Doctor, caroner, ate. must use only standard nomenclature in item 18. No symptoms will be tisted, All
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diseases in Part | must ,he"cusually reloted.: Coroner cannot certify to o death due to natural causes.
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RLED OCT 10 1956

Registration Distriet No. ..

e NYIRIVUN UP AEAL 1A UF MI2UUKI

STANDARD CERTIFICATE OF DEATH

... Primary Registration District No. .

24396

STATE FILE NUMEE.R

ToAD....

Raglshar 1 No, \5415

1. PLACE OF DEATH

2. USUAL RESIDEMNCE (Where dececsed lived. |

JUE institution:

Residence before
admission)

o. COUNTY Marion a. STATE ‘iSSOUI‘i b. COUNTY Var’ion
b. CITY (If outside corporate limits, give TOWNSHIP only) | Inside Limits e. CITY - T ‘(}{’ Inside Limirs
OR 1 . . OR [
om _Hannibal Yerg Neo o Eannibal @\a O] vext wea
c. FULL RAME OF (If NOT inhaspital, givelocation}[Length of stay in 1b i
HOSPITAL OR d. STREET (H outside, gwe lecation) Reside on Farm
wstitution LEVEring Hospitdl 2 wks.. aobress 1229 Lyon St.. YesH NeO
3. NAmE OF Firgg S 4. oate M?n
orctasso LELAND HOWARD o T0- 3L 58"
5. SEX 6. COLOR OR RACE 7. 8. DATE OF BIRTH 9. AGE (In years | F UNDER 1 YEAR hF UNDER 14 HRS.
Male € te m\nmsb {2 never mammieo {J July 12 1891 ' g;t birthday) [Months | Dew | Howrs I Min.
wipowen [ pivorcen [ ? 5

10g. USUAL DCCUPATION (Gize kind o]wart done
during most of working life, even if retired)

Mechanic

100. KIND OF BUSINESS OR INDUSTRY

Blectric Dept.

1. BIATHPLACE (City and atate or couniryj
Independence, Mo,

0

}2. CITIZEN OF WHAT COUNTRY?

II.S.

13. FATHER'S NAME

14, MOTHER'S MAIDEN NAME

James Howard Dora Fann
15, WAS DECEASED EVER IN U.S. ARMED FORCEST 16. SOCIAL SECURITY NO,[17. INFORMANT Address
(I;f‘lda.oruntu-n] | (I wev, give war or doler of vervics} - e e -
Mrs.. Susan Howard l??q Lvon-City
18. CAUSE OF DEATH [Enter only one catise line for (@), (B). and (c).] T - INTERVAL BETWEEN
PART i. DEATH WAS CAUSED BY: - - M M OMNSET AND DEATH
IMMEDIATE "CAUSE (a) L. " 1 bt - - 2

21, | attended the decsased from

5315

Dcuh occurrad at

P,.

Conditions, if any,
whick yau’ risg fo DUE TO () -
abo:;c caue " (0), : v - ..
slating the under- ,
=z lying cquge lonl. DUE TO (¢)
[=] PART _Il. OTHER SIGMIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN [N PARY 1(a) - . 19 WAS AUTOPSY
- PERFORMED?
b ‘ e 4 A/\ ves[J no O
:L_' 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I or Part If of item 18.) ot
g a O O
=]
—‘J %c. TIME OF  Hour _Month, Day, Year
ul INJURY  ca.m. T~ - - . . - ..
{3 p.m. T
a .
X | 20d. INJURY OCCURRED 202, PLACE OF INJURY (e. ¢., in or about home, 20f. CITY. TOWN, OR LOCATICN COUNTY STATE
*| WHILE AT "ROT WHILE 0 farm, factory, atreet, office bidg., ele,)
WORK AT WORK -7 r—f
A -— o
? - )' I "'j . to o J b and last paw :,:; alive on /0 i = "

m on the date atated above; and to the best of my knowledge, from the causes stated.

22¢c. DATE SIGNED

24. FUNERAL DIRECTOR

25. DATE RECD, BY LOCAL REG.

CeAs™195%

(LicandEmbnlmer s Statoment on Reverse Side)

26. REGISTRAR'S SIGNATURE

. (Deoru or title
[0-§
23q. BURIAL, cnéum}:n] 23 DaTE ! Z3c NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, toten, or counly) (State)
REMOVAL {Specify ; .
Removal 10_4,54 BIue River Jemetery Jetrolt, 711,




RECEIVED 0CT 9 1956
MARION CO. HEALTH DEPT,

DATE FILED__ 80T 9 1955

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emt
by e, OF By .ot aenaaaaa- P , Student Embalmer No.....-....

working under my personal supervision..

Student.....oooueena . Signed...) - P IR S

Signature of Student Embalmer
Licensed Emb er No /f-ﬂ‘ﬂ

P. O. Address%..‘.?.‘.’.’.é-.?

] Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OQWN 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.

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




