THE DiYISION OF HEALTH OF MISSOUR] -

..... 58:.—.019913_____

. Health,

&pw|:|l-h" 1 STAN DARD CERIIHCATE OF DEATH 3 3 STATE FILE NUMBER 7
] wblic .
y Service [ gistration District No. _.._1 Z" a.i ................ Primary Registration D-smct No 0 s‘ A Reglslrar's'No / ’[____ .
LD MAY 9@ jondesreion b .
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceused tived. . If mqmut;on ‘Residence bgfore
. 300 a. COUNTY a. STATE T COUNTY - admiss
Marion ) M1 ssouid Marjon .
- 1-57 b, CIC;I'RY (If cutside corporate limits, give TOWNSHIP only) Inside Limits c. chY b & Insidd Limits
TOWN Hannibal Yes [ Ne [] TOWN gannibal 0 YesK] No [
<. FgLé.' NAME OF (If NOT in hospital, give locotion) | Length of stay in 1b d. STR%EES (If outside, give location) Reside on Form
HOSPITAL OR ADDRE
NsTITUTION Clark's Rest Home 408 Rock Yes[] No[X
3. NAME OF DECEASED First Middle Last 4. DATE Manth Day Year
{Type or print) OF
ALVIN H. WALXER DEATH  May 18,1958
5. SEX b 6 COLOR OR RACE] 7. MARRIED[ T HEVER MARRIEDd 8. DATE OF BIRTH 9. AE.Ee Sin|r‘;°,; ;ul.:'r:‘l‘D’ERg::AR I:HL::DER 2;:!&5.
v ay, .
Male White wooweo[] fyoivorceol]| Japnary 1,1879 1°{7
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR Ti- BlRTHPLACE (Cl!y cnd state or country) 12. CITIZEN OF WHAT COUNTRY?
during mast of wotking lifs, aven if retired) INDUSTRY q
NoOW Not Xnowm
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Not khown Not ¥nown None
15. WAS DECEASED EVER IN U, S, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
{Yws, ne, or unknawn)| (Il yes, give wor or dotes of service) ;
500 16 E219 Mra. Iahn Bubhert Aledo Tllinais
18. CAUSE OF DEATH (Enter only one cauvse per ilno for (u), {b), ayfd (c}.) INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY ] 3 AND DEjTH
IMMEDIATE CAUSE (o}

Conditions, il any, DUE TO (b) Méfjéi 2 : -
which gave rise to }
obmfo couss (a),

tat th d .
% _Ily:nlg"ncuu.ll“?a:: DUE TO (C) 1380
[= PART Ii. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat related to the terminal dlseoss condition given in PART | (a) 19. WAS AUTOPSY
z PERFORMED?
L : - YES[] NO
5| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART II of itom 18.)
At .
o O O 1 ;
(j_ 2¢. TIME OF Hour Month, Day, Year
a INJURY  am.
= p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inornbomhcme, Y, TQAWN, OR LOCATI . COUNTY : STATE
WHILE ATG NOT WHILE O furm, fnc!ory, street, office bldg., etc.) !Z
WORK AT WORK

JUSE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

21. | ottended the decnns-d from 02/z 7/-(?' . to ﬁzzz&z‘ and Lafst ldw hnm alive on

. Death O}R\Jrred ot 12 20 A, 'on the date stated above; and to the best of my knowledge, from the couses stated.
2¢. DATE SIGNED
/éJAfii_

{State)

Doctor, coroner, ete. must use only stendard nomencloture in item 18. No symptoms will be listed,

All diseoses in Port | must be causally reloted.

23a. NGW' {Degroo or % O 0 22p. HODRESS
i
23q. BURI‘&(EMATION, 23b. DATE . c. NAME OF CE TfRY OR CR ORY
‘Bnrial A 0M
‘Burigl !:/0(\/1‘1}'1? d s

24. FUNERAL DIRECTOR ’ ADDRESS 25, DATE RECD, BY LOCAL REG‘.— F. REGISTRARS SIGNATURE

{.Crag o~y S:44h Hannibal Missouri

{(Licansed Embolmer’s Stofament oh Reverse Side)

CATION {City, town, ot county) 4

=
=

-
-
[




HECEIVED_HAY 27 1
MARIGN CO. ;iEALTH DEPT,
DATE FILED_HAY 2 7119!;__,‘

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
DY M@, OF DY oottt ereiecieriseeertsererrasn e ensatsrsaararennrrasbsaaranis .» Student Embalmer No. ................... |

working under my personal supervision.

Student oo e e
Signature of Student Embailmer

Licensed Embalmer No......7Bl4........
- ‘ P. O. Address.. Hannibal #ssouri

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for 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.

- t - - - . . v -




