THE DIVISION OF HEALTH OF MI3>OURI

i, FILED JUN 20 1957 STANDARD CERTIFICATE OF DEATH -], Q S I O S—
'Ii:" Registration District Nof%-? ........ ...... Primary Registrotion Dist‘r:cl Ndﬁ?‘%g' ......... - Registrars ch‘z/k,

vice -
1. PLACE OF DEATH 7 2. USl:lAL RESIDENCE. (Where_ do:oosad lived. 'If insfitvtion: . Residence bafofe
0 . COUNTY Marion o STATEMi g'souri’ : s)>county Manioﬁ"“:}"r“’
0506 b. CCI’TEY {If cutside eorporate limits, give TOWNSHIP only)] Inside Limits c. CITY- - Ty i q\f . Inside Limirs
" ow Hannibal Yes® NoD or  Hannibal U “Yor ¥ NoD
c. FULL NAME OF (4§ MOT inhospital, givelocation)}|Length ¢f stay in 1b f . - . .

HOSPITAL OR d. STREET = puts give lacation) Reside on Fgrm
nstirution 9t YET33g Hosp. | 31 yrs. Aooress 32 S 7({:}01 i Yesd No'g

3 ::cﬂtl“o‘!’n ] Firgt Middle Laxt 4, DOA';IE Month Day Year:
(T¥pe or print) Peter , Leuis Korschgen AT Tupe 6 1957

5. SEX D[ 6- COLOR OR RACE 7. marmed D never marnien [J] 8- CATE OF BIATH

9. AGE (In years | IF UNDER | YEAR |iF UNDER 24 HRS.
tast birthday) [Monthe | Do | Hours | Min.
Male White- wioowep [] oivorcep [} A‘ngnst 17,1884 72 .
'§10a. USUAL OCCUPATION (Give kind of work donte | 106, KIND OF BUSINESS OR INDUSTRY { 11. BIRTHPLACE (City and atate or country) / 2. CITIZEN OF WHAT COUNTRYT

during moat of working life, even if retired)

Ta: rator Tavern Ft . Madison, Touwm 11, 8.

13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME

‘_MS_KOLSQh%Bn Rarhara Ellen Smith
15. WAS DECEASED EVER IK U, 5, ARMED FORCES? 16. SOCIAL SECURITY NO,|17. INFORMANT Address

”"""’N'Q"*""’}""’"'"'""'"”“"”"'""“’ Mrs. Myrtle V. Korschgen, Hannibal

18. CAUSE OF DEATH [Enfer only one cause per line for (a), (b), and (¢}.] IgTERVAL BETWEEN
: ET
AT A e @ Ccongestive heart failure T weBR

Conditions, if any, DUE TO (b Uremia 30 days
which geve rise to -

u!bove c::ue dae‘ .

stating tAe under- X

lying  cause lasl. DUE TO (¢)

PART Ii. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TQO THE TERMINAL DISEASE CONDITION GIVEN IN P‘Rllm - 19, WAS AUTOPSY

ﬁjbertenSive cardio-vascular diséase | 10 yeare

Coroner cannot certify to a death due 1o natural causes.

_USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

z
o

- 3 /Ptnronmzm

3 3 prostatie Hypertrophy, 3 years es [(Eno [

hr] :i-_' 20¢. ACCIDENT SUICIDE HOMICIDE | 205. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I or Part 11 of Hern 18 ’

>z § D'x- ] - 0 -
=5 2 |2 TME-OF _Hour  Month,; Day, Yeu,
Eg v ‘u‘-“INJURY Ta.'m, .'""’"'?‘"'.‘."_. . . - . . .
;% g P m- - -
. 8 X {20d. INJURY OCCURRED | e, PLACE OF INJURY (e. g., in or about home, | 20f. CITY. TOWN, OR LOCATION COUNTY ‘ STATE
) - WHILE AT NOT WHILE farm, factory, street, office bldg., elc.) 4 ,
@ WORK AT WORK MM A
. E —
s - - 2'”-""1 attended the d‘uceand’ from q /2 /I:;'? . to 6 /l'; /g’? -/ and fast a.nw'Ex alive on 6/5/57
i‘ "6' Anh occurred at on the date stated above; and to the best of my know!adle from the causes stated.
§=L . c. W ( Degree or title) C ZZb ADDRESS . i - 22c, DATE SIGNED
- &
S 4225:25&2244/ /ZD 508 Broadway,Hannibal,Mo. 6/7/57
5' : 2 RIAL. CREMATION, |Z35. DATE - - ?3: NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Citg; torrn. or county) (Srate)
; H EMOVA iﬂh] . .
2 }a 6-8-57 Mt. Olivet Cemetery | Hannibal, Mo.

\
o

24, ruu L DIRECTOR DRES: ém E RECD. BY LOCAL REG. |26. REGISTRAR'S SIGNATURE
W {Liconsed Embolm.v's Sfciomonf on R.v-ru Side)



JUN 1 9 1357
RECEIVED ___——— BT

e HEAL’I‘H DEP1y e
'MARION CO. JUN 195‘? e

DATE FILED .

T ..STATEMENT BY LICENSED EMBALMER

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

T ‘byme, or by .....l......o.n. ,‘ Student Embalmer No........

working under my personal--supervision..

Student ... i rieiaaaas
Sighature of Student Embalmer

P. O. Addre;s
* Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING {
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;ﬁmbalmed,. fact.should be so-stated above. - - <




