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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE

ALED DEC 13 104122 1

Registration District No. €

e

THE STATE BOARD OF HEALTH OF MISSQURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.

-
€

tae Fite Ho. SO IHND .

304D &4/ 0

e Sieii Registrar’s No.

1. PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASED; X
(a) County Mar ion, (a) Statg._._.M.iz__q_B_Q_u_rj.!_!.._. (&) County. Ral 1 8, 7
® Ciyortown.. Hannibal Missouri. . .

(If outaide city or town Limits, write "RURAL" and namas of townahip) (6) City or town......._.. B err y_. Iﬂ i o8 ouri .

(¢) Name of hospital or institution: 0 (If outside city or town limits, write "RURAL")
Levering Hospitala & N5 sretro o

{Il not in bospital or iatitalion, writs street nnn]:-beéor location} (3l rural, give location)
h of In h tion...... DayBa._..

(@ Leagth of stay: In hospital or institution. (Sp;c.ﬂy whether {e) Citize_n of foreign country? N Q. (Yes DA))

In this community

years, months or days) If yes, name country.

3. (¢) PRINT i G d11 t MEDICAL CERTIFICATION

i olce panalla...

Fuit Nave. Lana.Joice __Q_O,s “1‘7 '.1 p— 20. DATE OF DEATH: Month__ 110V, day. 17th,

. teran, . Socin! t N
5. @) Mve I:' N onug : year. 19 4? hour.__ 6 ;50 S ..........m.inuu-..........E;__._M

T [+}
tame wa 21. I hereby certify that I attended the deceased from eMT
7 5. Color or 6, (a) Single, widowed, married, 19, "17"'1&7 19
e femar o] o ¥hite] e ORI AL Gl Y -
6. (b) Name of husband of Wife......mmre 6. (c} Age of hushand er wife if || 20d that death cccurred ont the date and hour stated above, Duration
$ 4
alive .. —_years Immediate cause of death @
7. Bt doce of decenned. .. QG £.ODEY, 20, 194To_ .|| Prematurity UM W - A% s o 6 e
{Montb) (Day) (Year)
E. ACE: Years Months | Days If less than one day Due 1o L0 tUSBCEPtion, acute x| 36 hrs.
28 - .
- = Due to
9. Birthpuace Hannibal , Missouri.(
{CiLy, town, or county) {State or foreiga countey) T ~
her conditio.
10. Usual occupation Ch i l d e - c::n:l::d.e prem::y within 8 months of denth) Py \
. > 1
11, Industry or busi " Iy gl)‘ PHYSICIAN
| Major findings: ! 4 —_—
12, Name. DONAld Goodhart, 3| OF operations._.......

{ ' Perry Missouri, ‘ - he ctusd 1o
= N ’ hplace. er 2 8 A the cause to
N ey e Y necrosis el [t
& f 14. Madden name / intestins and mesentery ' gt sta-
§ 15. Birthplace Kinder ok, ---(-555{?;“{"{1 :ius;: 22, If death was due to external causes, fill in the following:

16, (a)~Taformant>_. 1°(a) Accident, suicide, or homicide {gpecify)
&) Address. Ee}:‘ry,}'i[i ps O'U.I‘i - (#) Date of occurrence.
@ Barial . @) Date thereor. 1. 1=1 T =19 47 |[ ) Where did injury occur? e o
{Barial, cremation, ar ramaval) (Month) (Day) (Yeas) (d) Did injury occur in or about home, on farm, in industrial place in puhhc p!.'u::?
) Place: burial or cremation..._.'.\u.. =, __Cemetewl__._,_ .- Py
. of pla
18. (g) Signature of funeral director. d /:ﬂ %ﬁd £t (Sm"” 3" ;{’éa:’)of m,,_u—y_:_ _______
(8) Address_ Pe_,.EYn_MO- - : s, oD, M@:
=== N S - St = il Sl S ' O Aot —
; L
1. @ (#ﬂ:ﬁ%’- roocived local ravisdear) lﬂu “'tWﬁ )| Address... . Hannibal mo, >~ . Date signed £2: /X7

TZ-B-§770

e Embalrac¥e Statement on Roverse Sids)




STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is regorded on the reverse side of this certiﬁ-catr; was embalmed by me, or by...
aj . alb s

working under my personal supervision, .

- T
1 - e
- Licensed Embalmer No....... ~= . 5‘-2—0 ___________________

R :: " P. O. Address % M *

7

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

the nbove constitutes grounds for revocation of licénse.) e ) . t
: TR UrIC WY T
If this body is not embalmed,. fact should be so stated above. ~ S
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