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Doctor, coroner, atc. must use cnly standard nomenclature in item 18. No symptoms will be listed. All
diseaszes in Part | must be casually related. Coroner cannot certify to o death due to notural causes.
USE ONMLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
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‘110a. USUAL OCCUPATION (Gize kind of work done

THE DIVISION OF HEALTH OF MI330URI

Ragistration District No. ... £

FILED NOV 221957
AOG...

STANDARD CERTIFICATE OF DEATH )

2,

e ™

Primory Registration Disfrict M

5"1"ATE FFLE NUMBER, o

:._-9..0‘.-5-:(.3“.. ..'1.'4 R;glnrur'.s Ne. }(JS

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. I institution: Residence ‘before
P dm:ulon)
. COUNTY . a. STATE P b COUNTY i3 ¥ -2
¢ Marjion Mi ssourl _MF!T‘" P
b. CITY (If outside corporata limits, give TOWNSHIP only) | Inside Limits c. CITY Inside Limits
OR OR yr
Yeos O Ne O g
TOWN Hannibal “x TOwN  Hannihal py¥ I Yerg Moo
. b W
c. 5gl§|!:|1~:|’_*%g’= (1 NOT inhospital, giveloecation)|Length of stay in 1b 4. STREET (If outside, give location) Reside on Farm
INSTITUTION Leverine Hosnit ADDRESS 1 000 Muyyvpah YosO HNo EIiE
3. NAME OF Firat Middle Lest 4. DATE Montk Day Year
DECEASED OF
(Type or print TILLIAM HARRISON DILTS ocarw November 17,1957
5. SEX 6. COLOR OR RACE 7. 8. DATE OF BIRTH S. AGE (Jn yeary | IF UNDER | YEAR hIF UNDER 24 HRS.
& marries ] never marrico [ st Sithgas) Taromtin | D oot RS
Male Fhite wmov?sb’ﬂ oworcen [l g etobher 15 1874 £z

106, KIND OF BUSINESS OR INDUSTRY

C.B.&.0Q.

during moun! of working life, ecen if retired)
Retired

11. BIRTHPLACE (City ond atate o country)

Relle County Missouri

1 L)
O 127 CIMZEN OF WHAT COUNTRYT

s A

13, FATHER'S NAME

Clayton Dilts

14. MOTHER'S MAIDEN NAME

Angeline Hendricks

15, WAS DECEASED EVER IN U. S, ARMED FORCES? 6. SOCIAL SECURITY NO.
{Fes, nﬁw unknownl | {If pes, give war or dater of service)
(o}

None 492 24 0691

17. INFORMANT

George C.Dilts St.Louis Missouri

Address

18, CAUSE OF OEATH [Enter only one cause per line for (a), (b), and (¢).]
PART I, DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

Cerebral thrombosgis

INTERVAL BETWEEN
ONSET AND DEATH

Conditions, ifenv, 1 pue 7o () __Arteriosclerosis
which gare rise fo .
above c;uaz ;)-
atating the under-
- lying cause lasl. DLE TO {c)
[=] PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN m PART I{a} 9. WAS AUTOPSY
= PERFORMEDL/ D
3 332 X | vesO wg
E 200. ACCIDENT SUHICIDE HOMICIDE | 200, DESCRIBE HOW INJURY OCCURRED. (Enfer mature of injury in Part Ior Part 1l of itemn 18} :
& O O g
o
2‘ 20c. TIME OF  Hour  Month, Day, Year
9 INJURY & m.
E p-m.
Z | 20d. IN!URY OCCURRED 20e. PLACE OF INJURY (e. g., in or aboul home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT HOT WHILE Jarm, factory, street, office bidy., ele.)
WORK AT WORK

11-11-57

2l. 1 attended the deceased from

Death occurmr"'—'m P

. FO _ll:l&j_._and last saw ;::; alive on ll-lé—q'?

m onthe date atated aboy;:nd‘ to the best of my knowledge, from the causes stated.

~

7))

oot/

23d. LOCATION (City, town, or county)

% ) ; Zuormu C|22b. A
23g. BUAIAL. cn:\um?/ 235, DATE 23c. NAME OF CE "CREMATORY
REMOVAL {Specifi . .
Burial 11/20/57 Barkxley Cemetery Ne
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG,
bal Missouri L/ G- SPST

Y

® Londan 53 Fﬁﬁnﬁ
26 REGISTRARS I

(State}

e LM Fiden,

{Licensed Embalmer's Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb
by mie, or by . ; .

working under my personal supervision..

L0 s 13 ) A R Signed..
Signeture of Student Embalmer

Licensed Embalmer No ....... 454

- S . - T P. O. Address.garnibal. lvu.‘sc

’ Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hlS OWN HANDWRITING (F:
to comply w1th the above constitutes grounds for revocation of hcense)

-

If embalmed by a STUDENT, he also shall sign in his OWN handwriting. T '.
if this body is not embalmed, fact should be so stated above. ol




