Health, THE DIVISION OF HEALTH OF MISSOURI 59_016974

L Welfare STANDARD CERIIFICAT! 1] DEATH STATE FILE NUMBER
Public
Service l‘?LEU JUN 2 1959eglsrruhon District No. . __3_%2_-......_ .Primary Ragu:runon DIST!ICY Ne. {/..7_,5 N Reqiﬁrur's No. 7 ,,,,,,,,,, .
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Resldenca b#‘;
. COl . STATE . . b. COUNTY ad "“'“
300 o CONTY  Callaway ° Misssouri c Callaway =7
1-57 b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits . CITY |ns|de Limits
OR . Yes Q Ne ] OR . chg Ne []
-3 Town  Holts Surmit ToN_ Holts Summit
. <. FULL MAME OF (if NOT in hospital, give location} | Length of stay in 1b o,,,‘d STREET {If cutside, give location) Reside on Farm
HOSPITAL OR . . o ADDRESS Yes [] No[J
(‘x\ Vi INSTITUTION i ghtray f;]u lifetime Hi ghwrasr Sf_rr
- 3. NAME OF DECEASED First Middle Last 4. DATE Month Doy Year
(Type or print) OF
THOMAS HENRY STOKES pEATH  May 2lth 1959
5. SEX 6. COLOR OR RACE 7'MARRIED|:] NEVER MARRIED ] 8. DATE OF BIRTH 9, AE,E, E,I.r:':.;:;; ;::F?.ER;::AR IE::DER 2:MI:RS.
o | Male o White 3 wooweo _oworces()| October 10th '80] 78 |
‘2 104, USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 1t. BIRTHPLACE (City ond state or country) o 12. CITIZEN OF WHAT COUNTRY?
z during most of wor lng life, ayen if refired) INDUSTRY .. .
s Farmer t,) Farming Callaway County, Missourdi! USA
= 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME P!‘ NAM_bE OF HUSBAND OR WIFE
. . gebe Hgore
¢ pHenry Stokes Sallie Suggett Becease
.g. é 15. WAS DECEASED EVER IN U, 8. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
- Y , ke (1] ive wi r d f i . - .
E. g ( -;Nxa ar unl r-qwn)l( vN.opn- af or dotes of sefvice) Unknown Thomas Cla_rdy-, Holts Slmmt Missonri
z a 18. CAUSE OF DEATH (Enter only one cause per line {a), (b}, gnd {c).) INTERVAL BETWEEN
= w PART I. DEATH WAS CAUSED BY ONSET AND DEATH
% g IMMEDIATE CALISE {a)
- 2
e =
= o Canditians, if ony, DUE TO (b}
4 o= which gove rise to
-2 L above cause (a),
] r4 stating the under-
E.' 8 g lytng couse last. DUE TO {c)
5 5 N = PART Il. OTHER SIGNIFICANT CORDITIONS CONTRIBUTING TO DEATH but not reloted ta the tarminal disease condition given in PART | {0} 19. WAS AUTOPSY 22
2 Eff< PERFORMED?
5% S /77X YES[] NO[o
.E - x T 20a. ACCIDENT SUICIDE HQMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
- G a a 0
73 93
o SRS 20c, TIMEOF Houwr Month, Doy, Yeor
28 o ‘o INJURY a.m.
; § 5 "X p.m.
G % 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g.. inor obout home,{ 20f. CITY, TOWN, OR LOCATION COUNTY STATE
g :‘_ w WHILE ATD NOT WHILE ] farm, factory, street, office bldg., etc.) :
57 3 WORK AT WORK -
E"E 21. | attended the decenased from Mj i! ! , 1o Moﬂd last saw him e|Wt on
§ H Death occurred ot m on th& date stoted obove; and to the best of my knowledge, frofy the causes stated.
v g
o 22a. SIGNATURE Degres og fitls O | 22b. ADDRESS 22¢. GATE SIGNED
£ oA I fed” ppef) ioem 4§
2 < ‘
' 23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LuATION {City, town, or county) tate)
REMOV AL {Specify) . . ..
: :} p Burial May 26th '59 (014 Providence Cemetery Callavay County, lissouri
v 24. FUNERAL DIRECTOR ADDRESS 25. DATE GECD. BY L OCAL REG, | 24. REGISTHMR'S SIGNATHMRE
G Tanner Semce , Jefferson City, i.0. 25/ 5T

{Licensed Embalmer's 5!0!-mn1 on Reverse Side) [
P




STATEMENT BY LICENSED EMBALMER

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

«» Student Embalmer No. .........cc........

working under my personal supervision.

Student - e ans

Signature of Student Embalmer h DonaldP.- Freemn
- " . Licensed Embalmer No.....}623........
.P. 0. Address .. Jeff City, 1o.. ..

-

Note: The above MUST BE S]GNED BY THE LICENSF.D EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of lxcense)

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.

" .




