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WRITE PL";AINI"Y—USING UNFADING BLACK INE-—MARKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI

FIEDFEB 24 1950 STANDARD CERTIFICATE OF DEATH oo rie . 2203
BITH NO. REG. DIST. NO. %_PRIIMY REG. DISY, NOM Repistrar’'s No. er/
i. PLACE OF DEATH 2. USUAL RESIDENCE (Whers decosssd lived. I innstitution: tesidence before
2. COUNTY Lafayette S a STATE M4 gsouri > COUNTY T afayette ™

b. CITY (I catalda corpurata Heits, write RURAL and glve

e ¢, LENGTH OF c. CITY (If outaide corporate Hmits, write RURAL and give townahip) 5- 92/
Tome Higginsville, iiol N 4]

TE YBAPY SawHigginsville

d. FULL NAME OF (If not in hospital or institution, give streat address or location) ' 4" STREET (I rarsl, give location)
HOSPITAL OR . ADDRESS v
INSTITUTION 2501 ‘Main Street
3. NAME OF . . (First b. (Mladi . (Last)
DECEASED L“. (First) (Mlddie) e ( 4 DATE  (Moni) (Day)  (Yew)
(Typeor Pringy  Mimmie Anna - Thaller peari  Feb 3rd 1950
5. SEX / 6. COLOR OR RACE | 7. \hJiRRRIED NEVEEC%SRRIED/ 8. DATE OF BIRTH 9.h.AfE (I::.;n ¥ u&n 1YEAR | F omen o,
(Bpaoily ¥, ys | Houwrs | Min.
Female White BIRFTR %) 2/25/1898 ik ]
10a. USUAL OCCUPATION (Giwekindof wark | I0b. KIND OF BUSINESS‘ OR (N- 15. BIRTHPLACE (Btate or forelgn oountry) 12, CITIZEN OF WHAT
done during mest of working life, even 1f retired) DUSTRY . / COUNTRY?
Home Duties Pekin, I11 USs A
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME * 14. NAME OF HUSBAMD OR WIFE
Bernard Thaller 1 _An er |
15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ACDRESS
(Yes,n0,0r ynknown) | (If yes, mive war or dates of service) NO. .
No None William Thaller Higgingville Mo
18. CAUSE OF DEATH. MEDICAL CERTIFICATION INTERVAL BETWEEN

Enter only onecaus per ‘1. DISEASE OR CONDITION

. ONSET AND DPEATH
Jie for (a), (by. and (e | DIRECTLY LEADING TO DEATH® ;) 7?1,?0 /P .ﬂ., )(—;,Q % :t Frt -M—

*Thiz does not mean ANTECEDENT CAUSES

the mode of dying, such Mortid conditions, if eny, giving DUE TO (b) — .
s hrort fellure, asthenta, | rise to the ebore cause (a) staling . - .

fe. It means the dis- the underlying cause last,

care, infury, or complica- DUE TO {c)
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS .

Conditions contributing to the death but not
related to the disease or condition causing death.

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION i ' 20, AUTOPSY?
TION - s
' B - - YES D NO

2ta. ACCIDENT {Bpecity] 21b. PLACE OF INJURY te.s..lncrabost | 21c. (CITY, TOWN, OR TOWNSHIP). {COUNTY) {STATE)

SUICIDE home, tarm, fuctory, streat, office bldg..eve.)

HOMICIDE )
214, Tél;rﬂ': (Month) (Day) (Year) (Hou | 2ie. INJURY OCCURRED | 211, HOW DID iNJURY OCCUR?

WHILE AT NOT WHILE '
INJURY WORK M WORK

2 I hereby i y that 1 auendc deceased from ih'-_k_ 19@ to M IQL that I last saw the deceased

- alive on and that death occurred at ‘aﬁ_ﬁ ., from the causes and on the date stated above.

2! SIGNATURE, O (Degree or tit}e) | 23b. ADDRESS | 23%. DATE SIGNED
' Higginsville - '

24a. B g&i 6“" CREMA b. DATE 24c, KAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity, town, or county) (Btate}
. (Bpediy)
ﬁur‘l&iu ADN2/6/50 St., Marvy! Higeipaville . Missouri
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE / ‘4. zs ruusan. DIRECTOR,S S| GNATURE T AbDRESS
P REG. Hi i 1
e d 7 © - 1750 s | igginsville, Mo,

[ &) d Embalmer's 5t oanScd:)




sp5»  FEB28 1950 .* ;

FEB14
RECEIVED
District Health Officer l\o 8

Cistrict File Number_ ... - -

P
n

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, of by.we e -

..... — —— e Student Embulmer No.
working under my persona! supervision.

Student eeeeesas Ceeraeanenens Crerraneeenens S[gnprl M‘F’MJ——

Student Embalmer

Licensed Embalmer No L2814

P. 0. Address. Higgzinsville , Missou:

Note: - The alm\.ei MUST BE SIGNED -BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revoration of license,)

‘H this body is not embalmed, fact should be so stated above.- - o
LS e - :




