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No symptems will be listed.

coroner, stc. must use only standard nomenclature in item 18.

All diseases in Part | must be cousally reloted.
USE ONLY BLACK INK OR RIBRON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH QF MiSSOURI|

28-033492

_ STANDARD CERTIFICATE OF DEATH STATE FILE NUMSER ]
agistration District No._ Qﬁ ? Primary Ruglﬂrannn Dulracl Ne. nﬁﬁ_%,__;é """"" Rngulrar s No., __C_s_______é_______
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whore dnceus;d ::Iée'j If institution: R".i,‘f,'"“ bfforc
. COUNT . STATE NTY ission}
o counTY Marion : Misgouri Mario Y
b. CITY (lf outside corporate limits, give TOWNSHIP only) Inside Limits c. CgRY lnslde Limits
R
o  Hannibal Yes bl No [ 06"[‘{ town  Hannibal Yes[id Ne [
c. Egls_'ls_I-II:lAl}:\%gF {1f NOT in hospital, give location} | Length of stay in 1b d? STREE'ES {If outside, give location) Reside on Form
Al - ADDRE
wsTTuTon ot JE11zabeth : gl2 Ely Yes [] Nof]
3. :leE OF DE)CEASED First Middle Last 4. DSEE Month Day Year
ype or print
Ralph Chioman pEaTH  9/29 /1958
5. SEX 6. COLOR OR RACE] 7. MARRIED[ INEVER MARRIEDE] 8. DATE OF BIRTH 9. AEE E"J-;:;; :::&E a;u\;lim liel::DER 2:“:315.
Male O | Walte wooweo[] 0 oworceo)\ 4 /16/1909 %Y |

100 USUAL OCCUPATION {Give kind of work done
duan maost of working life, even If retired)

uto Mechanice

10b. KIND OF BUSINESS OR
INDUSTRY

11. BIRTHPLACE {City and state or country)

Nelsonville, Mo,

Q

12. CITIZEN OF WHAT COUNTRY?

U, S5.A,

13a. FATHER'S NAME

William H.

Chioman

13b. MOTHER'S MAIDEN NAME

Alma Schofield - - -

14. HAME OF H.IJ'SBANQ OR WIFE

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
{Yes, nc,R-dnknqm)I(Il yes, give wor or dates of service)

14. SOCIAL SECURITY NO.

17. INFORMANT Address

William H. Chipman,512 Bljy

MEDICAL CERTIFICATION

PART I.

Conditions, if eny,
which gave rise to
obove couse (o),
stoting the under-
lying couse last.

DUE TO (¢)

18. CAUSE OF DEATH (Enter only one cause per line for (o), (b), ond {c}.}
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (<)

Hannibal, Mo,

INTERVAL BETWEEN
ONSET ANDLDEATH

| -2

4
DUE TO (b) &M W

Yesrn

¥

$4301

4

PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dissase candition given in PART | (a)

19. WAS AUTOPSY
PERFORMED? /

Yes no [

20a. ACCIDENT SUICIDE HQMICIDE

20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)

o o O
Wec. TIME OF .Howr Momth, Day, Year
INJURY  am
p.m.
20d. INJURY. OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, street, office bldg,, etc.)
WORK AT WORK

21. | attended the deceased from
Decth occurred at

OTISTPOML

, o

and last saw h & glive on

m on the date stated cbove; ond to the bast of my knowledge, from the covses stated.

zuuae ! E 91 {Dagres or mla)

/. £DRE55 m

22¢. PATE SIGNED

9/30/57

230. BURIAL, CREMATMN 23k, DATE

23c.

NAME OF CEMETERY OR CREMATORY

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

{State)

BErYaT-" 10/1/1958 Midway Cemetery Lewistown, M
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26— R g o
H.M, 0'Donnell, Hannibal, Mo, e BV EVEAY o ;g’

(Liconsed Embolmar’s Statement on Reverse Sids)




© oot 1988
RECEIVED

MARIGN CO. HEALTH gpgp'r.
DATE FILED_9CT 7 13

STATEMENT BY LICENSED EMBALMER

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

BY ME, OT DY it s s r s s e e r v e rae s r e e rarasar s r T TT s .» Student Embalmer No. ...................

working under my personal supervision.

Student eoeenrniiii s e e
Signature of Student Embalmer

Licensed Embalmer No..... 3889 ........
pP. 0. Address Hannibal,Moa....

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).
Ii‘embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.

[



