_— THE DIVISION OF HEALTH OF MISSOUR| 58-044908
ealth, -
& Welfare - SI'A"DARD tER‘lII"I(A'I‘! OF DEAT“ STATE FILE NUMBER
Public
Service HLED JAN 8 1M|nctlon District Na. _2 V) q Primary Registration Dumr.f Ne. 3‘0...&6:-3_ _____ Registror's No. ,____..ﬁ.{éig__-_
o 1. PLA%E OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Res‘;g,enca bfhra
. a. COUNTY a. STATE . ., b COUNTY admission,
- 300 Marion Miesaprd Marinn
1-57 b. CITY {If cutside corporato limits, give TOWNSHIP only) | Inside Limits e CITY . Inside Limits
OR . Yas;] Ne [ OR ¢ é Lf-lf. Y-aqs Mo [}
Tovd  Hannibal TOMN Uamnihal
i &. FULL NAME OF [If NOT in hospital, give location) | Length of stay in 1% d. S5TREET (lf outside, give location) Reside on Farm
: HOSPITAL OR ADDRESS Yos (] Mo
, INSTITUTION T ayarine Hogn, N1 g Modn = L
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) . 0
MNaurias A MeClure DEATH  Nov,9.1958
5. SEX | 6. COLOR DR RACE!} 7. MARRIED[ ] NEVER umnlEDD 8. DATE OF BIRTH 9, AGE1 S{.'m.;; :::ﬁsn%::m t;\i:ben 2;::!5.
- r L} -
' r Whi e .wiowep[ ] 2 oivorceo[ ]| 5_75_7887 7'7 _ ‘ I
H 100, USUAL OCCUPATION (Give kind of work doas § 10b %gsf BUSINESS O 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
= duritg 5’9?‘ ikimy lite, aven if rotired) USTRY T -
. I3 TnAianag 1 1-‘.b.A-
3 130, FATHER'S NAME 13b. MOTHER'S ug{fﬁ.’WE J4- NAME OF HUSBAND OR WIFE
g P }. home o
2 R E A —
B 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
E_ (Tes, no,_or wﬂ:mm)l(ll yeos, give wor or dates of service) - -
i NO

ncliofure 1n item

18. CAUSE QF DEATHI}
PART |. DEAT

IMMEDIATE CAUSE (a)

Conditions, if eny,
which gove rise 1o |
obove couss (a),
stating the whder-
lying couse lasr. DUE TO (c}

Enter only one cause per line for (a), (b}, and {(c).)
WAS CAUSED BY:

Cerebral thrombosis

INTERYAL BETWEEN
ONSET. AND DEATH

_..13 dgvs

DUE TO (b)’

PART Il. OTHER SIGMIFICANT CONDITIONS CONTRIBUTING TD DEATH but not related to the 1erminal dlisass condition given in PART I (o)

19. WAS AUTOPSY

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
WEDICAL CERTIFICATION |

Deoth occurred ot

PERFORMED?
3234yl w2
20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.) o
D o O

2¢. TIME OF ,Hour Month, Doy, Yeaor

INJURY ',:.m.

p.m.
20d. {INJURY OCCURRED 20s. PLACE OF INJURY{e.q. lnnrubouthom-, 20f.,CITY, TOWN, OR LOCATION | COUNTY - STATE
WHILE AT WELE farm, factory, street, 5ftice bIdg., etc.)
WORK
. | atrended the deceased from 10~-26-58 11=9=58 cud tass s 1¥" aliveon_11=9=58

2 OO -A «_m on the dote stated abave; and to the best of my knowledge, from the causes stated.

a

RESS

22c. DA

/ Ke-

23, BURIAL \CR

oyt

235 DATE

11-11-5%

t.,

23c. NAME OF CEKET ERY OR CREMATORY

23d. LOCATION {City, town, or couty)

Sy All diseases in Part | must be causally related.

-

"livet © retery

Hannibtal,

(5

.

A

OIRECTOR

M . b,

/-2~ /9859

25 DATE RECD, BY LOCAL REG.

4

26. REGISTRAR'S SIGNATURE

G2 ek 2 C i i

Iy
d Embolmet’s

on Reverse Slde)



RECETVED JAN 7 1959 ’ | .
MARION CO. HEALTH DEP"R

DATE FILED__JAR 7 1359

)

- . . - .

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 BY oo eeeeeeevretretrsesrereerasrarassessaneasasannteetesttaasesennrernrennrenn ., Student Embalmer No. ..............

working under my personal supervision.

SEUAENL wveererrereeriiiiiinriniereieniaiesrees sesssneransnnes
Signature of Student Embalmer

- . PR

- _ -P. 0. Address

- - - ‘

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

If embalmed by a STUDENT, he also shall sign in his OWN handwntmg

if this body is not embalmed, fact should be so stated above.

« -




