THE DIVISIUN OF AEAL A UF MIJSUUK]E
25372

v, FILED AUG 1 1957 STANDARD CERTIFICATE OF DEATH srivei e
5“1\}\ Ragistration District No. ........... M - Primary Ragistration District Noéﬁ...gfd.."...... Ragistrors NR-?..%..__
rv =
1. PLACE OF DEATH 2. USUAL RESIDENCE (Wh-u deceased livad. I institution; Residence. b,!u.)
; . . STATE = *' s g COUNTY odmixsion
f o COUNTY Yypdi0n @ Mo - Mar ion"/
50506 0 b. C(l)TRY (i oul;lfa corporate limits, giva TOWNSHIP only) | Inside Limits <. Cg;\’ e R ﬁg,d, Limits
TOWN ;annibal Yestk NoD soww Hannibal of veb neo
€. IﬁgIS_FI;I'?:I’.‘Ei?F (IF NOT inhospital, give location)|Length of stay in 1k 4 STREET (I ourside, give locatian) Reside on Farm
¥ wstiuTion St Eliz Hosp. 1 wk avoress 1814 Grace St. Yes0 Mot
"
i 3 3 :::II‘:. :‘r First Middle Lext 4. DATE Month Doy Year
] -] . OF
< (Type or print) Charllotte Katherine Hiekman DEATH 7 - 27 - 57
. :§ 5. SEX } 6. COLOR OR RACE 7. marrieDs (] NEVER MARRIED (]| 3- DATE OF BIRTH 9. ?GlE!;:!rtlhzmr)’ IF UNDER | YEAR IF UNDER 24 HRS.
2 . ast Girthaay) | Afonths | Dam Hours | Min.
§ Female Whlte wmﬁs[j pivoreeo [ May 22, 1882 l l
' : ~110a. USUAL OCCUPATION (Gioe kind ofwort done [10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (City and atate or country} D 12. CITIZEN OF WHAT COUNTRY?
; 2w during most of working life, even if retired)
C o2 Housewife Canton, MO. (5]
"5 o 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME
.9
-] .
o & John D. Schloger Mary K. Hetzler
o W 15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16, SOCIAL SECURITY NO.|17. INFORMANT Address
- - ¥er, no, or unknown) {If yes. give war or dater of sarvies) .
2 W Ho irs., Joe Farrell Hannibal, Mo,
E o 1B. CAUSI: OF DEATH [Enter only one cause per line for {g), (b) and (c).) INTERVAL BETWEEN
o = PART I. DEATH WAS CAUSED BY: D M ONSET AND DEATH
oy IMMEDIATE CAUSE (a) iabetis Melitus 1 year
£ F
' : z Conditions, if any, DUE TO (&) Diabetic coma 5 days
e O -which gave tise to . y - -
5 Q a:)oqt cause a}, : :
Sz [, Siating the umier- | oue To (o __Bronchial pneumonia QQO K 3 days
g =} PART N. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TG THE TERMINAL DISEASE CONDITION GIVEN IN PART ((n) ! 13 :VE-;SF gg;f‘CE!PD?Y
: 'B (=
£ x |S Arterioscleriotic vascular disease ves() no K}
':.: ; :L_' 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I or Part 1l of item 18)
= J E D D D
= (=}
- 2 [ TiMe oF  Hour  Mouth, Doy, Year
n i INJURY a.m i
o : E p.om.
A g X [ 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (¢. 9., in os about home, | 20f. CITY. TOWN, OR LOCATION COUNTY STATE
% w WHILE AT HOT WHILE D farm, factory, street, office bidg., etc.)
é 3 WORK AT WORK
— . 21. 7 atrended the de“cea.iud from duly 23 L] 1957 . to "’Ulv 2? Il 195?and last saw him her . tive on 'JUJ-V 2? 19:
- E Death occurpad at . on the da te stated above; and to the best of my know.l'ed‘de. from the causas stated.
o 22a. MIGMATUR B ‘ free or zme) [225. ADDRESS . = 72¢. DATE SIGNED
c
- .B & L Building, Hannlbal Mo. 7/29/57
) E 23c. BURIAL, catnm?nl 23b. DATE [ 23:. NAME EMETERY OR CREMATORY 234. LOCATION (City, tewn, or counly) (State)
4 n:now. pecify -
o Buria 7=-30 57 Forfeést Grove Cemegeny Canton, Mo.

d

' GNERAL DTECTOR DRESS 25. DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE
-’
/annibal , lo. 7/;9 4};2_ - ke
{Llcensed Embclmar’s Statement on Revarse Side)



RECEIVED UL 30 vy o R

MARION CO. HEALTH DEPT,
 DATE FILED_ WYL 3 p idsy R | '

STATEMENT BY LICENSED EMBALMER

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

by me, or by ...... . . I » Student Embalmer No....

working under my personal supervision..

Student .. . e iiiiiaiiiisicraaarana,
Signature of Student Embalmer

R ’ - ) , ' P. O, Address_._.ﬁa.n_r}.j:pal

2 . . v

Note: The above MUST BE SIGNED BY THE.LICENSED EMBALMER iri his OWN HANDWRITING.

to comply with the above constitutes grounds for revocation of ltcense) S .
-+ - - - li-embalmedbya STUDENT he also shall sign in l'ns OWN handwntmg ] e
If this body is not embalmed fact should be so. stated above. . - s
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