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WRITE PLA]NL\"—-‘—USING UNFADING BLACK INE—-MAEE A PERMANENT RECORD

THE DIVISION OF HEALTIM OF MISOUURI

ALED MAR 41957  STANDARD CERTIFICATE OF DEATH e File o IR
- p——
'BIRTH NO. REG. DIST. m.m E PRIMARY REG. DIST. m&ﬁl Registrar’s Na.....-..Z!.s....u............"
1. PLACE OF DEATH i 7 USUAL REGIDENCGE (Whers detosssd lived, If Institat ience before
. COUNTY M soTe— . . STATE b. COUNTY \ dinimelon).
* Marion - A Mo, "W Marion ¥
b. CITY ¢ nuu: d.o corpurate limita, write RURAL snd give ¢, LENGTH OF ¢. CITY ‘. 69 d. I Residence within Limita of
OR 4 townakip)| STAY plarce} OR 2 city o ted town?
TOWN Hannibal Y&« days  Tow Hannibal Z W
d. FULL NAME OF (If cot in hospital o¢ fastirution. girve strest address or location) STREET (If rural, give location)
HOSPITAL OR R ADDRFSS
INSTTUTIoN ~ Levering Hospital 1614 Fulton Ave,
3. 6“5‘?;"2,'7:. S%IE a. (Flrst) b. fMiddIe) c (Last) 4 Ds}-g (Month)  (Day)  (Yea)
(Type or Print) Mary Eljzabeth Lillard - | peam 2 = 25 - 1957
5. SFE|X 6. COLOR OR RACE } 7. MARRIED, NE\YgRChéBRRIED ) 8. DATE OF BIRTH 9. I‘A.?E {a n)-n Nl; l:x.n lﬁ F UNDER U WES.
(Bpacify’ s birthday on Hours | Min.
emale| White ; | ‘Widowed. = May 6, 1866 90 ' |
- 7 ’ e
W0a. USUAL OCCUPATION ik kingof work | 10b. KIND OF BUSINESS OR iN; | 1. BIRTHPLACE  ((i\0 4ad Seate or Foraign Gountry) 12, CITIZEN OF WHAT
ousewor Lewistown, Mo.
13a. FATHER'S NAME 13b, MOTHER™S MAIDEN NAME 14. NAME OF HUSBAND'OR ¥IFE

Wm. P. Kaiser | Mary E. Welch Wm, Lee Lillard (D)

15. WAS DECEASED EVER IN U,5. ARMED FORCES? I 16. SOCIAL SECURITY | 17. INFORMANT' 5 SI1GNATURE OR NAME ADDRESS
(Yes pp, or unknown} | (If yea, give war or dates of service} NO. %] W .
o Hannibal, Mo.
¢

18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
| Enter anly onsccuseper | 1. DISEASE OR CONDITION i ONSET AND DEATH
Jine for (), (b), and () | CIRECTLY LEADING TO DEATH® () [y
: ANTECEDENT CAUSES [ y
*This does nwot mean -_§ ‘2 (
the mode of dyinig, such | Morbid conditions, if any, giting DUE TO (€] ﬁ/l T:7/ A_AD r AP 4
a8 heard feflure, asthenia, tr’l‘:e u!: ;ff: :ﬁ:ﬂ calmleagf) stating
ete. It means the dis- i uae m- b , E% f‘
ease, injury, or complica- DUE_TO (c) /ﬁ"
fion which coused death, | 11. OTHER SIGNIFICANT CONDITIONS
Conditions contributing &0 the death but nof M Q
related Lo the disease or condition cauzing dealh. R
18a. DATE OF OP'FI%AI'i 19b. MAJOR FINDINGS OF OPERATIPN 2. AUTOPSY?
. H 500 ves (1 o O3
21a. ACCIDENT (Bpecify) : 21b. PLACE OF INJURY te.q..inorabout | 21c. {(CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE) 0
SUICIDE bome, farm, Ingtory. strest, office bldg., ete.) .
HOMICIDE .
2id. TIME {Month}) (Day) (Ywr) (Hour) Z1e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILEAT[™] NOT WHILE
INJURY = | work AT WORK
2. I hereby quQaﬂ : atiended the deceased from _ﬁ‘_f_/_ﬁi 1947 to 4‘__’2_5."1974;7 tha! I last saw the deceased
alive on - s and that death occurred af ‘T a1 4 200P from the causes and on the date stated above.
23a. SIGNATU( argiuto} 2| 235, ADDR 2. DATE SIGNED
ov\, %— Tt P)Ua d-2b 97
T Nag Emm. CREMA “|"24b. DATE 7% NAME OF CEMETERY OR CREMATORY | 2id. LOCATION (Oity, town, o county) _(Buate)
Burtat == 2=27= 5"7 Mt, Olivet Cemetery ~Ewing, - Mo,
DATE REC'D BY LOCAL P / X AL DIRE 58 BIGRATURE AbDRESS
REG —w - ]
] M

s Stati on Reverse Side)




RECEIVEp MR 1 1959

MARION co JJEALTH DEPT,
ATE FILED 1958 .

O e e .

STATEMENT BY LICENSED EMBALMER

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

by Me, OF DY .ottt iiieiee e s e aasn e saaaas R Creeiean , Stud.eﬁt Embalmer NO....veeunn.en

working under my personal supervision..

Student.......ociociiiiiiciieiirr s aaaiaeaaas
Signsture of Student Embalmer .

Licensed Embalmer No......770. ...

.. ' P. O. Addre;s...fiﬁnﬁal.?@}. M

Note The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITLNG. (Fail
to comply with the above constitutes grounds for revocation of.license). T

/If embalmed by a STUDENT, he also shall sign in his OWN handwntmg

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



