THE DIVISION OF HEALTH OF MISSOURI

. No. 300 _ . i
PN ﬂ}lﬂ] APR 15 1952 STANDARD CERTIFICATE OF DEATH Stete Fite Novon L AR
lpipTH Mo, REG. DIST. NO. _,-La_ PRIMARY REG. DIST. WO. &. Regisivar's N.,,__,_,__}_,é,_?_..,m,___
, )7 1. PLCQS:TYOF DEATH i z UETL;_?EI. RESIDENCE (Where decsased lived. If Insthution: residancs before
f a. . - . . : b. COU Jsaimion].
Buchanan - 3 * Missouri "YSuchanan*'
b. CITY (I cateide corpurats limita, write RURAL and give c. LENGTH OF . CITY (I outelde oorporate limits, write RURAL and give township)
OR . .- townshlp)| STAY (in this place) . y
: a TOWN _St. JOSODh i O Y 14 Mo, TOWN St Joseph a/ 7
& FHO%P'”'II'AAMI'.EO%F {If 20t In Bospleal ar Inatitction, give streat address o location) d. ASDlg%REEEI'SS (If eursl, ghvs location) 's)
o INSTITUTION " 218 Sg 10 5;-. 1202 No, 3 Sz-'
& INAMERS, & (Fimy b. (Middle) o Qe . | 4DATE  (Moth) (Day) (Year)
B (Typeor Print)  JOhn B, : ratchin DEATH 4 2 )
z 5. SEX a 6. COLOR OR RACE | 7. MARRIED NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In ysars| IF NDER | YEAR | O twoen u noa
E WIDOWED, DIVORCED (8pe ' laat birthday) |Mosnthe| Days [ Hours | Min,
3 Divorced June 3, 1873 76 | |
10a. USUAL OCCUPATION (Give qmm.; 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE
[+ dona during moat of working us:., .':nu ";k:rdl; - . " STRY (?hu or forelgn mn!‘q) 0 12, C[TIZEI;I"OF WHAT
& laborer Eox Co. Zmployde Darlington, lio.
< ﬂlsa._nmm's NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
R Volney Fatchin 4 Laney ratchin . Thompson :
* IS. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT'S S{GNATURE OR NAME ADDRESS
4 (Yos, 0o, 0r uknown) | (If yes, xive war or dates of servics) NO. m -
;o E no : of Vester Thompson , St. Joseph,
| 18. CAUSE OF DEATH v MEDICAL CERTIFICATION :gg.grv:;ﬁ gw
b Enter ont 1. DISEASE OR CONDITION
Z e (ﬁ{‘?;ﬁmu:‘(’g DIRECTLY LEADING TO DEATH*;, _ Cerebral Hemorrhage Unknown
5 *This does mot mean | ANTECEDENT CAUSES
the mode of dying, such | Morbld eonditions, if ony, fiing DUETO (8 ——— Arteriosclerosis Inknown
3 as heart feflure, asthenia, | rite to the above couse (a) N
R’ de. It meana the dig- the underiping cause lagt.
o ease, infury, or complico- DUE TO (c)_ .
> tion tohich cawsed death. | 11. OTHER SIGNIFICANT CONDITIONS -
= Conditions contributing (o the desth but not . 5 3
a ' related t?t'be disease J:'ﬂmndﬂhn mulin? death, Welonephritls .
[ 19a. DATE OF OPERA- | 12b. MAJOR FINDINGS OF OPERATION - 5 20. AUTOPSY?
& TION 3% { X O w#
= YeS KO
o 21a. ACCIDENT (Bpacity) 21b. PLACE OF INJURY (s.5.. Inorabowt | 21c. (CITY, TOWN, OR TOWNSHIP} (COUNTY) (STATE)
SUICIDE boma, farm, fagtory, street, offics bldg., #1e.)
& HOMICIDE
g 21d. TIME (Menth) (Day) (Year) (Houn) | Zle. INJURY OCCURRED | 21, HOW DID INJURY OCCUR?
WHILE AT ] NOTWHILE
bL INJURY = | “work AT WORK
Z

2. [ hereby certify that T atiended the deceased from — =13, g_sl, to_le=3m 1952, that I last saw the deceased

aliveon _ Lo 1950, and that death occurred ai m., from the causes and on the date sialed above.

28, SIGNATURE (Degres oz yulp) | 23b. ADDRESS  Kirkpatrick Building | 2. DATEsiGNED
MMM Zt £k St. Joseph, Missouri l-L-52
b. D

3
7
E 24a. BURIAL, CREMA- ATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Ofity, town, of county) {Btats)

(j{ TYON. REMOVAL speaiey . ) . o h o
§ Borig] 4/2/68 Memorial rark =t, Joseph, .

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE &0 |5 IRECTOR' 8 81 GKATURE - ADDRESS
) REG. = -
iApes 9,1952




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, 0T By o eoecrerecnene

. .. Student baimer Nou.sssrsssnsnsss
working under my personal supervision, ent Embaimer No... rRerrrees

- ~
. smmMﬁ.M
31gNedeu s issanianacsssorstonnansnannans ! \- Licensed Embalmer No /A’L 9\/&

Student Embalmer
P, O. Address <.

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

G. (Failure to comply with

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




