THE DIVISION OF HEALTH OF MISSOURI

Mo . 300
- l FILED JUN 29 1855  STANDARD CERTIFICATE OF DEATH iae Fite o L3R
'BIRTH NO. REG. DIST. NO. __ZL PRIMARY REG. DIST. m,ﬂxwmmn No }/o
1. PLACE OF DEATH i 2. USUAL RESIDENCE (Whare decessed lived. 1f instltution: residence before
0 a. COUNTY Clay » STATE My ggouri b.COUNTY @]gy  imkis.
b, CITY (It outaldy corpurate limlity, write RURAL nad aive - [ ¢. LEKGTH OF )} < CITY - . s oo . d. s Rasidence within limits of
' Of a
v Smithville e FHASPET 1S Smithville YR j
d. FULL NAME OF (If sos in hoepltal or lostitation, ivs strect addrees ar location) STREET (1f rural, give location)
HOSPITAL O *'ADDRESS
nermuTionSmithville Community Hosph 5 Milss North of Smlthvlll?
3. NAME OF & (Fist) b. (Middie) c. (Last) 4. DATE (Moutk)  (Day)
DECEASED 7) _ (Year)
(Typeor Py Julla Elizabeth Thomas o June 21, 1955
5. SEX /] 6 COLOR OR RACE | 7. wggw&g gr[-:\\;rggc MARRIED. = 4 8. DATE OF BIRTH 9. AGE (n Ten| 7 000 ) V8 | @ o
{Bpa. o Hours | Mh,
Fe Wa Widowed -Dec. 11, 1886 | 88" "8 11T | ™|
10a. m Sffg’:ﬂﬁ (G o ofwerk 10b. KIND OF BUSINESS OR IN. | 11. BIRTHPLACE (¢, wug sesea or Toroiga Councry 12, crrl_lz_ﬂgrwun
Housewlfe Cwn Home Plattsburg, Mlassourl
!ls:. FATHER'S NAME i 13b.. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND'/OR WIFE
John T. Shannon {Jennie McCu gmes Thomas {Dec.
15, WAS DECEASED EVER IN U, 5. ARMED FORCEST | 16, SOCIAL SECURITY | 17, INFORMANT' S STGNATURE OR NAME ADDRESS
Yes. 0. 0r unknown) | (11 yem, sive war or dates of aervice) NO.
No : None Jennle Thomas Smit hvllle, Mo.Rt .2
I 18, CAUSE OF DEATH ¥~ - -~ ~' '~ . = - MEDICAL CERTIFICATION - - . '° .. .o~ 1 .~ INTERVAL BETWEEN
| Enteronl I. DISEASE OR CONDITION _ W
bitnpoh (!{g:n"’;”(’; DIRECTLY LEADING TO DEATH? ¢y . . . )_VCL-L«H—JM.Q,Q e . 3 j’m %Dts

.an heart foflure, asthenia, | rise Lo the above cause (0] stat . . -
tion which eaused deaih. | 1. OTHER SIGNIFICANT CONDITIONS . . L .. . o

*This does not mean ANTECEDENT CAUSES Cl t: Q e { { , D | ] CC‘
dde. It means the dis- | A undeviying cotise lags.
Conditions coniributing to the death but not

the mode of dying, such | Morbid conditions, if ?nr gidﬁ::: DUE TO (b)
caze, infury, or compl DUE 70O (c) J‘I Qﬂ’ﬁ
related to the dizease or condition cansing death,

WRITE PI,AMY—U-SING UNFADING BLACK INE-MAKE A PERMANENT RECORD

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION S oL v a .t 3G AUTOPRSY?
TION N E/
\ . ' YES I:] NO
Al 21a. ACCIDENT (Bpecify} 21b. PLACEOF INJURY (a.g..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE - : " .| bome,farm, fnotary, atreet, office bids..et0.) . \
HOMICIDE e . T S

21d. TIME (Momth) (Day) (Yeur) {(Heur) 21a. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

: BT - WHILE AT NOT WHILE

. TNJURY . WORK AT WORK

2. ] hereby certify that I auendcd the deceased from 19_S§ to %jﬂ_ 19525 that T lost sow the deceased
alive on 3.5 and that death occurred at m., from the couses and on the dale stated cbove.

2. snsnmart QR W M Wrmor il 2 oy ;! S I 23. DATE SIGNED

Zs. BURIAL. CREMA- | 24b. DATE .V -V 1 24c. NAME OF CEMETERY OR CREMATORY | | 24d. LOCATION (City, town, or wunty) | (Gale

TFION, REMOVAL (Boediy) . N :
Burial 6-23-55 | 1.0.0.F. Cemstery Smithvills, Missouri

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE . Lifyhﬁ FUMERAL DIRECTOR'S 81 GNATURE ADDRESS

| ofas/sT | [flce Lleempttpees A McConse Funeral Home Smithville,Mo.
,- R =P on Reverse Side)

Nes




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was eml

byme, or by ....oiiiaaniaal e e etueadseteatemeeeareeaaearoatetanaarrenaans , Student Embalmer No..........

) Al

Licensed Embalmer No.&.{’:f;

working under my personal supervision..

Student...oovneni ot e
Signetore of Student Embalmer

P. O. Address 45 ’ .

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

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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




