THE DIVISION OF HEALTH OF MISSOURI

No.300 .
e | FILED JAN 27 1958 STANDARD CERTIFICATE OF DEATH State File No 2009

"BIRTH KO. REG. DIST. NO.QL, PRIMARY REG. DIST. NO .\j"”‘l Reg:’:;mr’l No..ﬁjo_,

1. PLACE OF DEATH L4 2. USUAL RESlDENCE {Whaere dacossnd lived., If lnatitutlon: resldence befors

a. COUNTY * a. STATE . - b. COUNTY adypmion).

b. CITY (If outside corpurate [imlu writsa RURAL and give ¢. LENGTH OF c. CITY . d. is Rexidence within lmlts of

Ui TgWN . townahip)| STAY {ig thia place) ngn @ ! 5 Z ! a ;13 °[r_-_| maw?‘?MDm?
d. FULL NAME OF (11 act in hoapital or inatitution, give strec addrem or an) STREET (I rural, gve location) OS '/‘5

HOSPITAL OR ADDRESS
INSTITUTION I‘

3. NAME OF a. (First) b. {MJddle) e, (Last) ‘ 4. DATE (Month) (Day] (Year)

DECEASED
(Tvpe or Erind) HARRY ME GuvE  HoLmanw o JaN. 9 /959
5. SEX =1 6. COLOR OR RACE | 7. MARRIED. NEVER MARRIED. 7} 8. DATE OF BIRTH 9, I:GE ir(t;:hy‘)l“ v o | s s
. pactly’ t ¥, on aye ours .
MALE WHITE WIiDoWED MARen 9- 1387 l

10a. USUAL OCCUPATION itvekind otxork [ 100, KIND OF BUSINESS OR IN. | I BIRTHPLACE (G;\, yug State o Foreips Comntry) ol 12, CITIZEN OF WHAT

done during most of -Eruu utcr..-van‘!il retired) Y R hLLs &' ”:A‘ N ) I 40'

13a. FATHER'S NAME 13b. MOTHER™ S MAIDEN NAME 14, NAME OF HUSBAND OR ¥IFE

Joe  MREwMEHe Lman/| Magy SANE M2 CuNE STELLA HolmMAn

15. WAS DECEASED EVER [N U.5.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT"S SIGNATURE OR NAME ADDRESS

(Yos. no.orunknown}) | (If yes, xive war or dates of sesvice) NO. 'z P
ALY/ /% =015

18. CAUSE OF DEATH MEDICAL CEBTIFICATION INTERVAL BETWEEN

 Enter only onecsusper | 1| PISEASE OR CONDITION _  Myocardial infaret, acute ' O3FET AND DEATH
Ltno for (&), (by. and g | DIRECTLY LEADING TO DEATH(g) FOCE ¢ ’ 1 day

*This does not meen ANTECEDENT CAUSES

the mode of dying, such | Afertid conditiona, if any, giving DUE TO (b)
as heart failure, asthenis, mcut; th:‘rfly‘::?:u og;:awl stating

de. It meone the dis- Arte leriotic wvascular disease 1

e infu o comolice DUE TO () rioscleriotli year
tion whick caused death, | 11, OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not
related to the disease or condition causing death.

Chronic valvular heart disease 1 year

19a. DATE OF OP_FIR‘OJN 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY? ,2
H20/ ves ] wo (B
21a. ACCIDENT (Specify) 21b. PLACE OF INJURY (s.g..inorsbout | 21c. (CITY, TOWN. OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, farm, factory, acreat, office bldg., e10.)
HOMICIDE
21d. TIME (Month) {(Day) (Year) (Hour) 21e. INJURY QCCURRED | 2If. HOW DID INJURY QOCCUR?
- r, o WHILEAT ] NOTWHILE
INJURY = | “work AT WORK
. 2. I hereby certify that I attended the deceased from 1116158 19 , lo 1/18/58 , 18 , that I last saw the deceased
i alive on 1/18 , 18 , and thal dealh occurred at _______ m., from the causes and on the dale stated above. 4

Da. SIGN

ortitleb 23b. ADDRESS R ) 23c. DATE SIGNED
PRI #SE‘ 115 North 4ifth St. 'annibal, Mp, 1/20/58

T ~WRITE PLAINLY—USING UNFADING BLACK INE-—MAEKE A PERMANENT RECORD

24n. BURIAL, CREMA- 242, NAME OF CEMETERY OR CREMATORY | 24d. LOCATIQN (Oity, town, or county) {Siate)
TION, REMOVAL (Spedify) .
Neo .
’. ATE REC'D BY L%E’(‘;L REGISTRAR'S SIGWATURE 25. FUH%&L DIRECTOR'S SIGWNATURE ADDRESS
P . £/
- y Y /- ‘ Pl "W T 4010 O e __2' r7 p

-

(icensed Embalmer’s Statenfefit on Reverse Side)



JAN 2 4 1958 |

HEALTH DEPT,
JAN 2 4 1958

RECEIVED
"MARION CO.

DATE FILED

STATEMENT BY LICENSED EMBALMER,

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

by me, OoF by ... s , Student Embalmer No......-..--..

working under my personal supervision..

LT L L P LT TP RPPPPP
Signature of Student Embalmer

Licensed Embalmer No..%o.q. 3

P. O. Address& ]

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fai
to comply with the above constitutes grounds for revocation of license),

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

J¥ this body is not embalmed, fact-should be so stated above.

e $ _{



