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WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI

! BIRTH NO.

LED JUN 27 1949 STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. % 5 PRIMARY REG. DIST. no'igﬁl Repisirar's No........g..é..j......-_.

svate e ... VDB

1. PLACE OF DEATH
i a. COUNTY HaI‘ ion

2. USUAL RESIDENCE (Where devessed lived. 1f Institation: residence before

. STATE . b, COUNTY ads ).
* Missouri Mz inn HY

b. CITY (H outside corpurate limits, writs RURAL and give ¢, LENGTH OF ¢. CITY (If outsdde corporate limits, write RURAL and give township) -
OR townahip)| STAY (in wbis place) R . ~t
Towvn Hannibal 77 town  Hannibal, &
d. FULL NAME OF {If oot in bospital or institation. give stroot address of location) d. STREET (It rurs!, give locatlon) s
HOSPITAL O ADDRESS ) d
INSTITOTION Levering Hospital 1330 Grace St.
3. géaggﬁ s.%':: ;{ (First) CE b. (Mig}le) ¢. (Last) i £, DATE (Month)  (Day) (Year)
(Twpe or Print) AlLA . ROSS oeard June 14 y 1949
5. SEX - 6. COLOR OR RAGE { 7. ‘LAIAD%%EB réls‘\’lgscnésnn :% 8. DATE OF BIRTH 9. :fl-: Uz yean] © ooen | Dr:'n ¥ oWDER 1 s,
- (8, ) birthday] oR! ys | Hours | Min,
male 7} white never married [Nov. 25, 1895 83 |
10a. USUAL QCCUPATION (Giwekindofwork | 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE (State or foreisn oountry) 12, CITIZEN OF WHAT
done during most of worl Life, even if retired) DUSTRY COUNTRY?
tailor Hannibsl, Mo. a U.S.

13b. MOTHER'S MAIDEN

al
—

FATHER S NAME

13a.
! Andrew Ross

arcline Wallin

NAME 14, NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER IN U.5. ARMED FORCES?

(Yes, no, or unkoown) | (If yea, ive war or dates of service)

16. SOCIAL SECURHIT

17. INFORMANT" S SIGNATURE OR NAME ADDRESS

no s« Andrew Ross, 1330 Grace, Hannibé
18, CAUSE OF DEATH MEDICAL CERTIFICATION |g;§gﬁgsnr;%n
. Enter only onecauss per I, DISEASE QR CONDITION "
e for a3, (b, ond () | DIREGTLY LEAGING TO DEATH (q) Oociicinos 74 4._42._5: 7 o nten

*This does not mean ANTECEDENT CAUSES

O4s.

Morbld conditions, if any, giving DUE TO (b}
rise Lo the above cause (a} stating
tAe underlying cause lost.

the mode of dying, such
as heart fallure, asthenia,
ee. It means the dis-
case, injury, or complicg-

DUE TO ()

e

W-— ‘i:'}’r-‘.
7 - ‘ - =

tien whlch caused death, { 15, OTHER SIGNIFICANT CONDITIONS

45%¥
!

-»-— "!
M}Z '. / 2‘/:-

Conditions contriduling to the death but not
related 1o themé‘iuuu ‘o’:’mdmo;“mmiﬂ; death. /i . e l>

19a. DATE OF OP-E%AN- 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?

. . YES D NO
21a, ACCIDENT (Bpecily) 21b. PLACEOF INJURY (s.g.. inorabout | 2]c. (CITY, TOWN, OR TOWNSHIP) ~ (COUNTY) (STATE)

SUICIDE botoe, farm, fastory, sireet. offioe bidg..ew)

HOMICIDE
214. TIME (Month) {Day) (Year) (Hour) 2le. INJURY OCFURRED 21, HOW DID INJURY OCCUR?

v OF : - WHILE AT —] NOTWHILE
INJURY WORK AT WORK

2. I hereby certify lhat I attended the deceased from lo 19 , that I last zaw the deceased

aliveon _____________, 19____, and thal death occurred R -40 Dm., from the causes and on ths date staled above.
mmquATunW (Degros or iite) | 23b. ADDRESS - Bc. DATE SIGNED
C e - 87073 %+ ety ééfmwf-é [ /ATA A A
2 2a. B ggml OA VLALCREMA- 24b, DATE 24c. OF CEMETERY OR CREMATORY /[ 24d. LOCATION (Olty, town, or county)/  , (State)

T-lm .
oub 6/17 9 Mt 01 3 tzai-__c cmMaTa 'rlu Hannlbal- F'Tn
DATEREC'DBYL%CEJ(\;L EGISTRAR'S SIGNAJARE 7 |z Fung paY pIRectof” s 51 GNATYR ADDR:
. T 5 - ,r
br&-¢7 — An/ [ . buell BT Larlugs\ 2y 3 (Na—...«f{ //Qz,
v i (Licensed “Embalmer's Statement Reverse Sidr)



STATEMENT BY LICENSED EMBALMER

y e name is resorded on the reverse side of this certificate was embalmed by me, of by e ceeeecema,
g o - N Student Embalaer No. a-?7-5

w orkmg under mY personal ymon ‘
Stude W@ //&ZA“C%@:&%/{M At rr— ‘
|

Student Embalmaer
Llccn-ed Embalmer No.... 17/3 2 5/

A
P. O. Address W

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

If this body is not embalmed, fact should be s0 stated above.




