alth,
Yelfare
iblie
Mvite

~rel

Coroner cannot certify to o death due to natural couses.

Com vy Ty e W MR TR REEE .
USE ONLY BLACK INK-OR RIBBON TYPEWRITE {F POSSIBLE

diseases in Part | must be cosually related.

e e

i

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH -

JAN 15 1957

44051

r"" 3TATE FiL
- n Registration District No. e 3.1.8mury Registration District No. ...1 00 - iﬁwg
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare deceased lived. If institution: Residence belfore
- COUNTY a. STATE b. COUNTY admi s1fom)
- Indisna " “™""'Vanderburgh
b. CITY {lf cutside corporate limits, give TOWNSHIP only) | laside Limirs c. CITY Insida Limisy
oR . YeslU NoU OR ' ).5 @
townSt. Louis, Mo, o8 Town _ Evansville Kl Yes DX NoD
c. FULL NAME OF (if NOT inhaspital, give locotion)|Length of stay in 1b 7 . . [} .
HOSPITAL OR h d. STREET (H outside, give location) Reside on Farm
erirurion BARNES HOSPITAL appress  Lakeview Dr, Yesl NoX
3. NAME OF Fira Middls Last 4. DATE Month Day Year
DECEASED . OF
Twpeorpriny  Hyacinth Madelain Walter DEATH 12- 30 = 56
5. SEX 6, COLOR OR RACE 7. 8. DATE OF BIRTH 9. AGE {Jn yenars | IF UNDER 1 YEAR [iF UNDER 24 HRS
/ MARQ@D B never marrien [ l Tort Sirindags, Fareme ] oy ANDCR 24 RS
F, W wipowep [} owvorceo )| Julwy 23’ 190L 52 l
10a. USUAL OCCUPATION {Gioe kind ojwark done |106. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (City and atato or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, eoen if retired)
Housewife At Home Mt, Vernon, Illinois, U.S.A.

t3. FATHER'S NAME

Clarence McNail

14. MOTHER'S MAIDEN NAME

Amanda L. Hicks

15. WAS DECEASED EVER IN U, 5, ARMED FORCES? 16. SOCIAL SECURITY NO.
( ¥es, no, or unknawn) U)’ﬁljl.. pive war or dates of service)

No. None

17. INFORMANT Address

Edwards J. Walter, Lakeview Dr.

18. CAUSE OF DEATH [Enter only one catae per line for (o), (&), and (¢}.)
PART | DEATH WAS CAUSED BY:

Evansville, Indiana. INTERVAL BETWEEN

Conditions, if any,
which gave risg to
above c;me al),
statf -

e e under- | o (o)

IMMEDIATE CAUSE (a) __Respiratory Paml yvsis
oue To (» _Amytrophic lateral sederosis 0000000

30 _min.

35C-/

Iying cause las.

P

=] PART 1I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IK PART I(a) 13. xﬁ_ag;%g?

=

3 | yesE w0 D

:—: 20a. ACCIDENT SUICIDE HOMICIDE | 206, DESCRIBE HOW INJURY OCCURRED, (Enler nafure of injury in Part Ior Part 1T of item 18.)

ﬁ 0 O O

=11 20c. TIME OF FHour Month, Day, Year

S INURY  a. m.

= P-m,

7]

E | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (¢. 7., in or about home, 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT [ MoTWHLE [ Jarm, factory, atreet, office bdyg.. ete.)
WORK AT WORK

21" J attended the decoas
Death occurred at

P@M%___ﬂm;umﬁi___ ,
m on the date at.tad above; and to the best of my knowladge, from the causea atated.

&nd last saw NE7

alive on m—_

him

22s. MIGNATURE F R.Bradle;f""’“ or tirle}

32

MD

22, DATE SIGNED

Ol sooress BARNES HOSPITAL 12/30/56

23a. BURIAL, CREMATION,
REMOVAL (Sprcify}

oval

235, DATE

12-29-56

23¢c. NAME OF CEMETERY OR CREMATORY

23d. LOCATION {City, towrn. or county) {State)

Fvansville. Indiana

24. FUNERAL DIRECTOR ADDRESS

Albert H. Hoppe 4700 Washington,

5. DATE RECD. BY LOCAL REG.

1956

§GISTRAR S s‘lcunu

{Licensed Embalmer’s Statemant on Reversa Side)

fzr_g%_a_

L




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was e;
by me, Or by it raaeeae e reaiiiair i ra s » Student Embalmer No.......

working under my personal supervision..

Student......ioiiiiiiii i e iiaaaaaaaas Signed...
Signature of Student Embalmer

. .

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



