i Dr. Holler THE DIVISION OF HEALTH DF MISSOURI 58""018983

Wolfeln STAN DARD CERTIFKAT! OF DEA‘H ! - STATE FILE NUMBER —_—
ublic . .
ervice r"_ED JU N 1 2 lgssggishuﬁon_ Di_s.t_[i:t Na. Zo 9 Primary Reglsh‘mlon Dll'ﬂt' Ne. 3 o‘%.-sr-— e R‘Q""“r ﬂ}h-«-{ ’~"L-é'-;4'-'u""
. PLACE OF DEATH 2. USUAL RESIDENCE _{Where deceosed tived» If institution:- Rg;ld;r;:e l; ;;g
300 COUNTY Marion o. STATE Migsgsourt b, COUNTY Marioﬂdm"S'D
CIOTRY (If cutside gorporate limits, give TOWNSHIP only) Inside Limits c. CloTR:( [ s 6 6 ’Z % Inside Limits
TOWN Hann ibal Yes 3§ No [] TOWN Hannibal 0 Y“w |
€. ftg[s_;l{_qAAt\EooF {1f NOT in hospital, give location} | Length of stoy in 1b d. iB%EET {If outside, give location) Reside on Form
R RESS
l wstitution O3 Cardiff Dr, 703 Cardiff Dr, Yor [ NoxX]
3. :'lTAME QF DE)CEASED First Middle Last 4. DATE Month Day Year
ype or print OF
Nettie May Boullear peath 5/15,/1958
5. SEX ’ 6. COLOR OR RACE| 7. MARRlED;E] NEVER MARRIEDD 8. DATE OF BIRTH 9. AGE E:r{;:;; ::‘r:ﬁn;;r:m l:uLll:‘DER 2:“:,25.
Female Whi te wooweo[] ) oivorceol]| 9/19/1881 78 ]
I 10a. USUAL QCCUPATION {Give kind of work dena | 10b. KIND OF BUS“‘ESS OR 11. BIRTHFLACE (Ciry and state or country} 12, CITIZEN OF WHAT COUNTRY?
during most of working Lifs, even if retired) INDUSTRY
Housewfie Lircoln, County, Mo.| U.S.A,
| 13a. FATHER'S NAME 13k, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Zachary T. Bell Sarah Ann Dowell Clarence L.Boullear
I5. WAS DECEASED EVER IN U. S. ARMED FORCES? 16, SOCIAL SECURITY RO.{ 17. INFORMANT Address R
Y , or unknawn w3, giva wor or dates of service]
R or ko] (e @ et of servics) Clarence L. Boullear 703 Cardiff Dr,
18. CAUSE OF DEATH (Ent I line for {a}, (b}, and {c). INTERVAL BETWEEN
PART I DEATF% \\"1A§r EHAL,.IS?[‘; CBG‘IE:“ per line for (e}, (b}, and (<).) Hannibal ’ Mo ONSET AND DEATH
IMMEDIATE CAUSE (a) Coronary Qccillusion . 5 days

3

which gave rise to
above couse (a),

Conditions, if any, } DUE TO (b)

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

1ati h der-
z yimg “caves last. 7 DUE TO (<) - Y30 |

5 [= PART il. OTHER $IGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diseaxs condition given in PART | (a} 19. WAS AUTOPSY
£ ] PERFORMED?
- o YES[] NO

- £ | 20a. ACCIDENT SUICIDE HQMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. ({Enter nature of injury in PART | or PART 11 of item 18.)

= us
% v 1 O 8

: IRk

© V| 20¢. TIME OF Hour Month, Day, Year

2 o INJURY  a.m.

g x p.m.

E 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g.. inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

= WHILE ATD NOT WHILE O farm, factory, street, offica bldg., etc.)

n.a WORK AT WORK
| E 21. | attended the deceased from . , to Ma\.v 15 N 1958¢nd last saw ::’; alive on MB-Y 15 3 1958

2 Death occurred al /)'_{' b b A. M. - py___ mon the date stated cbove; and to the best of my knowledge, from the causes stated.
- 5 2Zo. s?ﬂua;/ res of title) / 220, DATE SIGNED
Bl ) - -
: L 1524 -5%

23e. BU L, CR%MATION Sb s 234. LOCATION (Cirr? 1awn, or county} (State)

BUFIAL ™ [5/17/1958 |Grand View Burial Pari Hennibal . Mo.

24. FUNERAL DIRECT& ADDRESS 25. DATE RECD. BY LOCAL REGX}“’ REGISTRAR'#SIGNATURE

H.M.0'Donnell, Hannibal, Mo, L.27-4"8 7]
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e
~—
Lo




.
P

RBCETVED JUN L | L
MARION CO. HEALTH DEPTj B

DATE FILED_ YN 1 1 1954
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STATEMENT BY LICENSED EMBALMER

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

By D, O DY it ce it vte b ess e vt v sre b s r st sbsnsnasetnrnssnrssannannronsbbsasiss ., Student Embalmer No. ......cocvvennnenn.

working under my personal supervision.

Slgnedj/j( {/%/MLZ[ ............ |

Student ...oooviii et
Signature of Student Embaliner

P. O. Address..... Hannibal, Mo,
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds fot revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this-body is not embalmed, fact should be so stated above.

-

\




