alth,
slfare
hlic
rYicH

Caroner cannot certify to o death due to notural causes.

L.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

dilacl'e: in Part | mustibe casual'ly related.

ha ]
-t
4

AAE WIVISIUN OF HEAL 1A Ur mlaUUKI
STANDARD CERTIFICATE OF DEATH

FILED AUG 1 1957

Registration District Ne, ...

zssaq

"STATE FILE NUMBER

e n287_

(Yes, no, or unknown) ) wes, give wor or dales of xervice)

No None

1. PLACE OF DEATH / 2. USUAL RESIDENCE (‘Nh-rn deceased lived. |f institution: Residence hul'au
o COUNTY Marion o STATE Myggourd b COUNTY Mario;;m“' )
b. CITY {If outside corporote limits, give TOWNSHIP only) | Inside Limits e. CITY Tt i inmdg Limits
OR
TowN Hannibal Yesg NoD sowmn  Hannibal . "f ==X NoD
+ + W
c. Egls_;_‘#:i'-d%gF {IF NOTin hospital, glva|occmon) Length of stay in 1b 4 STREET {H outside, give location) Reside on Farm
| INSTITUTION _ St.Flizabeth 1 day ADDRESST ong' o Rest. Home YesO_NeOX
3. NAME OF First Middle Laat 4. DATE Month Day Year
DECEASED OF '
(Tope or print _ DA MAE DUNEAM o July 19,1957
5. SEX 6. COLOR OR RACE 7. B. DATE OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR UF UNDER 24 MRS.
, MARRIED (] NEVER MARRIED [] et birendags Paome T Dam oo es 4 HRS
Female White WIDO) ovorcen [ February 20,1879 78 4 25
-{10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (City mnd atate or couniry) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, even if retired) D /
Housewife ’ New Salem Illinois Usa
13, FATHER'S NAME 14, MOTHER™S MAIDEN NAME
Jules Bonnett Sarah 0'Donnell
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO,|17. INFORMANT Addrens

Mrs.Russell Bodson Hannibal Missouri

18. CAUSE OF DEATH [Enfer only one cause per line for (a), (b), and (c}.]
PART I, DEATH WAS CAUSED BY:

Arterioscleriotic vascular disease

INTERVAL BETWEEN
.| ONSET AND DEATH

Deathoccurredat _L2:20 A M

IMMEDIATE CAUSE (g} 1 month
Conditions, if ang, | oUE To (b) Chronic valvular heart disease 1 year
which gare rise to
above c:uu dﬂ ' (L
stating the under- . 4 gf
z Iying couse laat. DUE TO (¢) -
Q PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN LN PART I{n) . :‘éf} 3;’;2;‘-2"
i ' 2
g ves [ no 8
E 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. ~ {Enler nalure of infury in Part I or Part 11 of item 18.)
§ O 0 O
= 20c. TIME OF Huour Month, Doy, Year
Ia] INIURY  a; m, -
E p.om.
E | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (e, g., in or chout Aome, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE farm, factory, street, office bidg., ete))
WORK AT WORK
2. | attended the deceased from JU1.Y 1? ’195? U'1y 19 TgS? and laat saw }?:1 alive on July 19 19-5?

m on the dute stated above; and to the best of my knowlndga from the cauaes atated.

22c, DATE SIGNED

ri 7/22/57

22b. ADDRESS

B&L BUlldlng Hannibal ,Missou]

annibal ssourl

4

23a. BURIAL, cngunr!}m‘. 2Y. DATE 23c. NAME OF CEMETERY DR CREMATORY Z3d. LOCATION (City, town, or tounty) (State)
RI L (Specify . - R
Sariat” [ 7/21/51 Elie River Cemetery Detrpit Illdnois
4. F DIR AD] S 25. DATE RECD. BY LOCAL REG, |26. REGISTRAR'S SIGNATURE

57 E150

<

{Licensed Embolmer's Statement on Reverse Side)
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' RECEIVED VUL 3 0 1957
MARION CO. HEALTH DEPT:,

DATE FILED_SUL 3 01957 -

i Lk . |
'
. = A i = |
NS . FER A t o ;
WL .
" " o - L. . '
.y (-3 "),{,-."' 1 _'f_‘. g R
b freesr T e e
D 1t i1 TS e s ' ) L
i prbpest, pephel e oot ; )

STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was es
L3708 ¢ (=T o 5 o+ NP RPN , Student Embalmer No,.......

working under my personal supervision..

Student .. ..o i aiiiiisiarriaraaanraaas Signed. . 7. TN et L MLTETE
f‘

Signature of Student Embalmer

Licensed Embalmer NoSgded .

‘ . S o P. O. Address Hannibsl i

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 g‘{gn in his OWN handwntmg '

If_‘t}lhaz'.“l?gc‘h(. is i.qol; ﬁn}b’almed_ _fact, shguld be,sq\ stated above.

i




