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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE .

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

59-018425

STATE FILE NUMBER

|:“-E[] MAY 2 8 195agistrufiun_ District Ne, ..__%.a__?_ .............. .Primary RegisrwﬂPiS'riF'_Ni-...,B_..a.-g..j ........ Registrm'ﬂ.___z_i-,s_ _____

13a FATHER™S NAME

Samuel Wright

13b. MOTHER'S MAIDEN NAME

Julia MeClary

1. PLACE OF DEATH _ 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence byfore
a. COUNTY o. STATE b. coum“t admi sy:(
Marion M_i_mgpi__‘arign__—___
b. CITY (if outside corporate limits, give TOWNSHIP only) Inside Limirs c. C(I;FRY Inside Limits
OR |
TowNh Hannibal Yes Q No (] TOWN | 1 Ynsg] No []
c. EgLL NAMEOOF (If NOT in hospital, give location} | Length of stay in 1b 06;1‘;1 STREET {If outside, give location) Reside on Farm
SPITAL OR ADDRE
0 instivution St, Eljzabeth Hospl 1 week o {003 North street Yes[ Mol
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
(Type or print) OF
Anna Mae Diggs DEATH  w
5. SEX 6. COLOR OR RACE] 7. MaRRIED[ ] WEVER MARRIED] ] 8. DATE OF BIRTH 9. A'G“E' ::I,:';::;; l;::p?.“ ;:):AR IE:::DER z:ﬂ:RS.
Female 3| HNegro wooweo[g  oivorceo(J} [ ]
J'lOu. USUAL CCCUPATION (Give kind of work done { 10b. XIND OF BUSINESS OR 11. BIRTHPLACE (City and atate or sountry) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, aven if retired) INDUSTRY
acher Macon, Mo, o 0.8, A

14. NAME OF HUSBAND OR WIFE

Charles Diggs

15. WAS DECEASED EVER IN U, 5, ARMED FORCES?
(Yes, no, or r-ml-nqwn)l(lf yms, give war or dates of service)}

16. SOCIAL SECURITY NO.| 17. INFORMANT

PART I. DEATH WAS CAUSED BY:

18. CAUSE OF DEATH (Enter only one cause per {ine for

{oh (Bh, ond (e1)
“Yongestive heart failure

Address

INTERVAL BETWEEN

ONSg Aﬁ)&ﬁH

2 IMMEDIATE CAUSE {a)

Cerebral mmascular accident

7 days

21. | ottended the deceased from

>/ 16/59

5/&2/59

: t0

and last saw :ﬁ alive on
m on the dote stated cbove; and to the baest of my_kmwladga, from the causes siated.

Conditions, if any, DUE TO (b
which gove rise 1o
cbove cause (o),
stating the under- }
% lying cowse last. DUE TO {c}
=3 PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal diseose conditien given in PART | {q) 19. WAS AUTOPSY
h z/ PERFORMED?
i 331X|  yes(g woQd
| Wa. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART 1 or PART Il of item 18.)
w
o O [ [
S{ 2c. TIMEOF Hewr Month, Day, Yeor
3 INJURY  o.m.
k3 p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, lactary, street, office bldg., etc.} .
WORK AT WORK H v M

’-Qeu!h occurred at 5 -‘5 A"

755,40

o | 22b. ADDRESS

508 Broadway,Hannibal,Mo.

22e. DATE SIGHNED

5/25/59 -

23 _BORIAL, CREMATION, | 23k, DATE

REMOVAL (Specify}

FUNERAL DIRECTOR

Robinson Cemetery

ADDRESS

218 Broadway

23¢c. NAME OF CEMETERY OR CREMATORY

25. DATE RECD. BY LOCAL REG.

{Licensed Embalmas’s Statement on Riverse Side}

Tous

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

{State)

s Mo,

SIGNATURE




~
AP W 2 e i e

o . STATEMENT BY LICENSED EMBALMER

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

by me, 0T DY ...cveiveireiinncrennerneraes fevesenessrrhtesvessnstasrietessetatttiatatenserenntrnee ., Student Embalmer No. ......covceeenrens

working under my personal supervision.

Student .cvveiiiii e e s Sign
. ngnatu.re of Student Embaliner

P. 0. Address.,

" Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HA WRITING. (Failure
to comply with the above constitutes grounds for revocation of hcense)

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

If thiz body is not embalmed, fact should be so stated above,

I ) -




