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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE
BURRAU OF THE CENSUS

ReglE!:&Ea?)inmﬁN 1 mw 5

Primary Registration District No.......col 8-S

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

State r;k No.

v
A41209

Regisirar's No........

1. PLACE OF DEATL:

(@) County
(&) City ar town..[...
r

Springfie

city or tawn Iimu.- -m. "NOHAL™ uod name of towmbip)
(¢} Name of hospital or institution:

St, John's Hospital

(If not ia hoapital or inslitution, write atreet sumber or luen tiun}

(d} Length of stay: [n hospital or ingtitution

v

(Specily whothar

in this community
yoars, months or days)

2. USUAL RESIDENCE OF DECEASEL: 7‘ o
A&
@ State.... My sgoupg, - @ County Greene A
(&) City or town ( ?Dr:}ngfield 5 -

1f sutside city or town limits, writa “RIRAL" ]
!
() Street No... 865 N. Benton
(Ifrurnl. give Incn'l.im:)
{e) Citizen of fareipn country? (Yes or No)

If yes, name country

,‘J

3. {0) PRINT
FULL NAME.___._....

Alice LsMoillle Thrasher ...

3. (b) If veteran, 3. (¢) Social Security

name war....... JRKNOWD no.Unknown . .
5. Color ar 6. (@) Single, widowed, married,
s sex.Female | rce White. J divarced.3Angle.
6. {5) Name of hushand or wife.......ccreveveereceeene. 6, (€} Age of husband or wife if
bi.ngle alive... x f........ years

7. Birth date of deceased..._S6DtOMbexr 10, 1876

(Month) {Day) {Year)
8. AGE: Years Months Daya If less than one day

o 68 3 18 IV ) SO . - - . 1

18, (a)_

_ Springfield, i/ Missourd

9. Birthplace.. ...

MEDICAL CERTIFICATION
DATE OF DEATH: MontnDECemMber .. day.

....,28&,..........-.....

20.
year.. . AQbds_bour. X305 ... minste.... Ba_M
21. I hereby certify that I attended the deceased from
Yot 1949, to.... A% = B 1.4t
that I last saw h. ﬂ-ﬁ aliveon 1'3- E IS | F_ 19.1/_.(2,

and that death ceeurred en the date and hour atated above.

Immediate cause of death

Duration

.‘*gﬂr\. .
Due to.. MJ %_‘\LQQM

{City, town, or county) * (SLale or fureign couniry) A W (J{M
Ot.h diti -
10. Usual occumuon,....m....ﬁggig&__z:ar ) e i ¥ ooniis aF e E{ i i
11. Industry or business Drm (.-Ollege Wi & ¥ PHYSICIAN
ajor findings:
‘jé 12, Name.. . Charles Thrasher A Of eperations... { 9,1 Undertine
; : Y . R ; > ,
2| 13. Birthplace Unknown oWn.._. lihe cause to
o (Cley, t?meauun i (su-u or Toreigu sountry) Of autopsy....... shouid be
= { 14. Maiden name. " W.CHuwe) ] charged sta-
o /\\ tistically.
E 15. Birthplace.... ((‘leuun-n mm —(St“mmuﬁ 22. If death was due to external causes, fill in the following:
= L
16. (a) Informant Mrs. George Scott Allen {8} Accident, suidde, or homicide (specify)
(&) Address Springfield, Missouri {8) Date of occurrence
17. (a) {&) Date thereof... 30/ (¢) Where did injury occur? {City or town) {County) (Stete)
{Barial, cremation, or removal} ‘(Menth) (Day) (¥ (d) Did injury occtr in or about home, on farm, in industria] plar:e. In publlc place?
(s} Place: burial or cremation.... Hﬁjle._r ark.. cemttﬂn

(5) Addresa......... Springf
19. (0) ,J._-Q;:.élqm# ®)
{Dote received lucal registfar)

_S:gnatu.re of funeral director. Alma LleeyBr._. merﬂl Hmme While at “gr]c?

1ype of place)}
) Means of inju

B:'.....................u-m.-..--..

e (M. D, ofgthesh—.......

Date ai;ned_.li._—_%.f-l-‘rxr

{Licensed Embalmer*

s Statemont on Heverse Size)

[




s

STATEMENT BY LICENSED EMBALMER

i hereby certify that the body whose name is recorded on the reverse side of thxs certificate was embalmed by me, or by

[ g.

............... - . Registered Appfentice No .

1™

working under my personal supervision,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER m hm OWN HAN WRIT

the above constitutes grounds for revocation of license.)
If this body is not embalmed, fact should be so stated ahove,

Fallure to comply with




