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THE DIVISION OF HEALTH OF MISSOUR!

STANDARD CERTIFICATE OF DEATH

HLED APR 2 4 19589i:1r01i0r! Disrri_ct No. %?F’umury Registration District Nozaya

59-014107

vor REGistrar's No __f

STATE FILE NUMBER

Housewife

Marion Indiana

1. PLACE QF DEATH 2. USUAL RESIDENCE [Where deceosed Jived. If institution: Residence before
a. COUNTY a. STATE k. COUNTY odméssio
Marion Missourd Marion
b. CITY (If cutside corporate limits, give TOWNSHIP only) Inside Limits c. CITY Inside Limits
OR . Yes [ N | OR 4 é t)“ % ¥ g‘e N
TOWN Hannibal es ° TOWN Hannibal L i o]
c. FULL NAME OF (H NOT in hospital, give locatien) | Length of stay in 1b d. STREET {1 sutside, give location) Reside on Farm
HOSPITAL OR ADDRESS
insTiTUTIoN  St«Blizabeth Hospital 807 A Broadway Yes [] Nol[%
3. NAME OF DECEASED First Middle Last 4. DATE Maonth Day Year
(Type or print) QF
OLIVE DETOSTA ARTHIR PEATH April 15p1959
5. SEX ! 6. COLOR OR RACE ?'MARRIEDDNEVER marrieo[] 8. DATE OF BIRTH | 9. AFEv S,.'z:,,,; |; UP::)!E R I;:;EAR I:ﬂUNDER 2:"'HRS
ast birthday an urs in
Female | Wnite wooveolg 4 orvorceod| November 25,1876 b0 |
10a. USUAL QCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond stote or country) 12. CITIZEN OF WHAT COUNTRY?
during mest of working life, even if retired} INDUSTRY f

US A

130, FATHER'S NAME

(Yes, no, or unknown)

13b. MOTHER'S MAIDEM NAME

Lucindas Wajden

Stephen W,Bagley

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?

(If yus, give war or dates of service)

15. SOCIAL SECURITY NO.[ 17. INFORMANT

Address

14. NAME OF HUSBAND OR WIFE

Ruben Clay Arthur(Dec.)

No -Mn.h. C.hArthur Hennibhsal Miocourd
18. CAUSE OF DEATH (Enter only one cause p e for (a}, (b}, ond (c).} INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: . ~ ONSET gD DEATH
IMMEDIATE CAUSE (a) P L
—
Candltions, if any. ,  DUE TO (b) AQ@MQM@@ L. W S yrs
which gave rise fo T
obove couvse ({a), } - z‘—ﬁj’d %J\ -
ating th: dar-
z lying cavaa losy, ? DHEFrTs) cé—aﬁ%— -, Lok . At B R 9 yrs.
= PART 11, SJHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but Ao related to the terminal diseass condition given in PART | (a} 13. WAS AUTOPSY
5 d‘ A - Yy, PERFORMED?
L M_( <L YES[] NO(5t oL
=1 200. ACCIDENT  SUICIDE HOMICIOE 20 ESCRIBE W INJURY OCCURRED. (Enter noture of injury in PART I or PART Il of item 18.)
w
8 o O O
§ 20c. TIME OF Hour Month, Doy, Year
a INJURY a.m.
b p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.qg., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATG NOT WHILE [:] farm, factory, street, office bldg., etc.)
WORK AT WORK
21. | attended the deceased from 9-16—48 . Io 4-15—59 and last sowxhﬁ;elive an 4-15-59
Death o:cur}ed at _— 7: 15 A. m on the date stated above; and to the best of my knowledge, from the couses stoted.
T, SIGHAT {Degree or title) ¢ 22b. ADDRESS 27¢. DATE SIGRED
B K.D. 1060 M, Sixth,Hannibal, Mo. 4-17-59
23a. BURLAL, CREMATION, | 23k, DATE 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, er county) {S1a10)
REMDVAL {Specily) .
Burial A/17/59 Mount Olivet C issourd

24: FUKERAL DIRECTOR

ADDRESS

4 - 20 -

W.Crawford Smith Hannibal Missouri

25. PATE RECD. BY LOCAL REG.

26. REGISTRA SIGNATURE




STATEMENT BY LICENSED EMBALMER

- I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalm
by me, or by

..........................................................................................

working under my personal supervision.

Student oo e e
Signature of Student Embalmer

P. O. Address,.

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.

’



