{ 3o so THE DIVISION OF HEALTH OF MISSOURI
. %00 frany
?\:;\., 'ALED MAR 41087  STANDARD CERTIFICATE OF DEATH Stete Fite No..oe DD 2B
b —_
BIRTH NO. REG. D)ST. NO.-X_M_ PRIMARY REG. DIST. KO.M Kegistrar's Na....éns...
1. PLACE OF DEAI'!L[[H 7 2. USUAL RESIDENCE (Where decossed lived. M losthution: residence before
a. COUNTY arion - _.a, STATE Mo.. b. COUNTY Mariod adiniralon}.
b. cn!;v 0 outeide corpurats limits, wrlte RURAL and givs | o ALEF{?T}: ,Ef.) c Cg’g H SLH 4 4, 1n Reaidence witnn Uity of
TOWN Hannibal § ans TOWN annibal =) L I -
d. FE&;.PT_IQ\A&\]'I_EO%F (M mot in hospital o institution. give sirect address or location) ASDFEEI‘:EESI-S (Ef raral, give locatlon)
p,) wstiirion ~ Levering Hospital 616 church st.
3|5QEAC%}E\SOEFE) a. {First) b. (Middle) G c. (Lasi) 4. DS;E {Month) {Day) (Year)
(Typeor Pimy ~ GeTtrude Holt reenleaf DEATH 2 =15 - 1957
5, SEX 6. COLOR OR RACE | 7. mmmao 'SF\YCE;RC'ESRR'ED 8. DATE OF BIRTH 5. Asm.;.u’m i uocn ) YEAR | ¢ OKDER w0 Ks.
. {Bpecily) ¥, cnl Days | H Mia,
remale | white; | "Wdowed 2™ | 1-23-1876 B |
10g, USUAL OCCUPATION (Gie kind of = . SINESS OR_IN- | 11. B E . . -
.dm'g OI'O"I‘g‘ (GHexind of otk 10b. KIND OF BUSI nusrin Y IRTHPLACE 10\ 4 State or :,.{,m., Country) 1ztcm%gr3{ ?FWHAT
eamsLTeSS Famous store Adams county, *1l.;
13:. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND’OR ¥IFE
Samuel Lynum | Roxellane Gallamore Albert Greenleaf (D)
i5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY | 17,1 MANTAS SiGNATURE OR\NAME ADDRESS
{Yeoa. N.or unkoown) | {If yes. xive war or dates of sorvice} NO. % il .
annibal, Mo
| 18. CAUSE OF DEATH  MEDICAL CERTIFICATION - INTERVAL BETWEEN
‘ . Eater onl 1. DISEASE OR CONDITION
l:c:;f‘(’”” ‘;‘;‘)‘“‘uﬁ‘(’g DIRECTLY LEADING TO DEATH* (5) )(Lp (f /k

e

L4

« s dors ot mean | ANTECEDENT CAUSES E g Q Z; ) )[ MJ» @ :’.4 47

the mode of dying, such | Morbid conditions, if any, giving DUE TC (b} _’3@@0

o8 heart follure, asthenda, ;’AR!}:;MI ;g‘;”iﬂ‘:""{ag ;U sating

ele. It means the dis- £ Bader ¢ QJ /F y “,LQQL:LJJ’ Eﬂ- -
DUETO (&) odok ._Q,{ i N i )

M \

case, injury, or complica-
tion which eaused death. | 1. OTHER SIGNIFICANT CONDITIONS

Conditions umtribuung to the death but ot
reloted fo the diseane or condition ceusing death.,

19a. DATE OF OPF%AIQ 195, MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
20X | v w
21a. ACCIDENT (Bpeeity) 21b. PLACE OF INJURY (o.g.. inorabeut | 27¢. (CITY, TOWN, OR TOWNSHIP} (COUNTY) ‘-c(srATE)
SUICIDE boms, farm, lactory, sireet, ofice bldg.,e10.}
HOMICIGE -
214, TIME (Month} {(Day) (Year) (Hour) 21e. INJURY OCCURRED 211, HOW DID INJURY OCCUR?
WHILEAT[—] NOT WHILE
INJURY w. | “work AT WORK

=l 22, I hereby certify that I' eftended tha deceased from _,LT_L, 1937 7, to _g__Lﬁ_ 195_21}“:1 I laat saw the deceased
alive on _j_Lﬁ_ 19 ~Z and that death occurred al 4°35A . ., Jrom the causes and on(he date slated above.

233, SIGNATURE i Degroo of lltle 23b. ADDRESS 23c. DATE SIGNED
O N Myt ,LLMM@J Wy 3755

WRITE PLAINLY—USING TUNFADING BLACK INK—MAKE A PERMANENT RECORD

:”.rﬂlgj BEERMLAL CRE A; 224bJ DATE ~ 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City. town, or county) {5tate)
B al 5-18-1957 | Riverside cgme.teay
DATE REC'D BY LOC%L REGISTRAR'S SIGNATURE R ABDRESS
/8?-@ o=/ F- J'fg . ; &l A '_ bal, Mo.

icensed % Statement on




rECErvED MR 1 1957
MARION CO. HEALTH DEPT,

DATE FILED_MAR 1 1957

STATEMENT BY LICENSED EMBALMER

r
I3

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

DY M, OF DY oot vnuireeiiiai e eeeceateineaamaaaeamnaaaaecnem s . , Student Embalmer No.............

working under my personal supervision..

Student .. .. oiiii i ir i iriie e e e
Signature of Student Embalper

. 1 Licensed Embaimer No....4217.

P. O. Address...... ha-r-ln-ibal-,--

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. {Fail
to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwntmg. R
. T¢ this body is not embalmed, fact should be so stated above. '




