Dr . Walters
MISSOUR! DIVISION OaF I-(IEEAI.TH STANDARD CERTIFICATE OF DEATH 63.-032911

DEPARTMENT OF PUBLIC HEALTH AND NELFARE

TATE
DED Registration Bl:m:t No, rimary Neglﬂrnhon District No. LZ- a_ifi__m'm’,. No. 20#“_- STATE FILE NUMBER

DO NOT WRITE
ON THIS STUB :EF%%UG‘?W -
1. PLACE OF .2- USIIAI- RESIDENCE (Where deceasad livad, If institutlon: Residence before

V5,300 ». COUNTY Marion .. STATEMI s80Uurle couny Marion admission)
Rev. 4/59 b. CITY (If outside corporate limita; give TOWNSHIP only] Length of stay in 1b c. CITY Tnside Limits

W Hannibal 1oWN Hannibal Yaa (1 Ne Q)

<. f!UOLIS'PNmEOOF {1f NOT In haspital, give location) Inside Limits <. STREET {if cutside, giva locatian} Reside on Farm

1
msriion 118 S.8th St., muno | PI8s. .8th st., Ye Ol Nod
3. NAME OF DECEASED First Middle Last i 4. DATE Maonth Day . . Year

(Type or print} JJOBeDh W. Beard DQOAFTH Aug. 2, 1963

5. SEX 6. COLOR OR RACE 7. Marrlad [ Never Married [] [B. DATE OF BIRTH | 9- AGE (lest birthday} | IF UNDER | YEAR IF UNDER 24 HR

Widowed Divorced Montha | Days Hours Min.
Male White tdowed [J vereed O Fune 28,1880 83
10a. USUAL OCCUPATION (Give kind of work dopu 10b. KIND OF BUSINESS OR IND_US'IR‘( 1. BIRTHPLACE (Cnty and state or countTy) 12 CII‘IZEN‘OF WHAT COUNTRY

stéanfrtrer=RetYred™ ' Hannibal, Mo U.S.A,

130 FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

William H. Beard Emlly Sandige Elizabeth Beard

15. WAS DECEASED EVER IN‘U.5. ARMED FORCES? — [1s. SOCIAL SECURITY NO. | 17. INFORMANT Addreas

(respgigy o voknownd | (0F ves, sive war or dates of sarv Mrs.Elizabeth Beard,118 §,.8th

18 CAI.ISE OF DEATH {(Enter only ane causs r lina n INTERVAL IETWEEN
= “PART I! DEATH WAS CAUSED pe e T e - Hann bﬂ . Mo. . - “+ ONSET AND DEATH

IMMEDIATE CAUSE {s) Gonges't’ive heart disease . |- years

DATE AMENDED -

. Arteriosclerosis heart disease 'yeaTs.

DOCUMENT

which gave rise to
sbove cause (a)

. ] . ears
oo We et | e o1 Chronic pyeloneohritls - 7

PART 1. OTHER SIGNIFICAN1 CONDITIDNS CONTRI!UTING TO DEATH but not related to the terminal PART ). If decessad was female was
disesse condition given in PART | (a) thera & pregnancy in last 90 days.

[D Yes | [ Ne IDUnknm

1. WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE 205. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in PART | or PART 11 of item 18.)
PERFORMED? (] 0 O
yesO NODB

Toc. TME OF  Woul  Nonth, Dey, Year |
INJURY am.
p.m.

D T 206, FLACE OF INJDRY {e.g., in or about home, | 20f. CIJY, TGWN, OR LOCATION COUNTY
20d IVNIIII%YA?C\E'%E'I(ED farm, facrory, siroet, office bidg., etc.) / .
NOT WHILE AT WORK [ . AN A

21.. | attended the deceased from. 6/29/59 to. 8/2/63 and last saw aﬁ:‘ Jive on 8/2/b3
Death occurred m___ll_=3LA_-.M.l—-———"‘ on tho date stated above, and to the best of my knowledge, from the causes stated.

. SIGNATURE . (Degree or @ 22b. ADDRESS 22c. DATE SIGNED

. AL JUW 1209Broadway ,Hannibal,fo. 8/10/63

/BURIAL, CREMATION, | 235. DATE zac NAME OF CEMETERY OR CRERATORY 23d.- LOCATION {City, tawn, of county) (State)

Bontal ” |Aug.5,1963 |Mt.Ollvet Gemetery - lHannihs1
ADDRESS

s LS Mo
24. FUNERAL DIRECTOR 25. DATE RECDYBY LOCAL REG. | 2. REGIST-&A&‘S SIGNATURE

H.M.0'Donnell, Hannibal, Mo, J2 r5E3 ED.

(Licensed Embalmer’s Sta ment on Reverse Side}

Conditions, if my,] DUE TO (b)
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MEDICAL CERTIFICATION

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




- STATEMENT BY LICENSED_ EMAI.MEI ,

|. hereby. certify that the body t\':vl'iose na‘me is ‘recorded on the reversa side of this certificste was ernbafmedi by me,

Student Embalmer No.

-or by

working under my personal supervision,

Student.
Signeture of Stydent’'Embalmer

_ -fl‘.icensed EFﬁB&ln‘[éf No 3889
Hannibal, Mo,

E . Address

4

Note: The above MUST BE SIGNED .BY THE LICENSED EMBALMER-in hls OWN HANDWRITING {Failure to comply

with the above constltui‘es grounds for revocation of license),
If embalmed” by a STUDENT, he also shall sign in his OWN handwrmng
If this body is not embalmed, fact should be so stated ahave. .

. K3




