MISSOURI DIVISION OF HEALTH - §

DEPARATMENT OF PUBLIC HEALTH AND WELFARE

ANDARD CERTIFICATE OF DEATH -62-018519
AN 2 é

T STATE'FILE NUMBER
DO NOT WRITE AMENDED ﬁil'hmic“?ﬁ‘f-z._j.-_i ’ﬂ?'_l.(_i’rimarv Registration District No, . ____________| Registrar’s No. __ceviieraa S . .
ON THIS STUB -
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
V5 300 8 a. COUNTY D ekal'b) a. STATE I"IO b. COUNTY D ek’_alb admission}
Rev. 4/59 =] b CITY (IF outside corparate limits, Give TOWNSHIF only) Length of stay in 15 <y Tnside Limins
] own Maysville Camden Twp) Life ows Maysville Ya O No 0T
1 g 3 2 D i . l;llg.é. NAME OF {If NOT in hospital, give location) Inside Limits d. STREE;S {If cutsids, give locstion) Reside on Farm
PITAL OR ADDRE
2 = INsTITUTION  Home Yes [ -Nodd : 5 Mi,N.VW. Yer [ No [
o320 a :
3 4 3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print} OF .
p Anno, X% May Thornton DEATH 5 62
/ 5. SEX 6. COLOR OR RACE 7. Married B Never Married [3 (8. DATE QF BIRTH | 9- AGE {last birthday) | IF UNDER 1 YEAR [ IF UNDER 24 HR
Wid d Di d Manths Days Hours Min.
5 Femgle White idowed 03 vered 0 1211870 92 I
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS Ok INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
b 7] during rmost of working life, sven if retired) '
2 douseyife Home Ko, U.5.4.
7 9 13a. FATHER’S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
= . i
2 15 Francis ~edmond Naney g ird J.C.Thornton
8 0 W) 15. WAS DECEASED EVER IN U.S, ARMED FORCES? 16. SOCIAL SECURITY NO. [17. INFORMANT Address
9¢ : (Yehna. or unknown) |{If yes, give war or dates of service) J .c . Tho mton :May SVille B"IO
m o - 18. CAUSE OF DEATH (Enter only ane cause per line for {4), (b), and {c]. INTERVAL BETWEEN
10 < l.‘Z-' PART I. DEATH WAS CAUSED BY: - INSEJ] AND DEATH
2 % z IMMEDIATE CAUSE (2} W M M’ /
D gl || 8 : . Bionso
12 o IS a Condiricns, if any,)  DUE TO (b) .
- Y which gave rise to
?0 a o % shove cause _(s), . Y
13 E = stating the under- s M
/ D) lying cause last. DUE TO [€) / =
rl
g z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 1Il. If deceasad was female was
g dissase condition given in PART | (a) there a prognancy in lest 90 daya.
g ; O Yes [ 0 Ne I [ Unknown
w E 19, WAS AUTQPSY 20s. ACCIDENT  SUICIDE  HEMICIDE 20b. DESCRIBE HOV/ INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
Z o PERFQRMED? O | O
= u YES O NOQO .
—
=z I< I | 20c TIME OF _Hour _ Month, Day, Year
g =5 INJURY S am. .
LY o] w p-m.
&0 = .
Z -] 20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATICN COUNTY STATE
o . WHILE AT WORK 0] farm, factary, straet, office bldg., etc,)
5 Nt NOT WHILE AT WORK (]
' oo [a]
- h B
S o E é 21. | attended the decoased from = Srlltiel 1?6? , to Ay ﬁ(—lié"d st saw h:;-w"e °“%
@ ; [a) h Death occurred at d ! "l P m on fhdi.are stated sbove, and to the best of my knowledge, £ the causes stated.
m —
- g w 8 S 77a. SIGNATURE ¢ (Degrea or title] 2%h. AQDRESS . 32c. DATE SIGNED
I
S ° ] L. Rv/227 32
E 23a. BURIAL, ATIO . 23c. NAME OF CEMETERY OR CREMATORY /Jd. LOCATION (Ciff, town, or county) 1 State)
g = ﬁ%“?’ Apecit 2 Thornton Clarksdale Mo
w i | - n
5 ::_ 247 JFUNERAL CTOR M oADERES 1le Mo 25. DATER BY LOCAL REG. ]26. RE R’S ‘NA‘I - \
2 4 i, |4 APl
= « La Sy 2epinn X5, -m‘e -’ 7 7 Vo : L
// ! " [Licensed Embalmer’s Statement on Reverss Side)




oot e e . i e . 4 '

STATEMENT BY LICENSED EMBALMER

-

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

or by Studen balmer No.
working under my personal supervision. f

1 ]
Student _ Signed

Signature of Student Embalmer

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 should be so stated above.



