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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

F”_EU AU G 4 1gmisrrutior5 District No. /

Primary Registration District No.._ﬁ_ﬂ Voo W TR Rogls!rar s No. '“CQ %b ,,,,,,

58-024447

e LW e

STATE FILE NUMBER

SRR e

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived. If institution: Residance befo,
a. COUNTY Adair a. 5TATE Missouri b. COUNTYMacon ndmis-ioy(
b. CIOTRY {If cuurs.ida corpon-nm limits, give TOWNSHIP only) Inside Limits c. CIOTRY Oé /0 Inside Limits
town Kirkswville Yes (3 No [] town La Plata DO | Yes[H No[T]
c. ;gls.h?:r%'gf: {If NOT in hospital, give location) | Length of stay in 1b d. iTD%%EE'IS'S {If outside, give lecation) Reside on Farm
INSTITUTION Grim Smith HOSPltal Yes [ ] No [}
3 :‘lTA:;eE ngr?nEthASED " First Middle Lost 4. DS;E MD"'E 6—§)§Y Yaor
fary Frances Clem DN
TN i I o P i e e e e

10s. USUAL OCCUPATION (Give kind of work dons | 10b. KIND QF BUSINESS OR

11. BIRTHPLACE (City and atate ar country)

12. CITIZEN OF WHAT COUNTRY?

during most of working life, aven if retired) INDUSTRY .
Housewife ' Housewife La Plata, Mo. b United States
13a. FATHER'S NAME 13b. MOTHER®S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Hoah Vikel Thrush Joseph Eliga Clem

15. WAS DECEASED EVER IN U, 5. ARMED FORCES?
{Yas, no, or ynknawn)| (If yes, give war or dates of sarvice)

16. SOCIAL SECURITY NO.| 17.

Grim Smith Hospital Records

INFORMANT

Address

18. CAUSE OF DEATH (Enter only one cause per lina for {a), (b), and {c}.)
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE ({a)

INTERVAL BETWEEN
ONSET AND DEATH

ﬁe—w:‘—
. d

Conditions, if any, DUE TO (b)
which gove riss to
above c:un {a), } * Y
i der-
z lying covee. lest. }  DUE TO {c) Wm 33/X
- PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat related to the terminal diseass condition glven in PART | () 19. WAS AUTOPSY 2.
6 PERFORMED?
T YES{] NOE
2| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART Il of item 18.)
w
o O a3 £
G| 20c. TIME OF Hour Month, Day, Yaar
o INJURY a.m.
X p.m.
20d. INJURY OCCURRED 0. PLACE OF INJURY {e.g., inorabout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
W'HILE ATD NO']' W'HILE 0 farm, factory, street, office bldg., etc.)
21. | attended the deceased from _7—2 3—‘;8 7"'26""‘;8 and last laﬁnliva on 7“26_58
Death occurred ot 10: ';O amn_ m on the dute stoted cbove; and to the bast of my knowledge, from the couses stated.
a. sluw M; title) ¢ | 22 ADDRES . 22¢. DATE SIGNED
L
> : N Crbait Mo |)0ATF
URIAL, CREMATION, | 23b. DATE 23c. NA?E OF CEMETERY QR CREMATORY 7| 23d. LOCRTION (City, town, ar county) {State)
" 7-28-59 My A
g /.u/ &

ADDRESS

77/0

25 DATEjCD BY LOCAL REG. 26

1STRAR'S SIGNATURE

L

[Licensed Embalmer’s Sfcfcln-nl on Reverss Sido)




STATEMENT BY LICENSED EMBALMER

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

DY ME, OF BY .oiiiiiiiiienieimii s titibai e r st s ra e et e ., Student Embalmer No. .......ccoeeeenie

Licensed Embglmer No., 4)64

P. 0. Ag,dr%{tﬁrﬁ-‘r ”./{,(J!%Zﬂ/

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license}.
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact shou{d be so stated above.

-t

working under my personal supervision,

Student voveeeeriiivriiereea e
Signature of Student Embalmer

-




