MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFARE

STATE FILE N
Rngutratlnn District No, .. ____ ____L_l[Z_Prima’ry Registration District Na, /0 Q &~ __Regisiar's No. LE NUMAER

DO NOT WRITE D OV 1609 e - -
ON THIS 5TUB AMENDE e vy T—1563

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera deceased llved. If instivution: Residence bafore

s. COUNTY J ACKSo A o, STATE W ey 2 ;b coum'%ﬂ_re:_ admiasion)

b. C(I)TY {If ourside corporate limirs, give TOWNSHIP only) Length of wtay in 1b c. CITY Inside Limits
R ",

TOWN ANGss Gu ?t‘ JB 25 TowN ’BKTAE-& Yo U No O

¢. FULL NAME OF [If NOT in hospital, ﬁvc location) F Inside Limifs d. STREET {If cutside, give location) Reside on Farm

HOSPITAL OR ADORESS
INSTITUTION_{—- zu Kes fﬁs,pf?:?/ Yes QrNo O C/// So. /M echomc Yo O No X
3. NAME OF DRCEASED First Micdls Lost 4. DATE Monih Day Yeor

{lvpe or print Bas Y Boy T hompsod i /0 2y €3

5. SEX 6. COLOR OR RACE 7. Married (1 Never Married T |8. DATE OF BIRTH | 9 AGE (Jost birthday) | IF UNDER | YEAR | IF UNDER 24 HR

Widowed [J Divorced [ io'J 3_43 Months V%_ le Min.

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE [City and “HQMGUMW) 12. CITIZEN OF WHAT COUNTRY

during most of wBiagIBife\,leven if retired) Ki SAs e"-’- 9 ) L(-J,J .

13s. FATHER'S NAME ' 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

L. wW. Thompssa SR, orma  Swehrans —

15. WAS DECEASED EVER INJU.5. ARMED FORCES? 16, SOCIAL SECURITY NQ. |17. INFORMANT Address b’“ T'A -r .

(Yes, no, or unkaﬂ ye1, give war or dates of servl A w -m oA P,ﬁ QA., J R. ?/’ Sa. mﬂm"

18. CAUSE OF DEATH (Enter only one cause per line INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY:

ONSET_AND PEAT
IMMEDIATE CAUSE (a) /‘C/@df‘x/r?f c Mr‘é/ ﬁ/’ld}f; /Jf‘é% /f'é"“
sl 7 7

Conditions, if any, OUE TO (b)

which gave rise to
above cause (a).
stating the under-
lying cause last. QOUE TO {c)

PART 11. OTHER SIGNIFICANY CONDITIONS CONTRIBUTING TD DEATH but not relsted to the termingd PART ifl. 1f decassad war  female we
disease condition given in PART | [a) there a pregnancy in last 90 days

] 0O Yes ] O Ne I O unknown
19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of inlury in PART | or PART Il of item 18.)
a O o

PERFORMED? .
YES 3 NO[J B

20c. TIME OF Howr Month, Day, Year
INJURY a.nm,
RN,

20d. INJURY OCCURRED 0. PLACE OF TNJURY [e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION STATE
" WHILE AT WORK [ farm, factory, streer, offica bldg., etc.)
NOT WHILE AT WORK []

21, | attended the deceased *""ﬂ—%ﬂ—‘ #%nd last saw R:.rn alive onﬂﬂ—_—

Daath occurred ne/’ m on the date stated sbove, and to the best of my knowledge, from the couses stated.
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AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

22b. ADDRESS 22c. DATE SIGNED

“4/'4.,2::/72 S E 5 Wor e 2 A, 00| TS

g!ﬂ.u. BURIAL, CREAATION, { 23b. DATE - I c. NAME OF Ci OR_CREMATORY 23d, LOCATION [City, town, or county) . (Stare)

st | o267 e3 1 DAk CmeTeRY BT her, Missouk:

24, FUNERAL DIRECTOR ADORESS BT kea  Mu | 2 DATERECD. oY L5CAL REG. | 26, REGISTRAR'S SIGNATURE -
Cu.| . 0 wasaAl Home /U —2.5-- @3 %4%4&__

{Li t on Reverse Side)

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




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 e Student Embalmer No.

working under my persénal supervision. .
Student . Signed.:;‘ g/vw @ W

Signature of Student Embalmer I
Licensed Embalmer No. ’y7/y

P. O. Address /1‘/@ %‘d .

Nofe The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (nglure‘,:ta comply
with the above constitutes grourids for revocation of license). .- - “ -

If embalmed by a STUDENT, he also shall sign in bis OWN handwrmng

I this body is not embalmed, fact should be G Stafetd above.

.




