line for (a), (5). and (¢).) i - INTERVAL BETWEEN
v o= PART . DEATH WAS CAUSED BY: ONSET AND DEATH
3 o IMMEOIATE cAust (o) ___CRFERRAT, HEMORRHAGKE : 30 _HOURS
£
5 F ‘
. = Conditions, ifany. | pue vo () _ CHRHERRAT, A RW'RTOQ(‘TF'B(]QTQ 10 YRARS
e O which gave fise to ‘
g g abore cousze (9),
sz |, iating the under- | oe 1 (o HYPERTENST§¥E CARDIOVASCULAR DISRASE 10_YEARS
o © PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(q) |19, WAS AUTOPSY
- o - 4 PERFORMED?
£x |3 o 3)( ves 0 so (8]
": ; E 200, ACCIDENT SUICIDE HOMICIDE | 206. DESCRIBE HOW INJURY OCCURRED. (Enler nature of injury in Part Ior Part 1l of ftem 18.)
~ = g 0. a '
= <« o .
g = = [20c. TIME OF  Hour Month, Day, Year |
n b INJURY  a>m. -
3 > = p.m.
a8 .
3 g X § 20d. INJURY OCCURRED - 20e. PLACE OF INJURY (e. ¢., in or chout Aome, | 207 CITY, TOWN, OR LOCATION COUNTY STATE
- . WHILE AT D NOT WHILE Jarm, factory, sireel, office bidp., ete.)
s w WORK AT WORK .
E 2
- 21. Rnlrf‘a.lj'ig' dqgscrog'eiubhom 1 Q‘l‘: . to 1984 end last saw :‘:; alive on 9-2)-EA
- '5' Death occurred -r m on tho date stated above; and to the best of my knowledge, from the causea stated.
gn‘ Za. SIGNATURE pr ADDRESS 22¢. DATE SIGNED -
ge ’ .
g < . S_ NOTT ,[ N “| FULTON, MO . (9/24/1956
e 23a. BURIAL, CREMATION, [235. DATE 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, lorwa, or counly) (State}
.'.': g MOVAL (Spﬂ'th\ 1
g3 urial —i, Sept.27/56] Ballaway m{em Gardeng Fulton 1o .

. REGISTRAR'S, S}GNATURE

TE RECD. BY LOCAL REG.,

{Licensed Embalmer's Statement on Reverss Side)
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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 em
o3 5 LT o N ' S , Student Embalmer No.,........

working under my personal supervision..

Student ...oooir e
Signature of Studenc Embalmer

/!
Licensed Embal r No%-‘.
. - o P. O. Addresv%o/w/(

R ~

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

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

If this body is not embalmed, fact should be 50 stated above.




