pt. Health,
o & Welfare
$. Public
Jth Service

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

_.99-022166_.

STATE FILE NUMBER

l:"_Eﬂ JUL 81959 ssisstion District No. _,____Zﬂ.__?__ ,,,,,,,,, Primary Registration Distri:ﬁ.a_a_g.j___.__-_ Registrar's E::w/“&g________,

o |

v. 1-57

1. PLACE-OF DEATH 2. USUAL RESIDENRCE (Where deceased lived. |l institution: Rnsjde'ncg b;fo!e’
. COUNTY a, STATE b, COUNTY admi ssion
° Marion ~~ Missouri Marion
b. CgY {If outside carparate limits, give TOWNSHIP only) Inside Limits c. CgRY Inside Limits
N o {
TowN Hannibal Yo [y Ne[] TOWN Hannibhadn Yoyl Ne[J
c. Sglgél'INAr%gF {1f NOT in hospital, give location} | Length of stay in 1b W SBRDERE-ES {If cutside, give logation) Reside on Form
A oA E
INSTITUTIONC 1 ar ks Rest Homel 8 Mo, A © Lo& Rock St, Yes [ Mol
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Y aar
{Type or print) OF
Charles Christopher Constable CEATH June 16,1959
SRR ] & COLOROR RACE] T ol ueven aameald] @ ONTEOF BRTH 5 g brungen e e uoes oo
M tlwnite: awooweof] owosceol)| March 10,1874 8% l

130. FATHER'S NAME

¢ Constable

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
(Yeos, nabrbm&mm)l(ﬂ yus, glve wor or dotes of setvice)

100, USUAL QCCUPATION {Give kind of wark dons

dunng mosi of working lits, even if retired)

16b. KIND OF BUSINESS OR

INDUSTRY

Gov.Air Base

11. BIRTHPLACE {City ond stote or country)

Hannibal, ,Missouri

o

12- CITIZEN QF WHAT COUNTRY?

U.S.

13b. MOTHER'S MAIDEN NAME

Martha Ca

in

14. NAME OF HUSBAND OR WIFE

Ellen Constable

16, SOCIAL SECURITY NO.

285-22-0360A

17. INFORMANT

Address

Mrs,.Ethel Copenhaver 1000 Ely. St

coroner, at¢, must use only standard nomenclature in item 18, No symptoms will ba listed.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All dizecses in Port | must be causally relcted.

ctor,

PART I

18. CAUSE OF DEATH ([Enter only one gause per line for {a), {b), and (c}.)
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o}

CA Urinary Bladder with Metastasis

INTERVAL BETWEEN
ONSET AND DEATH

2 weeks

Conditlans, if any, DUE TO (];,)
which gava rise to
above covie (a), }
stoting the under-
z lying _covie lost. DUE TO (¢}
=4 PART Il. OTHER SIGKIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated 1 the terminel dissase condition given in PART | {a) 19. WAS AUTOPSY
e . PERFORMED?
g . /8/C ves[] NOXR 2
% | 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART 1 or PART Ii of i_t_sn: 18.)
w "
===
3 20<. TIME OF  Hour Meonth, Day, Year
e [NJURY  a.m.
E p.m,
204. INJURY OCCURRED 20¢. PLACE OF INJURY le.q., inorabouthome,| 204, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, factory, street, office bidg., etc.) )
WORK AT WORK - _
21. | artended the decsased from 5-11-59 to * June u” 1959 and lost '“\'?:9 aliva on J‘me hl 1959
Death occurred, ot m on the date atated above, and to the best of my khowledge, from the cavses stated.
ra & 2 L1 — 1
220, SIGNATU {Dege c| 22b. AD Z2c. DATE SIGNED
LA 17-1-59
22a, BUR!AL./&EMATIDN 23 A E 23c. NAME DOF CEM CREMATORY 23d. LOCATION (CI'Y. town, or cﬂlmfyl N {Srote) v
RENOY, weily) .
Burial e 18.19 Grandview Cemetery | Hannibal.Missouri

24. FUNERAL DIRECTOR

ADDRESY,

.7"“9\
1000 BdwY.

-2

25 DATE RECD. BY LOCAL REG.

- 57

(Licensed Embalmer’s Statement on Reverse Side}




JEN 9 VO

AR

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 it e v en e e s s e ae s e neis i s e s s ran e bras .» Student Embalmer No. .......ccovvvvnrnee

working under my personal supervision.

SEUAENt ceeeniriii e e e en e Signed .......
Signature of Student Embalmer

- -0 e =" = Licensed Embalmer No?/fm
P. 0. Address .Coommantiad).. 4

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,




