THE DIVISSON OF HEALTH OF MIBSOURI

No. 300 g p—
o] ALEDJUN1O 1949 STANDARD CERTIFICATE OF DEATH sute e o LOLTD
BIRTH KO. ‘REG. DIST. NO. ,{2 2 PRIMARY REG. DIST. WO, . ,LLJ_QJ-RmimQr': ~.,..__.2‘.19_0 per- W
1. PLACE OF DEATH - 2. USUAL RESIDENCE (Whers decessed lived. If institution: residence before
s, COUNTY a. STATE b. COUNTY, aumg.-'sum.
N R IKS o Kansas rapklin 929
| b. CITY (M cutslds corperata limits, write RURAL and give ¢. LENGTH OF ¢c. CITY (If outaide corporate limita, write RORAL and give townahip)
- OR n.up) STAY (in this place)] OR /
& o Acas C.ay Swks || T _orvawa 5/
g FH&.SLP#AN'I_ OOF (If oot in hospital or Lnstitath :lvut!-z ddross or | ) d. ST| ADDRESS (It raral, give kcation) .
o INSTITUTION &5 Enges Hespiral 1112 S. Main St. ’2.
8 = NAME OF s (Firs) b. (Middle) _—/c./u.m) LDATE  (Moth) (Dap)  (Yew)
| (oo LERoy Free ThomaS A Ay /Y /FST
] ] 6, COLOR OR RACE | 7. MARRIED, NEVER MARRIED,# | 8. DATE OF BIRTH 9. AGE {In yean| ¥ VOO | TER | OeER 4 o,
= 0‘ hit WiDOWED, DIVORCED (8pucity) : last birthday) |Montha| Days | Hourm | Min.
male white married ¢ | 9-22-1883 &S |
g 103, USUAL OCCUPATION (Give kind of work | 100, KIND OF BUSINESS < OR IN | 1. BIRTHPLACE (Bats of forelgn country} 12._CITIZEN OF WHAT
E done during most of working ilfe, sven If retired) il‘ COUNTRY?
d retail coal dealer| Kansas / 0.5,
< 13a. FATHER'S NAME 13b. MOTHER'S MALDEN NAME : 14. NAME OF HUSBAND OR WIFE
“ Edson T. Thomas ] Ida C. Coe Anna L. Thomas:-
t2 || 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME  ADDRESS
- (Yo, no.nfl?-rk]m;}r‘ UIf yeu, give war or dates of servios) NO.
= nkno : nknown Mrs. Anna Thomas, Ottawa, Kansas
I 18. CAUSE OF DEATH MEDICAL CERTIFICATION lg;gg:lhg%rgﬁ_m
- B [{ Eoter only cnecauseper | 1. DISEASE OR CONDITION _ . ; m_-_'__._ﬁ ' H
_ 7 | umetor (o), (b), and (¢ | PIRECTLY LEADINGTO DEATH® (4) —_— JE
5 *This does mot mean | ANTECEDENT CAUSES ([
b the mode of dying, fuch | Aforbdd conditions, if any, glring DUE TO (b) |
= o4 beart fallsre, asthenia, {},‘,‘ 'fo nd‘?rel ;i:?:a c:'u:; ugiai 'stating ‘ T, - - .
(-] de. It meens the dis-
A o empeicdrat ooy bt i bliple Abvesr, Losh Ko,
5 || tion which esused death. | 11. OTHER SIGNIFICANT CONDITIONS ¥ =7 W d.
] ’ Conditions contributing io the death but not ’
31 Feiated to the dlreate oy condithor cauting mu;( 1N 7> — Ww,éé-\
t [l 19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION i 20. ABJOPSY?
2, 11’1/ TION ‘f‘ﬁf- “ E:z: Q C Q O / bog‘* D
fas] #£9 : YES NO
o 2ta/ AC%DEN‘[‘ - (Bpecity) 21b, PUACE OF INJURY (e Inorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) /7 STATE)
h SUICIDE - bome, fbrm, fectory, strost, office bidy.,ew.)
Z HOMICIDE ~ .
g 210. TIME (Moath)  (Day) “(Year) (Houn | 2le..INJURY OCCURRED | 2If. HOW DID INJURY OCCUR?
WHILEAT[™} 'NOT WHILE
J INJURY N, m. | “work AT WORK '
E 22. I hereby certify that I atlended the deceased from that I last saw the deceased
- alive on , 192 , and that death occirredal ________m., from thi causes and he date stated above,
2 | Ze. SIGNATURE . (Degree of zme)c 3b. ADDRESS Z3:. DATE SIGNED
+ 186 - .
2 £ fmen ’é/’ﬁ - AtP- /o017, T BUa_ | /e
) 24a. BURIAL, CREMA- | 24b. DATE vy 24c. NAME OF CEMETERY OR CREMATORY LOCATION (Oity, town, ofbounty) /  * (53dte)
TION, REMOVAL (Spwcits) 1
§ Ema owrs L 5=19-49 Highland Cemetery OTTAWASA, NAane
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE 25 FUNERAL O|RECTOR'S S1GHATURE ‘AboReds
. ’ ; TIANE Y m’@@gc KQ
- —7

(Licensed Embalmer's Summm on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, 0F by vrcoriinec]

Student Embalmesr No.

working under my personal supervision,

- mer Nq/él / 1_5 -

icenzed Embal

P, O. Address _/”9) @

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
the above constitutes grounds for revocation of license.)

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

- Student sisesnnieenevronas esesbssrasnssane Signed
Student Embalmer

comply wit]




