| DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 59-025931

lLED VSksﬁsutraﬁﬁonlD:l'?:'ri!tgri.g___zo_.a._____jrimuy Registration District No. 3.@_-%-3__Regisrrnr'l No. --.z.--g__(_-____ STATE FILE NUMBER

ED
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f institution: Residence before
. COUNTY . STATE b. COUNTY i
: Marion * M1issouri Marion fmivion
b. %‘:‘Y (1 outside corporate limits, give TOWNSHIP only} Length of stay in ib c. C(!J';Y Inside Limits
TOWN HBnllibal TOWN Hannibal Yes [3r Ne [
c. FULL NAME QF {If NOT in hospital, give location) Inside Limits d, STREET (If cutside, give location) Roside on Farm
HOSPITAL OR ADDRESS
INSTITUTION Residente 523 Union Yes Q Ne O . 525 Union Yes [J No [
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
(Type or print) OF
WILLITAM S CALBOUN DEATH  Aupust 3,1959
5. SEX 6. COLOR OR RACE 7. Morried X Never Married (O |8, DATE OF BIRTH 9. AGE {last birthday) | IF UNDER 1 YEAR | I\F UNDER 24 HR
Widowed [ Divorced [ s Hours | Min.
Mele White B/20/1873 B5 “Tf | 1%
10a. USUAL OCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE (City and state or country] | 12. CITIZEN OF WHAT COUNTRY
during most of warking life, even if retired) n
CaTrpénter fetired Schulyer Cty.¥{ssourd UsS A
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
H.C.Calhoun Avis iﬁ{-nbgq%h Rebecca Ann “alhoun
15. WAS DECEASED EVER IN L.5. ARMED FORCES? 16. SOCIAL SECURITY NO. . INFORMANT Address
{Yes, no, or unknown) | {If yes, giva war or dates of service)
) ' Nohe 489 14 7488 Ray Calhoun Hannibal Missouri
= 18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and {c). i INTERVAL BETWEEN
Z PART |. DEATH WAS CALUSED . ONSET AND DEATH
Z IMMEDIATE CAUSE {a) Cerebral Thrombosis 1 day
()
Q
(=} Conditions, if any, DUE TO (b}
which gave rise to
above cause (a),
- stating tha under-
u lying couse last,] ~ DUE TO ()
z PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the tarminal PART I1k. if deceased was fomale was
.9. disesse condition given in PART | (a) there a pregnancy in last 90 days.
b Benign hypertrophy of prostrate [Dves i O Ne | O Unknown
E 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. PESCRIBE HOW INJURY OCCURRED. {Entor natyre of injury in PART | or PART Il of item 18.)
= PERFORMED? a O
=] YES{3 NO®
-
p & 1720 TIME OF  Hour  Month, Day, Year
] a INJURY a.m.
g p.m.
20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20H. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factory, street, office bldg., etc.)
* NOT WHILE AT WORK [J
2§, | sttended the d d from 8/3]59 to. 8/3/59 and last saw :l'u.:.llive on. 8/3/59
Death occurred -1—10$_20—P..H m on the date stated above, and to the best of my knowledge, from the causes stated.
P, A
6 27a. SIGNATUR] (Degree or title) 22b. AQDR . M 22¢c. DATE SIQNED
= L > L LT N
i 23a. BURIAL, CREMATION, . c. NAME OF CEMETE REMATORY 23d. LOCATION (Ci¥y, town, or county} " (State} | [T
[ REMOVAl. { i U‘
T - nyers emetery Queen City Mi ssourl
< -iB FUNERAL DIRECTO © ADDRESS 25. DATE RECD. BY LOCAL RE 26 EEGES\’ IGNATURE,
bl -~ "9
o _9.Crawford Smith,Hapnibal M4 ssourt S -9 4

[Licensed Embalmar's Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

or by : Student Embalmer No..___._

working under my personal supervision. / %&y
Student. Signed

Signature of Student Embalmer

Licensed Embalmer No._4549_
P O, Address ____Hamnibal M1,

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hIS OWN HANDWRITING (Failure to con
with the above constitutes grounds faor revocation. of ticensg).. - e s R

If embalmed by a STUDENT, he also shall sign in his OWN h‘a’irdwrmng ' 7 R
If this body is not embalmed, fact should be se stated above. ..




