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DEPARTMENT OF COMMERCE MISSOURI .STATE B

BurBAU oF TER CENSUS

Registration District No.__....

STANDARD CERTIFICATE OF DEATH
Primary Registration District No. __@.ﬂi__

OARD OF HEALTH

Siate File No 143{}8
Registrar's No______ 3 (}_5_...‘

1. PLACE OF DEATH:
@ County___oRChanan,
® Cityor wwa2810Nt Joseph,

{If cutaide city or tuvu Hmits, wiite "RURAAL" and nams of townahip)
(¢} Name of homlr.a] or !n.stltuti.o

2837 S0.20th, Street, 2

(I not in hospita) or institation, write sireat number or location)
(d) Length of atay: In hospital or inatitudon

{Specily whether

2, USUAL RESIDENCE OF DECEASED:

@ s Missourl, = o cou Buchanan

saint Joseph,
{If outxids city or town limit: writa “IRURAL™)

1301 Garfield Avenue,

{lfrurll, give location)

(¢} City or town

{d) Strest No.

(%), Address [y

Mongb (Da% 9.")5

] L Ry

1. @) (_‘ﬁ@ﬂme.(_:n_ (&) Date thereof
Barinl, cremation, ot ramav:
u -'/a
(¢} Place: burlal mﬁo@&,{.‘i,
meo%muﬂd:rngf f/j”" T T hrmman

Ly

N

/fﬂ“'—;«.f

In this community. 4 years,
years, monthe or daya) / - B (e) If forelgn bory, how long In U. S. A2, years,
3. PRINT p’- MEDICAL CERTIFICATION
Forvame_John We m._mg_mtgn,__ ..... Eth
o) e o o 20. DATE OF DEATH: Momh. APLIL sy .
5 . . (¢} Social
verersn 4 yea:....la.éo_._..___hou:_ __i___min M.
name warc@hee¥ 22 . No.z20 R, . /7[ £
21. I hereby certify that I attended the from 7 v
&. Color or 6. {g) Single, widowed, martied, 19 ‘o f,& y, ») 1974 &
MAITR] w3 ¥ ' / g '
4, Scx_M-_a..].-..e_..._.... me.il’l.l_tﬁ__.. dlvometfmgﬂe.d.,. that I last saw b alive on # 7 19,
6. (b) Name of hushandorwife . 8, {(c) Age of husband or wife if || snd that death occurred on the dﬂé and / atatéd :bove v D
___ Gertrude Thorntaon Py elive_____ years || Immediate cause of death -t o
7. Birth date of deceased. _j.ﬁbl:uﬂ.arv 1 1 1399
(Month} {Your) o
. B. AGE: Years Months | Days If less than one day Due W M Lad .(z ;
y m £
41 l 24 hr, min —%‘M
. Due to.
8. Birthplace Fairfax, mMissauniéﬁ S W
{City, town, or connty) (Btate or foreign country) m Y
N . Wy on o {]-Oth dit! {]
10, Usual occupation Bar ber > - (rin:m::re‘nr:l:'y within 3 montba of death) M i
11, Industry or business, Barber bhOD PHYBICIAN
x . Maljor findings: v’ —_—
B {12 Name . John Thornton, ... .|| "Of operations
o (J Underlina
= Lo, Brmprce___Gentry County wm;ssggxia_ the cause to
{City, jown, cr county). - - (Btate or forclgn couniry) of W "4 which death
2 ER]‘:EE autopsy. should be
E . Maiden name._ ,____.............,...._.._ ——6 . . qt:m ;m-
o ‘ X
g’ 8. Birthpiace At}g}} x SO!’:MW)O unt B‘l_duln,sj,,?:iﬂ%, 22. 1 death was due to cxternal causes, il in ths following:
16. (0 Taformant. 2227w f prn _} PR SR (a) Accident, suicide, or homicide (apecily) .

(3) Date of occurrence.

¥

{¢) Where did injury occur?
{Clty or town) {County) (Stata)
(d) Did injury occur in or about heme, oo fa.rm in Induscrial place, in public place?

)¢ v
- - (Specity vype of place}
While st wj __7,..,__......____.. (¢} Means of injury .t}
% ¢ i -
23. Signat

(Registrar's signatam)

Add.rm'__';,gpg Jd M

h (Licensed Embalmer’s Statsment on Reverse Side)

(M. D. or other]
Date sign g
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Ot p3Ugl
I hereby certify that the body whose name is recorded on the reverse side of thi‘s'certiﬁcate_;w'a's embalmed by me, or by..... S== oSS
) - EL I D Snuch. yadne , '
— ) * - Reglstered A'rf)prgnnce No
‘{31‘|f. u'l,] 1"I~4"

i sonal ision,
working under my personal supervision 13t !‘it-.‘.i!"‘"

3Lt --!-':j ;ioo.-a s hy
- Licensed Em‘l;almer Nog J/f .....................
PR S 0 Address& .................... M

the above constitutes grounds for revocation of license.) .. ) .
If this body is not embalmed, ahove space should be left blahk. .




