Health,
L Welfar
Public
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All diseases in Part | must be causally related.

FILED APR 3 1958

THE DIVISION OF HEALTH OF MISSOURL

- STANDARD CERTIFICATE OF DEATH

010692 .

STATE FILE NUMBER

R_tgistruﬁoi‘l Djsli_:t Neo. ____ka,._g._____.._..-Primuty Rc_!iura!_io!: Dislri_d Mo. gg”% 3 ......... Reglslrur s No, No.._.._.. Zﬁ ________
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare decoosed Iwed If institution: Resédence b)efcre
. COUNTY o. STATE UNTY admi g sion
a Marion . Mi ssouri ° Marion 46 & CL
b. CITY {If cutside corporate limits, give TOWNSHIP only) Ingide Limits c. CIDTRY Inside Limits,.
TOWN Hannibal Missoury [Yesid N[J Town  Hannjbal YosLx Mo DD
¢. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STRERETS (If outside, give location) Res|d= on Farm
HOSPITAL OR ADDRES!
wsTiTuTion Becky Thatcher Nunsing Home 1101 Center es [ /No
3. NAME OF DECEASED First Middle Last 4. DATE Month Doy Year
{Type or print) OF
XARL C BOSTHICK DEATMMarch 22,198
5. SEX 0 6. COLOR OR RACE '7‘MARRIEDDNEVER marriep[] 8. DATE OF BIRTH 9, AE.E, gi:‘{;::‘; ;;:J:}iER [!’:,E'AR |:=|°!‘J‘:DER 2;:&5
Male Fhite moowed[ Aowvorceo[]| Jyne 21,1882 75 7 2 [
10e. USUAL OCCUPATION (Give kind of work done | 10b. KIND QOF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
during moat nf working life, sven if retired} INDUSTRY . 0
alesman Standerd Printing __Csmeron Mifssourd 15 A

130, FATHER'S NAME

Georce H.Bostwick

13b. MOTHER'S MAIDEN NAME

Xatherine Lincoln

14. NAME OF HUSBAND OR WIFE

“encra ¥ielder Bostwick (dec)

15. WAS DECEASED EVER IN U, $, ARMED FORCES?
{Yes, Teeéunknqun)l(l! "?J glw wn or dates of service)

16. SOCIAL SECURITY NO.| 17, INFORMANT

190 Q7 9249

Chester Bostwick Mundelein T1

Address
ipois

USE OMLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

18. CAUSE OF DEATH {Enter only one couse per |
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE {o}

DUE TO (b
which gave rise to
above cavse {a},

Canditions, H any,
stating the wnder- }

ine for {

INTERVAL BETWEEN
OZSLET AND DE
r-en:

I Mot osolorsais
QoMo

/
| Sypad

21. | ottended the deceased from

7736 -

Deoth occurred a1 1. 20 A,

and last 3ow hl i.rn'
m on the date stated above; ond to the best of my knowledge, from the covies stated.

é lying couse lost DM
[~ PART H. OTHER SIGNIFICANTNCONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal disease condition given in PART | (a) 19.4HAS AUTOPSY
< PERFORMED?
¢ <=3 Af X YES[] No[]
=1 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURKED. (Enter nature of injury in PART { or PART Ii of _i_t_én‘: 18.}
ur -
v ] d [ 0
3| 20c. TIMEOF How Month, Doy, Year
a INJURY  a.m.
= p.m. :
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
wHILE ATD NOT WHILE 0 farm, factory, strest, office bldg,, efc.)
WORK AT WORK N ”
yry s v e

alive on

220. SIGNATURE M

b ADDRj
4

iMJ V2%

22<. DATE SIGNED

3247

{State}

23a. BURIAL, CREM. , yons i 23c. NAME O §EMETERE OR CREMATORY 23d. LOCATION {Chy, towm, & county)
REMOVAL {Specily, - .
Burisl 7/28/cR doimt 0ljvet, “emetery Hannibel Missourld
24. FUNERAL DIRECTOR ) ADDRESS 25. DATE RECD. BY LOCAL REG 5. REGISTRAR'SPSIGNATURE
%.Crawford Smith,Hannibal Missouri 3.249-% S’

(L d Embolmes’s an Reverse Sida)




| PR 3 1950

RCEIVED ___ g |
:IARION CO. HEALTH l_)EPTn '
RPR 3 1558
DATE FILED

t  STATEMENT BY LICENSED EMBALMER

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

DY M, OF DY ittt i cerierera it e e e et senen s et te s e e e s tas s rasnns s rnrrar ., Student Embalmer No. .............c0enn

working under my personal supetvision.

Student .ooiii e e
Signature of Student Embalmer

Licensed Embatmer No........ 7el4.......

P. O. Address....zgnnibal- #i-peon

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.

P



