THE DIVISION OF HEALTH OF MISSOURI

130. FATHER'S NAME

ANDREW WALTERS

136, MOTHER'S MAIDEN NAME

SOFTA SCHERLR

14. NAME OF H:UQBANII_D OR WIFE

FRANK VAIL

t. Health, '________ ) ___ _______
e STANDARD CERTIFICATE OF DEATH ~—28=U<cb1 54
5 Public — s
th S-wlc' ‘- tU AU G 7 ]gSaglslrullun District No. 17 g 5 Primary Re_gistrnh&n'ﬂis!rt'ei No..: 3?— uuuuuu Registrar’s N°-----..3»-3—-3 -----
. PLACE QOF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Rosclldgnca,b)efor. 7
. COUNTY . STATE N NTY admi s5)on
. LINN : MO, LI 7
- ] 57 b. Cg"{ {If outside corporate limits, give TOWNSHIP only) Inside Limits c Cgk‘f 0 = g D Inside Limits
TOUN MARCELINE Yes [XNo [] towmv  MARCELINE =T 0 1 Yald N[
c. FLOJLIL- NA::‘IEOOF {1f NOT in hospital, give location) | Length of stay in 1b d. STDRD%EEES {If outside, give location) Reside on Form
H ] o~ - Al
henrution FLORENCE REST HQUME 9da - RFD Yes [J Ne ]
| |
NAME OF DECEASED First Middle Last 4. DATE Month Day Year
(Typo or print} -y or
MARY 5 VAIL DEATH ~ 7/17/58
SEX , 6. COLOR OR RACE]| 7. MARRIED@N#\’ER MARRIEDD 8. DATE OF BIRTH 9. AEE (bll’:t:::;-; :;TISEQ[‘)LE.AR |;°1:|'N’DER 2:‘::5.
F i} wooweo] ' oworceold| 7 /122 /1678 o1& |
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUISINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working life; aven if ratired) INDUSTRY . O
HOUSEWIFE ST, 1OUTS, MO ISA

H

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
(Yus, no, or unknqwn}] (If yes, give wor or dates of zervice)

16. SOCIAL SECURITY NO.| 17. INFORMANT

FRANK VAIL MARCELINE,

Address

B0

18. CAUSE OF DEATH {Enter only one cause per line for {a), (b}, and (c).)
Cerebral Hemorrhage

PART I.
IMMEDIATE CAUSE (g}

DEATH WAS CAUSED BY:

INTERVAL BETWEEN
ONSET AN{ DEATH

Arterio sclerosis and hyvertension

indefinite

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Conditions, if any, DUE TO (b}
w::d‘ gave rise to }
above couse (o),
tating th der-
l‘yiung"geeu:-m;c:. DUE TO (c) 33 / x
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bus not relatad-te the'termlngl disease conditlon glvan In PART | {a) 19, WAS AUTOPSY
- PERFORMED?
YEs[] No[]
20a. ACCIDENT SUICIDE HOMICIDE Mb. DESCRIBE HOW INJURY QCCURRED. (Enter naturs of Injury in PART | &« PART Il of item 18.)
O 0 O
2c. TIME OF Hour  Month, Day, Year
INJURY  am.
p.m.
20d. INJURY OCCURRED 2e. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE AT
work 1

NOT WHILE
AT WORK

[}

form, factory, streas, office bldg., etc.)

21.

| ottended the deceas

Death eccurred at

~July L7Eh, 1957

MarCh 20[55.6 2 17£ 57 and last sow hm“rzlivc on
110, the date stated above; and to the best of my knowledge, from the causes stated.

“}iar celine,

Doctor, coroner, etc. must use only standard nomenclature in item 18. No symptoms will ba listed.

All diseases in Part | myst ba causally related.

. SIGNATURE

22b. ADDRESS

22c. QATE SIGNED

oo or title) -
/_}CD,M@'QA@W ™LA V) e \ vy N\?, 7/,“ e
23a. BURIAL,(EMATIOP’. 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY . LOCAT!DN {City, town, or county) 7(& -
R |zg19/58 MT. OLIVET MARCELINE, MO .

.{3.)
o

NERAL DIRECTOR

DRESS

- 7?74«:04

25. DATE RECD. BY LOCAL REG.

7—/? 3§

26- REGISTRAR'S SIGNATURE

d Embolmes’s on Rn--- Side)




STATEMENT BY LICENSED EMBALMER

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

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

working under my personal supervision.

Student

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failu i
‘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.




