,, ..o D Murnhy THE DIVISION OF HEALTH OF MISSOURI
waian -, STANDARD CERTIFICATE OF DEATH | : "“%E&ﬁ%&gﬂ e

::::::. r”.ED UCT 9 fggg um:nioq Qiﬂ:t No, _ia,g__________Primury R-_gisfraﬁon Di str?ft NtLQg.Q.%j _______ Registmr's No.g‘ggr._,{___-____

PLACE OF DEATH 2. USUAL RESIDENCE' (Where deceased lived. If institution: Residence before
., 300 a. COUNTY Marion o STATE agouri b. COUNTYjrg 1y Onodﬂu-mn)
1-57 b. CIOTY (If outside corporate limits, giva TOWNSHIP only) | Inside Limits e cgrRY ol 44 Inside Limits
R
Tom Hannibal Yes ] No[] jow Hannibal ¢ | v o (]
¢. FULL NAME OF {If NOT in hospital, give location) | Length of stay in 1b d. STREET (1f outside, give location) Reside on Farm

e ion St .Elizabeth APORESS 1516 Robinson Yull @

3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year

(Type or print) Viva E. Shuck DE‘)AFTH 9/26/1958

5. SEX 4. COLOR OR RACE 7.“ARR|ED REVER MaRRIED[ ] 8. DATE OF BIRTH 9. AGE {In years §F UNDER 1 YEAR| IF UNDER 24 HRS.

Irthday) { Menths | Days Hours Min.
Female ' | White wooweo[ ] oworceo(d| 7/22/1879 Vg hden [Homthe | Dy |
10a. USUAL OCCUPATION {Give kind of wark done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and siate ar country) 12. CITIZEN OF WHAT COUNTRY?
ing most of werking lits, sven if retired) INDUSTRY i
HoUgEWT T Elk, Pa. { U.S.A,

130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF I‘[USBANQ OR WIFE
Amos E, Walker Rosella Knapp Jasver Lewls Shuck

15. WAS5 DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.{ 17. INFORMANT Address

(Y-nm-ooar un!mqwn)l(ll yes, give war or dates of service) Jas per Lew1 5 Shuc k s 15 16 RO bi nson

18. CAUSE OF DEATH (Enter only one cause per line for {a}, (b), and {c}.) 3] Mo INTERVAL BETWEEN
PART I DEATH WAS CAUSED BY: ) Harnlibval, * ONSET AND DEATH

IMMEDIATE CAUSE (o) __ Uremia . 6 toc 7 dav!

7030

DUE TO () __Probahly nephritis 20 unknown

Conditions, 1l any,
which gove rise to }

above couse {a),
stating the under

Iylng couse last, DUE TO (¢} _Ilmmaﬂmﬂmc'ture 1eft‘ fF‘mIlT‘ _lLda.;.L

PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted to the terminal disecse condition given in FART | {0} 19. ;tégpggggg‘r

YES[] NO

200. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART L or PART Il of item 18.)
O OJ Patient stated she fell over a box in her home

20c. TIME OF .Hour Monih, Doy, Yeor
INJURY  o.m.

9:00p.m. 9:14/58 6 b4

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g. inb:;:'ubou!hc;me, 20f. CITY, TOWN, OR LOCATION COUNTY STATE
ILE AT— NOT WHILE tory, aivent, office bldg., efc. . . . . -
%RKEA 0 ATTWORK X “In ner nome. Hannibal Marion Missouri

21. | gttended the decoased from 9/14/58 . fo 9/2b/58 and last Saw En.r:u alive on 9/26/58

1 H 15 P . M . - m on the date stated above; and to the best of my knowledge, from the couses stated.

Fagree or.tjtle) 22b. ADDRESS 22¢. PATE SIGNED
ﬁc@ m 100 N. 6th,Hannibal,"issouri 9/29/58

» CREMATION, | 23b. DATE 23c. HAME OF CEMETERY OR CREMATORY 2. LOCATION (City, town, oe county) {State)

BurtaT"” 9/2 /19 Grand View Burial Par Hannibal, Mo.

4. FUNERAL DIRECTOR yADDRESS 25. DATE RECD. BY LOCAL REG. | 28 REGISTRAR'S SIGNATURE

H. M. 0'Dornell, Hannibal, Mo.|/0-2-/95¢ EON X el é%c&’a{m_»

{Li d Embolmer’s nt on Raverse Side)

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All dissases in Part | must be causally’ ralated.

o>




RECEIVED 0¢1 71958
MARION CO. HEALTH DEPT, -
OATE FILED_OCT 71958 e

STATEMENT BY LICENSED EMBALMER

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

by me, oI BY weeerveriirreieeerieranan e etantemneaseesensseereseerrentatanrrararsrentrinerensaiin ., Student Embalmer No. .........cceeuune..

* working under my personal supervision.

Student ...ooeiiriiiiiii i s s Signed d\/%@

Signature of Student Embalmer

Licensed Embalmer No. .3889
P. O. Address , 22111 D81, 100, .

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

-



