THE DIVISION OF HEALTH OF MISSQURI

09-014094

. Health, o
a;:w|:|"u" STANDARD (ERII"CATE OF DEATH STATE FILE NUMBER
. wilic
h Survnco HLED MAY 1 2 1gsag|stmhcn Bistrict No. __.F%..Q__Q ________ .Primary Raglstmhon District No. No. Reg_ish-or's No. _4 ___l ___________
| | T
. PLACE OF DEATH 2. USUAL RESIDENCE (Whare deceased lived. |f institution: Reséden:elﬂffore
admisyion
a. COUNTY Mg » on o STATEMissouri b. COUNTY Mzacon /‘
n b. TY {If outside cerporate limits, give WNSHIP ont nside Limits <. Y nside Limirs
57 CITY { give 10 y) | Inside L cIT PR i
rom La Plata YeXD No (T Sr La Plata O
! c. FgLI;-I NAME OF (If NOT in hospital, give location} | Length of stay in 1b d. STREET {If cutside, give location) Reside on Fgrm
HOSPITAL QR : . ADDRESS
INSTITUTION -——-- lifetime Yos (7 NofS)
3. MAME OF DECEASED First Middle Last 4. DATE Month Day Y ear
(Fype or print)
NELDO  TRUMAN THAYER oOF May 3, 1959
5. SEX 4. COLOR OR RACE| 7. 8. DATE OF BIRTH 9, AGE (in ywars {|F UNDER 1 YEAR| IF UNDER 24 HRS.
M o W MARRIED[JINEVER MARRIED[ ] oE (in Kd:;; e IR o A
1 wiooweo[]] ovorceo{ ]| Aug 29, 1885 WY g 4 -
10a. USUAL OCCUPATION (Give kind of work dona | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country) C, 12. CITIZEN OF WHAT CQUNTRY?
during mot of working life, even if ratired) INDUSTRY . N s
et Civil Service -————— Adair County Missouri USA !
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME QF HUSBAND OR WIFE
Eck Thayer » Ora Axton Maude E, Thayer
I5. WAS DECEASED EVER IN U. $. ARMED FORCES? 7 I 50CIAL sgcum'r . "?7 INFORMANT Address
(Y.‘.f}"a or unknown)| (I yes, give war ar dates of servicae) 4‘4"8‘9'9—9-9'6% MI‘S Ma.dd e E . Thayer , La Pl ata . MO

' only slandard nomenclature in item |3, No symptoms will be listed. ~

All diseases in Part | must be cousclly reloted.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

18. CAUSE OF DEATH (Enter only one cause per li
PART . DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o)

for (o), (b), and (<)}

.

INTERVAL BETWEEN
ONSET AND DEATH

.Z%cz,__

Death occurred at
Ly - ]
o

N -
7741{4%122],0
mon

d

Caonditions, if any, DUE TO (b}
which gave rise 10 }
gbove couse {a),
stating the under-
é lying couse last. DUE TO (e}
= PART H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dissese condition given in PART { {a} 19. WAS AUTOPSY
5 PERFORMEDR?
g S S YES[] NO
2| 200. ACCIDENT SWCIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART t or PART I of item 18.)
8 O o O
S| 20c. TIMEOF Hour Month, Day, Year
S INJURY a.m.
] p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor cbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE O farm, factory, sireet, office bldg., etc.)
WORK D AT WORK
21. | attended the deceased from and last xaw o alive an

title)

LY

22h. ADD

SIGNATURE / %ﬂegr or
@/ 00PN
urial

La Plata Cemetery

NAME OF CE“ETERY OR CREMATORY 23d. L

.
im f
stated above; and to the best of my knowle tr e covses staled,

22¢. DATE 8§

¥

{Stcta)

ED
-

OCATION {City, town, or county)

La Plata, Missouri

230, BURIAL, CREMATION, |:23I: DATE I~23c.
¥ 5, 1959
24. FUNERAL DIRECTOR

REMOVAL (Specify}
Jilson Funeral Home La Pl

25. DAT‘E RECD. BY LOCAL REG.

515159

ata, Mo.

’Efm STRAR'S SIGNATU'RE

{Licensed Embalmer's Statement on Ruverse Side)

e




STATEMENT BY LICENSED EMBALMER

by me, or by

working under my personal supervision.

Student

Signature of Student Embalmer

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 should be so stated above.

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

.......................................................................................... .» Student Embalmer No..........c.cevveent

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure

eeevanssesrassTsIRARATSS P.“’ aeg .

.....................

..................................




