Doctor, coroner, etc. must use only standerd nomenclature in item 18. No symptoms will be listed.

All dixeases in Part | must be causally reloted.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBL.E
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THE DIVISION OF HEALTH OF MISSOUR}

STANDARD CERTIFICATE OF DEATH
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1. PLACE OF DEATH

2. USUAL RESIDENCE (Where decaased lived.

if institution: Reslécncu before

. COUNTY . STATE b. COUNTY admission)
i .'LLeg ° iSSouyr: MilL %
b. CITY (If oviside corporate limits, give TOWNSHIP only) Inside Limits c. CITY Y Inside Limit
OR A o], Jp— 0
T " o5 .e' Yes (] NOM TOWN ]”scqmb, - 0é£’ Yes[ ) Nnﬁ
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M A - - .
INSTITUTION &y fote S £ -Tureumbism - 33 ey A8 E -Tustumbr e Yos [X] Ne[]
Firat Middla Last 4, DATE Month Doy Year

3. HAME OF DECEASED
{Type or print)
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Thomas -
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5. SEX 0 6. COLOR OR RACE
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8. DATE OF BIRTH

H#Ma - 1344

9. AGE (In yonr-

F UNDER | YEAR| {F UNDER 24 HRS.
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o

Doys

Houts J Min.

100. USUAL QCCUPATION (Give kind of work done
uring most of working life, aven if retired}

10b. KIND OF BUSINESS OR

INDUST
- e N - ?;ﬂbn-' NG

11. BIRTHF’I.ACE {Ciry oftd stote or cluatry)

130, Ff ATHER'S NAME

136, MOTHER'S MA(PEN NAME

0 12. CITIZEN DF WHAT COUNTRY?
MilLer- Co- Mo &//fa

14. NAME OF HUSBAND OR WIFE

co. Thomps- STaek Franie- ypic K. MAtT e= Dixo N Sthe k-
13. WAS DECEkASED E\II'ER IN Li, 5. Am.uio Foafces7_ 16. SOCIAL SECURITY NO. fl INFORMANT Addrass
{Yus, nNtDUn mwn)l{ yolNg vonur or dates of service) A’D N e ﬂ 0 m 58- % fh.f "}- T—P b’. - 2

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a}

PART I.

18." CAUSE OF DEATH (Enter only one cause per line for (o}, (b), and (c).}

’MM

INTERYAL BETWEEN

ONSET AND DEATH
“Lgp T

/7

Condltions, if any, DUE TO'(b)
which gave rise to }
above covse (e},
I h der-
% ry'rr:gﬂgc;u.lcu?a::. DUE TO (C) 4‘.‘ Q'X
E PART M. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal disacse conditien given in PART | {q} 19. WAS AUTOPSY
= PERFORMED?
i YES[] NO
% | 200, ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART il of item 18.)
W
]
2 o D - No A e
U| 2e¢. TIME OF .Hour Month, Day, Year
o INJURY  am.
‘% p.m. Mo N <2
204. INJURY OCCURRED 2e. PLACE OF INJURY (#.g., inor about home,{ 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, factory, atreet, office bldg., etc.} ,
WORK AT WORK NoN e NoN e
21, 1 attended the deceased fom __~ b =l = S  w0_ Y=t/ = 5N wmdlestsottvlivacn __F— /€ — 55
Death occurred at d, ¥ ’/ . Afem on the date stated above; and 1o the best of my knowledge, from the causes stated.
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22c. DATE SIGNED

TURE 00 or ml.) b, RESS, .
%ﬂﬁu M &M‘u«« P Zzeo Y-t 2->F
23a. BURIAL CRE 23b. DATE 23c. HAME OF CBAETERY OR CREMATORY / 23d. LOCATION {Clty, town, or county} {Store)
REMOVAL (Sp-clfv)
mﬂm’L aS’ qmck MiLl er- Co- Mo

DIRECTOR ADDRESS

L.don/

(Lieuuod E-b-lu-f Stcrement on chuo Side)

25. DATE RECD. BY LOCAL REG.

26. REGISTRAR'S SIGNATURE

-
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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

DY M, OF BY oiiiieiiiesiee s it eeeteeteeeersesaesetantnaseentanertnaassnanssnrsnnsessanneeensansrnens ., Student Embalmer No. .......ccoeeunnn. |

working under my personal supervision.

Student .oeeiiiiiii e e e e eea e Signed .:
Signature of Student Embalmer

Licensed Embaimer No

P. O. Address”

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

If embalmed by a STUDENT, he also sheall sign m his OWN handwriting.

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




