valth,
Nelfare
ublic

srvice

=
o

Coroner connot certify to o death due to natural causes.

WOCTor, coroner, @1¢. MU3T USH Only stancard nomeanciaruia 1n 1iem 5. WO symproms wilt De ngeac. Al
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

diseases in Part | must be casually related.

R

<

Dr. ¥Walters-held
ALED JAN 10 1957

Ragistration Distriet No. ...

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

- Primary Registration District No

Registrar’s No, ......

1. PLACE OF DEATH ’ 2. USUAL RESIDENCE (Where daceased lived. 1l institutisn: Rc-idon;o_b.l_ou
a. COUNTY Marion o 5TATE Mlggourl b county Marlon mission}
b. CITY (if outside corporate limits, give TOWNSHIP enly)} Inside Limits c. CITY O Inside Limits
OR OR
tomw Hannlbal Yesg Ned TOWN Hannibal ,,4“7 YesD NolX
- N " N N s
c. P,-:lgls-l!’-l'IHAAlt‘EI?F {If NOT inhospital, givelocation)|Length of stay in Ib 4. $TREET {lf outside, givé lacation) Reside on Farm
institution 3L .Ellzabeth ADDRESS Yes& Now
3. MAMI OF Firat Middle Last 4. DATE Month Day Year
DECEASED OF
{Type or pring) Charles John Schelner veatn 1=-3-1957
5. sex 6. COLOR OR RACE 7. 8. DATE OF BIRTH 9. AGE (Jn years | IF UNDER | YEAR JIF UNDER 2¢ HRS.
O MARR[ED m NEVER MARRIEDD 3/2 5/18 80 ia#grmdﬂﬂ Months | Dam Heours | Min.
Male White wicoweo [ oworcep [} : i

10a. USUAL OCCUPATION {Give kind of work done
during moat of working life, even if retired)

Millwright etired

10b. KIND OF BUSINESS OR INDUSTRY

12, CITIZEN OF WHAT COUNTRY?

U.S.A,

§1. BIRTHPLACE (City and mtate or country)

Ralls Ccuntv, Mo.

13. FATHER'S NAME
Josevh Socheiner

14. MOTHER'S MAIDEN NAME

Mary Elizabeth Baursox

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
(Yes, mo. or unknawn} I (If weo. pise war or dates of urvies)

No

16. SOCIAL SECURITY NO.

17. INFORMANT Addrese

Mrs, Wthel Scheiner RR #1, Hannibal

PART I, DEATH WAS CAUSED BY:
IMMEDIATE CAUSE {a)

18. CAUSE OF DEATM [Entfer only one cawse per line for (o), (5), and (c).]

tlael,

INTERVAL B!

}HSET AND D§ATH
..

)

" Conditiens, if any,
. which gave tigg fo DUE TO (8)
ahove c:uu 8}, /
atating the under-
z tying cause laal, DUE TO (¢)
[=] PART il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{(a} ji: B :VE; S; 33;2;?\,
< &
3 73X | s wk
:-:" 20a. ACCIDENT SUICIDE HOMICIDE | 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part Ior Part 1T of item 18.) . ’
g (] O |
—(l 20c. TIME OF Hour  Month, Day, Year
o - INJURY a. m. -
E Pm. M
X | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (. ¢., in or about home, ClT . TOWN, OR LOCATION COUNTY STATE
WHILE AT ] NOT WHiLE farm, foctory, streel, office bidg,, ete.)
WORK AT WORK e o .
21. 1 attended the d -'!rc::m’f?’ﬁs/r-6 , to "/3/’:7 J and last aaw ‘,':' T alive on //37'7
Death occurred at 6 * 15 A . m on the date atated above; and to the best of my knowledge, from the causes stated.

. g, SIGNATURE - .(Degrze or lﬂ'lt)_
V) gl ilee p /-0

22¢. PATE SIGNED

o 357

@zzo. AQDRESS

[ 23. BURIAL, CREMATION, | 236, DATE
EIID\'AL(S i) //

Ziazy

NAME OF CEMETERY OR CREMATORY

4§LA¢42£ﬂ243212'

e

Z3d. LOCATION (City, fown. or county) {Statef

Cotly Ho

.24 FUNERAL DIRECTOR DDRESS
597 Q%Z”ﬁféz?Hannibal Mo,

25. DATE RECD. BY LOCAL REG.

/.

26. REGISTRAR'S SIGNATURE™
;af T 4‘444

oL L1947

£

{Licensed Embalmet’s Stgtement on Revarse Side)




-

STATEMENT BY LICENSED EMBALMER

»

+ -

I hereby certify that the body whose name is recorded on the reverse side of this certificate was en
,by me; or by ....... Ceeeenaat S S S eieeeesliotafailfliie..., Student Embalmer No.oo.....

working under my personal supervision.. =~ 7 7 77 . . T

Student......coiiii i Stgned h/\/jiz ﬂﬁt// ........................

Signature of Student Embalmer 7 .-

P. O. Address Hannlbal

»

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER uxhls OWN HANDWRITING {
to comply with the above constitutes grounds for revocation of llcense)
' If embalmed by a STUDENT, he also shall sign in'his OWN handwriting.’
If this body is not embalmed fa.ct should be so stated above.




