Coroner cannot certify to a death due to notural couses.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Doctor, coroner, etc. mustiuse only standar
diseases in Part'| must be casually related.

X

Dr.-B. L. Murphy

F".EB JAN 2 ]. 19515gis!rnlion Distriet No. .0 o

A DMYIJIUN UF ANEAL 10 UF MlasUURE - 21 .
; ( - ,

STANDARD CERTIFICATE OF DEATH
Primary Registration District No..a..?‘.f..ﬁm

FILE NUMBER

.- Registrar's Ne. .2’..’...

1. PLACE OF DEATH 2 USUAL RESIDEMCE (Where decaased lived. I institution: Residence before
. COUNTY s STATE b. COUNTY admission}
® Marion Missouri Marion
b. CITY (If outside corporate limits, give TOWNSHIP oniy)| Inside Limits c. CITY ~ ' Inside Limits
OR ORrR
TOWN Hannlbal YesO{ NoO tomi Hannibal i ‘.(e 1 veso ek
N 4
c. Egls_é.l_?:tiE ‘?F {If NOT inhospital, givelocation)|Length of stay in 1b 4. STREET (If cutside, g:ﬁlo:nnon) Reside on Farm
INsTITUTION St . Elizabeth ADDRESS RR YesO NoD
3. ::::A ’o‘rn Firet Middle Last 4. DATE Monta Day Year
OF
(Type or print) William David Webb peat  1=-8-1957
5. SEX 6. COLOR OR RACE 7. 8. DATE OF BIRTH 9. AGE (In years | IF UNDER | YEAR hF UNDER 24 HRS.
a marriee ] wever MarrieD [] tagt birthday} [afontds | Dam | Hours | Min.
Male White win#o b oworcen [} 5/22/1884 72
104. USUAL OCCUPATION (Giee kind of woik done [100. XIND OF BUSIRESS OR INDUSTRY [11. BIRTHPLACE (City arxd atafo or country) {12, CITIZEN OF WHAT COUNTRYY
during most of working life, even ij retired) & .
Farmer (Retire Saverton, Mo. . U.S5.A,

13. FATHER'S NAME

William D, Webb

14, MOTHER'S MAIDEN NAME

Harriet Ellzabeth Fllck

(Fea, no. or unknown) | (1S ues, give war or dates of servics)

15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO,

I7. INFORMANT Addreas

R.F, ﬂebb 1041 Lindéﬂ Hannibal Mo.

18. CAUSE OF DEATH [Enter only one cause per line for (g}, (b): and (c}.} INTERVAL BET\\'EEN
PART 1. DEATH WAS CAUSED BY: . - OMSET AND DEATH
MMEDIATE cause (o) - Peritonitis approX. days
Conditions, if eny, | DUE TO (B) Perforated_intestine 6 - 10 days
which gave risg fo B
7 it 5;111: ;z' et ~ io-
slating the under-
z lying  cauar last, DUE TO (¢)
(=] PART 1, OTHER SIGHIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART |(a) 3. :::»;'-:_ 3:‘1;%?\'
=
S /ESE o Flrs
:i_' 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I or Part 1l of ifem 18.) 1 L
g D 0 O .
=11 20¢c. TIME OF Hour Month, Doy, Year
S INJURY e, m, .
E p. m. ) i
E | 204. \NJURY OCCURRED 20¢. PLACE OF INJURY (e, ¢.. in or about home, 20f. CITY,. TOWN, OR LOCATION COUNTY STATE
WHILE AT. ™1 NOT WHILE farm, factory, streel, office Oldg., etc.)
WORK AT WORK
2. I attended the d -'!fom l/i/‘;'? . to 1 /8/57 and laat saw hh" alive on 1/8/57
Deat rred at n 0 PI m on the date atated above; and to the besat of my knowledgde, from the causes stated.
MM ﬁor :mgW ; : - Q2. mnni - : Z | - DATE SIGNED
. BuRiAL, CREMATION, | 236, DATE MAME OF CEMETERY QR thhATd'RY 23d. LOCATION (Ciry, town. or county) {State)
EMU\'Ai(S;injﬂ
/12/ Grand View-Burlal Parlk -Hannibal, Mo,

24, FUNERAL DIRECTOR ADDEE!

Y V% (Pillerne P Harhibal, Mo.

25. DATE RECD. BY LOCAL REG. 26, REGISTRAR'S SIGMATURE

letasy Hlox Kk Coxf CFle

{Licensed Embalmer's Stétement on Raverse Side)




RECEWED_JAN 18 1957
MARICN CO. HEALTRH DEPT,

DATE FILED, JAN 18 1957

N

-

STATEMENT BY LICENSED EMBALMER -

i
»
.

I hereby certif‘y that the‘body whose name is recorded on the reverse side of this certificate was

._by me, or bBY s R, TR B, e i , Student Embalmer-No........ :.‘

‘working under my personal supervision.. ) - ST

Studer;t ..... T I ............... Slgned ......... Lﬂ%@#@w@ﬁ% .....

Signature of Student Ezbalmer

o . - . - Llcensed Embalmer No b

P. O. Address Hamibal

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMERm his OWN HANDWRITING (]
to comply with the above constitutes grounds for revocatmn of license).

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

If this body-is not embalmed, fact should be sc stated above. 1




