:_ Health, ﬁ THE DIVISION OF HEALTH OF MISSOURI ~59 __0 18 “4‘82

8 Weli STANDARD CERTIFICATE OF DEATH R
. Public
h Sesvice ‘“‘Eﬂ MAY 2 1 1gsg_tqislrulioq Dix_[r_i_cr No. _..__m..wﬁ _____________ ~Primary Reg_;istmlon pisfriFl Nn-.@..Q...%..b...._..m..._ Reg_i:hcr'sif& ..... Z_é{l?_ .....
'-"-k 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. | institution: Resdida_nc_e_. )fnre
A . mi n
5,‘,_300 a. COUNTY Marion a STATmissouri b CDUNTYMariorf s
157 b. CITY (i outsido corporote imis, give TOWNSHIP anly) | lnside Limits <. cgrév Inside Limits
- TowN_ _Hannibal Yes (g No[] town Hannibal Yos [ No[7]
A c. FgLL NAME OF (If NOT in hospital, give location) | Langth of stay in 1b o Ydf;/ STREET (If outside, give location) Reside on Farm
. HOSPITAL OR ADDRESS
- O _INSTITUTION Tgyering Hosp, [Life o 2105 Hope Yes [] Nok]
) 3. NAME OF DECEASED First Middle Last 4. DATE Manth Day Yeor
(Type or print) - OF
Grace Leeson DEATH April 26.1959
f 5. SEX & COLOR OR RACE]| 7. MARRIED[ JNEVER MARRIEDL | 8. DATE OF BIRTH 9. AGE (in yeors JFUNDER 1 YEAR| IF UNDER 24 HRs.
8 birthday) [ Months | Doys Hours MWin.
5 F - ¢+ | Wnhite 4 wooweo®  oworceo(J|March 4,1877 ?
g ' 10a. USUAL QCCUPATIOM (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
= durigg mest of working lite, sven if retired} INDUSTRY b
3 Rome Housewife - Oshkosh.Wisconsén ;| U.S.
:_:. 15a. FATHER'S NAME 13b. MOTHER®S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
1
! . Charles Day Frances Jane Audwes: Unk,
"é 2 15 WAS DECEASED EVER IN L. 5. ARMED FORCES? t6. SOCIAL SECURITY KO.| 17, INFORMANT Address
= K (Yes, g, a5 unkngwn)| (Lf yes, give war or dates of service)
=3 NQ | ——————— Mr.Robert Anderson 2300 Hope St,
z o 18. CAUSE OF DEATH (Enter only onae cause per line for (a}, {b), ond {c).} INTERVAL BETWEEN
& w PART I. DEATH WAS CAUSED BY: ﬂ . ONSET_AND DEATH
FE B L IMMEDIATE CAUSE (o) & 4 MLstrrpinse :
- . =4 - .
c ug‘, * .
- o Canditions, If any, DUE TO (b}
ﬁ’ = which gave rize to
s L above caves (o),
= r atating the wnder-
H 8 g lying causs last. DUE TO (c)
g - @ r PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but aet ralated to the terminal disecse conditien given in PART | {a) 19. WAS AUTOPSY
L B b PERFORMED?
T2 Shc . Yes[] O[]
'E - % 21 20. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART H of itea 18.)
- = = w - L
53 <USI0c TIMEOF Hour Month, Day, Yeor
.3 2 @ o INJURY  &.m.
o ‘5' : = p.m.
2 E % 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY = STATE
Jt W WHILE ATD NOT WHILE O farm, factory, strest, office bldg., e1c.)
1 na. g WORK AT WORK L =
§ 'E‘ 21. | ottended the deceased from I’w f’f"‘ . to 26 W i r[ and lost saw t"r:‘ alive on 1‘ W”r7
g 5 Death eccurred at s00 R M m on the daote stoted obove; and to the best of my knowledge, from the covses stated.
o r A - -
5‘ = 2720, SIGNATURE {Degree or title) o | 22b. ADDRESS _ 22c. DATE SIGNED
& -
23e. BURIAL, CREMATM&I, Z3b. DATE 23c. NAME OF CEMETERY OR CREMATORY ] 23d. LOCATION (City, town, or county) {Sta1e)
EMOVAL et ily)
Buridy April 29.1959 Mt,01ivet Cemetery | Hannibal Missouri
e 24. paNERAL DIRECTO! ADDRESS SIGNATURE

25 DATE RECD. BY LOCAL REG,

000 Broadway s 2\
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STATEMENT BY LICENSED EMBALMER

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

BY M@, OF DY ot i e s ra st se e s e sae s s s eanh e ananas .» Student Embalmer No. .....ccoovvvvveees

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

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revacation 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.

- -



