SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

_________________ Registrar’s No. __hi‘é.é._-_--
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Registration District No, -_--.{Sn_é____-_.;.Primary Registration District No 300/

~-61-041496

STATE FILE NUMBER

FIFDOEC 5 196¢

1. PLACE OF DEATH T 2. USUAL RESIDENCE (Where decezsed lived._ If institution: Residence before
. COUNTY  Jasper . stare Migsouri comry dJasper sdmission)
b. cgzv (I outside corporata limits, give TOWNSHIP only) Length of stay in 1b:|| - & COITRY Inside Limits
own JOPlin 1 day own  Webb City Y No O
c. Ll.g.épfliTAAMEogF {If NOT in hospital, give locatien) Inside Limits dﬁ%f)EREETSS {f cutside, give location) Reside on Farm
wstvtion 8t, Johns Hospital vel) o) 121 N. Roane 8S%. Yo O NoXY
3. (r;:pn:smo;raf)cnsm First Middle Last “ DAIE Month Day ch
Clyde 0. Thomas oA November 11, 19061
5. SEX 5. COLOR OR RACE 7. Married []  Never Married [ |8, DATE OF BIgTH | ® AGE (last birthdey) |IF UNDER 1 YEAR | IF UNDER 24 HR
Male White Wionsdf) . Ohvrced O |6=1 31 BEQ Wonths [ Deys | Fours [ W
10a. USUAL OCCUPATION (Give kind of wark done | 106, KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLAGE {City and siate or country) | 12. CITIZEN OF WHAT COUNTRY

R 18R Hirp T Syel e

Mt, Sterling, Ohiq I

13a. FATHER'S NAME

F.M., Thomas

13b. MOTHER'S MAIDEN NAME

Elizabeth Olaridge

14, NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER IN

(Yes, ﬁﬂr unknown) | {If yes, give war or dates of service)

U.5. ARMED FORCES?

16, SOCIAL SECURITY NO.

lﬁh. s%rgaret Knﬂteddren

wton, Ckla,

PART t.

18. CAUSE OF DEATH (Enter only one cause per line for (a], {b), and (c)
DEATH WAS CAUSED BY

IMMEDIATE CAUSE {a)

INTERVAL BETWEEN

jiNSET AND DZIH

}%nmf/f/@m (4n)

Conditions, if any, DUE TO (b)

which gave rise to J

sbove cause (2}, ™

stating the under-

lying cause laost. DUE TQ {¢)

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART NI If deceased was female was
disease ¢ondi given in PART | (a) - there a pregnancy in last 90 days.

[ Yes

O Ne

O Unknown

DW: occurred at.

4
o
-
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g A ‘ LA
E §9. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMECIDE 20b. DESCRIBE HOW TNJURY OCCURRED. (Enter nature of injury in PART { or PART |1 of item 18.)
] PERFORME! O O O
u YES[J N
5 20c. TIME OF ﬁour Maonth, Day, Year
a INJURY a.m.
; P,
20d. INJURY QCCURRED 20e. PLACE OF INJURY {e.g.. in or about home, | 20f, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factory, sireet, office bidg., ete.)
NOT WHILE AT WORK O
) -11-6f
21. 1 sttended the deceased fro T‘{arc i 20 A . to_g.-_ 1-6 and last saw :::‘ alive on ll"ll—61
-
. .

m on the date stated above, and to the best of my knowledge, from the causes stated.

L\
TURE" ree or title} 22b. ADDRESS 22c. DATE SIGNED
e e/ WoF .o, 8158 Fackson, Joplim,Mo. [15o93 8
1AL, CREMATION, | 23b. DATE Z3c. N.-AME OF CEMETERY OR CREMATORY {S1a1e) :

22a.
REM%\U\pr«nfy)

11=13=61

Mt. Hope Cepetery

23d. \.Qﬁ%lOﬁ[i % town,

ﬁ 60unty)

24. FUNERAL DIRECTOR

Johnston-Simpson

Webb Clty,Mo.

25. DATE RECD. BY LOCAL REG.

/-

Zyun's H]

J0- 16/

(I.ic.nud_ Embalmer’s Statement on Roverse Side)
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STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision.

Student Signed
Signature of Student Embaimer

Licensed Emb
Tt P. O. Address

.. Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failuré/to comply
with the above constitutes grounds for revocation of license)..

1f embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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



