: 200 ‘FILED NOV 15 1955 THE DIVISION OF HEALTH OF MISSOURI
0.
Yo. 0 STANDARD CERTIFICATE OF DEATH vt i N
i) BIRTH NO. . -~ REG. DIST. NO. ___5_§___ PRIMARY REG. DlST."“o-':% Kegistror's Na,_j,..%...“m""_"_"_.
,/l, 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whste decoased lved. If iostitution: residence before
1‘ a. GOUNTY 8. STATE b. COUNTY admieslant.
) 5 Carroll. ' _ Miggouri,
& b. Cé‘a‘l' (’If outelde eorpurats Lmits, writa RURAL .ndw':‘:.hip) CSI'AI?E[;E;I:; pl?i} [-N Cgf}’ 4. ?ggm&!ﬂ#‘hmm;:“
Towy; ~(Ruralk), Mogs-Creek.| 40, Years. ™ Norborne GA - S
d. FE(%%PII“ 'I'E\ANEEOC},:IF (If not in boapital or institution, give street addreas or ]ouﬁnn) . A%I-DRREE‘TS (If rural. give location) ’ 0 t f] “'
INSTITUTION In"am bulance, on. HWy. # 10 S eagst 2nd si:reet ©
3. NAME OF SR ) dle) ; N e, (Last) 4. DATE  (Maonth)  (Day) ' (Year)
( Type or Print) Minet. Clifford Thompson. : ceATHNov, 4, IG55
5. SEX E‘gﬁ. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (1o years| I¥ UNDER | YEAR | ¢ UNDER u WRS,
. WIDOWED, DIVORCED (Bpec L last birtbday) MBBUII' Days | Hours | Min.
_Male | White. B T o
10a. USUAL OCCUPATION (Gwekind ufwork | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . e - N
:onodurinx most of working ll(!u.'::ehnll :-t.h-d.’l ) DUSTRY {City aad State or Foreign Country} / mc&ﬂﬁ%EP‘}?FWHAT
Carpenter in early Life, Egstport. Iowa U,.8.A,
13a. FATHER'S NAME j'! 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND’OR ¥IFE ',
' Unknown, : Unknown None,
15. WAS DECEASED EVER IN U.S.ARMED FORCES? [ 16. SOCIAL SECURITY INFORMANT'S SIGNATURE OR NAME DD ESS
(Yes, no, or unknown} | (If yes, kive war or dstes of service) NO
io N ™| 487-03-9558, W?xw__éz“_zg_m
" N MEDICAL CERTlFlCATlON INTERVAL BETWEEN

18. CAUSE OF DEATH SEASE \ NTERVAL BETWEEN

- Enter only onecausaper | [ DISEASE OR CONDITION

lne for (8), (b), and (&) DIRECTLY LEADIRG TO DEATH'(B) u-m'—
*This does not mean ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if any, giring DUE TO (0} w Z Z2 é

ax beard fatiure, asthenia, | vise to !MI above WW; (a) atating
ete. It means the dis- the underlying counre last.

case, injury, or complica- DUE TO (c)
“tion which coused death. | 1. OTHER SIGNIFICANT CONDITIONS L9 ;
' - Condillons contributing to the death but not g‘ / 2 LI .
related to the dizease or condition cauring deaih. MLJ-{.M I_LA_ -
19a. DATE QF OPERA- | 19b. MAJOR FINDINGS OF OPERATION - 0 R 2 5‘ 20. AUTOPSY?
< TION - . N > - -
. ~yes [ w0 X]

(STATE)

216. PLACE OF INJURY (e.5., inorabout

homa farm, fa orv.nrgat.oﬂubld.;..cm.

21a, gCCIDENT 2le. (CITY. TOWN, OR TOWNSHIP} [} /,

2le. INJURY OCCURR

(Dsy)  (Year) (Hour)

21d. T(l)gE {Moanth) | 21f. HOW DID INJURY OCCUR?
|\ Zpop) B P | S - JA
22. I hereby certify that I atlended the deceased jram L, 19 , lo , 18 , that I last saw the deceaced

alive on : i , 19 and tha! death occurred al wm , Jrom the causes cmd on !he date stated above.
22, SIGHATURE {Regroa ot title) -} | 23¢. DATE SIGNED
ne

-7 ‘5'.5-

24b. DATI 24c. NAME OF CEMETERY OR CREMATOR

WRITE PLAINLY-—USING TUNFADING BLACK INK—MAKE A PERMANENT RECORD

24a. BURIA im LOCATION (Oity, town, or county) (smr.a) B
TION, REMOTE (Bpecity) |
ural . 11/6/1955.1 Trinity Luthern Ceme ery North Norhorne. Mo -

DATE REC'D BY LOCAL ISTRAR'S SIGNATLUR L/-é 9 25, FUNERAL RECTOR GNATURE ADDRESS
159 8L \ —Qﬁw@ K :
- - [

(licensed Embalmer's SW 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 embal

by Me, OF By .ot ittt creieeen e aeesaaaeaanann PO, , Student Embalmer No..-m.

»a /é%;omf ........

.. Lice_na'e'q‘,Embalmer No34.'-5—17

working under my perscnal supervision..

Student ... S ) Signéd..
Signature of Student Embalwer

P. O. Address.

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

If embalmed by a STUDENT, he also.shall slgn in his OWN handwriting. . -+

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




