lealth,
Welfore

wblic

ervice

Dr. Hamlin

FILED FEB 19 1358

Registration District No.

STANDA!

THE DIVISION OF HEALTH OF MISSOURI

CERTIFICATE OF DEATH

7\10 ... Primary Reguslrunoa Dls!nct No LY _'yjm -

............. :5&1:11&“344551_“-

&T‘ATE FIL

FETRE

E NUMBER

Al

1.

PLACE OF DEATH

2. USUAL RESIDENCE-{Where deceosed lived. if |ne.nru1mn.€Res|denee before

300 a. COUNTY Marion o STATE Missoupri b COUNTY M.arj_oﬁm'“m"g/
—57 "r b. C|OTRY (I outside corporote limits, give TOWNSHIP only) Inside Limits c. CITY BT MATE Y et e : Inside Limits
o Hannibal Yesf) No (] som Hannibal UY”E} Ne [
c. szL NAME OF ([ NOT in hes fltul %ve location} | Length of stay in Ib d. iBR!}E?EEES {If outside, give Ic:ccmgjs‘z CResids on Farm
SPITAL 7 ] D
HOSPITAL OBe o ige y cher Nursing 115 Glascock Yes O] No fg]
3 :{TAME OF DE)CEASED First Middle Last 4. DS'FI'E Month Doy Year
yPpe or print v
John Van3uren West oeatH  2/9/1958
5. SEX £f & COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE {In yaors fFUNDER 1 YEAR] IF_UNDER 24 HRS.
MA{RIEOD NEVER MARRIEDD 3‘ ne 5 1 874 fogt ! iﬂaduy) Months | Deys Hours Min,
; Male White wooveo[]  oivorceo(Jf U ’ g3
!. . 100. USUAL OCCUPATION (Give kind of wark done 1 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or country) / [ 12. ©ITIZEN OF WHAT COUNTRY?
: during most of king life, even_ji retired) IRDUSTRY
: Farher-aet ired Greenwood Co., Kansss U.S.A.

13a. FATHER"S NAME

Green M,

West

135. MOTHER"S MAIDEN NAME

Isther Hoover

14. NAME OF HUSBAND DR WIFE

Mary West,

e o syimE e s e

15. WAS DECEASED EVER IN U. §. ARMED FORCES?
(YQINOM unkmvm)‘(l! yes, give wor or dates of service)

6. SOCIAL SECURITY KO.| 17.

Mrg,Mary West,

INFORMANT

Address

115 GlaGCOCK.Hannibal

bdd

FEReRER

18. CAUSE OF DEATH (Enter only one cause
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

PART I.

per line for {a), {b), and (c). )
a&ii&ie llee Aiod Srarse, A&anwﬁﬁﬂag/

INTERVAL BETWEEN
ONSET AND DEATH

MECICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Conditions, if any, DUE TO (b)
which gove rise fo
obove couse [a),
stating the under- }
lying cause last, DUE TO (¢}
PART It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disease condition given in PART | (o) 19. WAS AUTOPSY
PERFORMED?
Y200 YES[] NO &=
20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART 1 or PART Il of item 18.)
(] O ]
2¢. TIME OF How Month, Day, Year
INJURY a.m,
p.m.
20d. INJURY OCCURRED 6. PLACE OF INJURY {e.g., inor abouthoms,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE 0 farm, lactory, sireet, office bldg., etc.}
WORK J AT WORK
21. | attended the deceased from 2-/-58 3 R A 7 - 3 and last suw: alive on 2 '7 -53
Death eccurred aof :40 A . M - m on the d.ale stated above; ond to the best of my knowledge, from the couses stated.

LTV, LTINS, ik HIWAT Wah VINy Sy hiaiiat ey s
All diseases in Port | must ba causally related.

220, SIGNA z%RE

(Dagree or title)

d

2. ADDRESS

e .

22c. DATE SIGNED

2/ulsd

. BURIAL, CREMAWION,

Euridr™

23b. DATE

2/11/1958

23c. NAME OF CEMETERY OR CREMATORY

G randView Burpial ZParx

23d, LOCATION (Clty, town, or county)

Hannlbal,

{State)

Mlissourl

>

~ X
)

24.

FUNERAL DIRECTOR

H.M.0 'Donnell,

ADDRESS

Hannibal, Mo.

25. DATE RECD. BY LOCAL REG,

Z-/2-53

\‘.‘\_J

{Licansed Embalmer's Siatement an Raveras Side)

SIGNATURE

(A




RECEIVEP YIS 1 9 1958
MARION CO. HEALTH DEPT,

DATE FILED FEB 1 9 195

STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

DY M, OF DY ittt e e e e ee e e s e e e reerartrr e reatanrar—anne «» Student Embalmer No. .............vve

working under my personal supervision.

Signature of Student Embalmer

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 embalmed by a STUDENT, he also shall sign in his OWN handwriting,.

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




