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- BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. t oi PRIMARY REG. DIST. NO.&Z__E Registrar's No

1. PLACE OF DEATH
a. COUN"Y

Dunklin

2. USUAL RESIDENCE (Whare decessed lived.
a. STATE b, COUNTY
Miasnuri

If ioatitation: residences befors

admision}.

Dinklin

- . 2
WRITE PLAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD 0.\ ‘_‘

b. CITY (I outaids eorpurats limits, writs RURAL and give e. LENGTH OF ¢. CITY (If ouiside vorporate limits, write RURAL aod give township)
T wowaship)| STAY (in this placeif| ORN
WN - .- 3] yra TOWN . Rural-Union annq}’\‘ih -
d. FULL NAME OF (lf not in hoaplal of instivation, give street addreas or loention} || d. SrREET (11 rural, ive location) O 33 %
HOSPITAL OR ADDRESS >
INSTITUTION Home-Camnhell R, 3 Lanph iR, 3
3. NAME OQOF a. {First) b, (Middle) c. (Last) = A
DECEASED 4 Dg'l_,'E {Month)  (Day) (Year)
{Type or Print} LUCY BRAEUR DEATH ATIGIIST. 3 1G53
5, SEX 6. COLOR QR RACE | 7. MARRIED, NEVER MARRIED,/ 8. DATE OF BIRTH 9, AGE (Io yesrs|  tnoER 1 YEAR | OF ONOER M Hx3.
/ WIDOWED), DIVORCED (8peciy luat birthday) | Montis| Days | Hoars I Min.
emale 71 White Mzrried Sent.22,1805 57 111 8
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | I1. BIRTHPLACE {State or forelgn oountry) =1 12, CITIZEN OF WHAT
done during most of working Hias, aven If retired} DUSTRY C, COUNTRY?
Housgewife Mlssouri U.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Henry Thiele 4__Frances Arnegen Garrett By
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT 5 SIGNATURE OR NAME ADDRESS
{Yes, no, or unknown) | (If yes, give war or dates of service} NO.
No None Garrett Bragur, Camnbell  Ma, R.3
18. CAUSE OF DEATH MEDICAL CERTIFICATION - i Ig‘rER\rAL B%ﬂ
| Enter only onscauseper I, DISEASE OR CONDITION Sﬁcide by hanging 'E, 'ﬁﬁ
line for (a), {b), and (¢) | PIRECTLY LEADING TO DEATH* (4) .
CThis does nat mean ANTECEDENT CAUSES
the mode of dying, such | Aforbid conditions, if ony, giving DUE TO (b)
a8 heart failure, asthenia, . |o Tt to the abone cause (o) siatlng . . . C e e .
ete. It means fhe dis- the underiying cause last.
caze, infury, or complica- ) BUE TO © :
tion which cauged death, | 11. OTHER SIGNIFICANT CONDITIONS' -
Conditions contribuling to the death but not
related to the disease or condition catiring death.
19a. DATE OF-'EJPF.[R&-I - 19b,” MAJOR FINDINGS OF OPERATION™ '~ . Ve 20, AUTOPSY?
. ] E ? 7 % X ves L] o E
21a. ACCIDENT (Bpecify) 21b. PLACEOF INJURY (e.g..inorabout | 21c. CITY TOWN, OR TOWNSHIP) ) {CouU ::2_ (ST‘ATE) )
a%lﬁlglEDE Suiclde home, L strest,offce bids. eto.) nlon T B{o.. -~
21d. .TIME . (Month) (Day) (Yewr) (Houn 21e. INJURY OCCURRED | 211. HOW DID ENJURY OCCUR?
Lo WHILEAT[] KOT WHILE[ .
INJURY m. | “woRrk AT WORK -

22. I hereby certify -tha'z I altended the deceased from ' y

alive on

19

to - 18, thal' I last saw the deceased
, and that deaih occurred aLﬂ.iED.Am., from the causes and on the date staled above.

=Rl {W B,

23b. ADDRESS |23c9?§ sn NED
Keoaaad & -

2a. aunﬂ}mméﬂk“
]
By A e

zlb“bn"rl-: *

Bept .2,1063

z&é“h'mt“dr csmmav oh‘tﬂtih‘fd'nw“-’ad LOCATION (Clty, town, of county)
Sacred Hng rt Cemateri-— Wilhelming

-(Blate) °

Miganuri

DATE REC'D BY LDCAL REGISTRAR,

9- Z ':; REG. ‘ )

k4

. runsnnt‘ FRETOR 5 81 GNATURE

ADDRESS

NATURE
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RECEIVED DUNKLIN COUNTY MEALT
DEPARTMENT .. 7= 578 3.....
COUNTY FILE NUMBER 782 -2/
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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, or by

Student Embalmer No.

working under my personal supervision.

SLUAENE savsnerrsaccsasacsossanssssassvsasse ' Sagned_....ﬁ — _M

Student Embalmer
Licensed Embalmer No.... .2[ A

P. 0. Addre L% .

Note:' The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND' G. (Failure to comply wi

the above constitutes grounds for revocation of license.) |
If this body is not embalmed, fact should be zo stated ebove.



