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WRITE PLAINLY—-—USING UNFADING BLACK INKE—MAEKE A PERMANENT RECORD { a

hl:&a.‘ FATHER'S NAME

W ' THE DIVISION OF HEALTH OF MISSOURI - 4{)563
%ﬁ)LED JAN 12 1g5p  STANDARD CERTIFICATE OF DEATH Stete Fie oo
BIRTH NO. REG. DisT. wo. N rriusey gec. oist. w0. 30QQ  reisvers Novveo D S
1. PLACE OF DEATH i 2. USUAL RESIDENCE (Whers deceased fived. If inetitation: reskdanes afore
COUNTY STATE COUNTY k.
. Adair ... . - Mo > J_airdas/ &
b. CCI)‘FTQY {If putsids corputate Limits, write BmLuadgH. . . I;IENGTH DEGF., c. ClTY (U ouwids mmhﬂmmmnﬂmmduwm 0
oo Kirkeville. 7|38 ¢#e™| o Kirksville .
d. FH&SLP#A{EO%F (If 8ot in hospltal ar institution, xive street address or locstion) d.A%I‘gREEEl"SS 3 (I rural, give location)
INSTITUTION Laughlin Hosp. Kirksville
3 NAME OF "a. (Fimst) b. (Middle) c. (Last) i 4 DATE (Month)  (Day)  (Yean)
(Typeor Printy  Qlair Q. Thompson vears Dec.27,51
5, SEX . 6. COLOR OR RACE | 7. #iAD%RIED Nsxgsc'gsnslezﬂ 8. DATE OF BIRTH 9. AGE o el o 0en ubnmu 7 woea 4 .
¥ ¢ W marr /" Oct.6.1894 oy i | =
10a. USUAL OCCUPATION (Give kind of work | 10D. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State er foreigs sountry) 12. CITIZEN OF WHAT
done during most of working lifs, sven Uf ratired) Yt
Florist Osborn,Mo e
13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

John Milton Thompsop.8ophia Bakar | Mrs.C.0.Thompson

15. WAS DECEASED EVER IN U, 5. ARMED FORCES? I 16, SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(¥we. 8o, or unkaown) l (X1 you, xive wur or dates of service}

r5.C.0.Thompson Kirksville;Mo.

18. CAUSE OF DEATH

*This does not mean | ANTECEDENT CAUSES

de. IT meons the dir the underiging couse lagt

Enter only oneceuseper | I. DISEASE OR CONDITION

. DIS .
e for (a), (b), and (o | CIRECTLY LEADING TODEATH () _ Y27 2 , v . . ; Ky &1 -
tAe mode of dping, such | Morbid conditions, if any, giring DUE TO (b L (L it L trler £ZPT ot cact —@g

CERTIFICATION

case, injury, or complica

os heart failure, axthenda, | 1ise to the abose couse (o) dating L _ } . 4 |
' . DUEE&%@‘M@ML
Hon which cavsed death. | 11, OTHER SIGNIFICANT CONDITIONS ’ ’ . . ?

Conditions contributing o the deaih but not . '
related to the dizease or condition causing death. y

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION : 20, AUTOPSYY
TION
21a. ACCIDENT (Bpecity) 216. PLACE OF INJURY (s.g..incrabous | 21¢, {CITY, TOWN, OR TOWNSHIP) . {COUNTY) (STATE) |
SUICIDE . bome, farm. fastory, sirest, ofllee bldg..mee) |
HOMICIDE |
21d. TIME (Month} (Duy) (Year) (Hour) 21e. INJURY OCCURRED | 21t. HOW DID INJURY OCCUR? .
- | we AT NOTwHALE
INJURY = | “work AT WORK

alwe on

2. I hereby ¢ eentify t?al I attcnded the deceased from/@/ 2 4 to /LS A7 1937, that I last soi0 the deceased

, and that death occurred

™., from the causes and on the dale stated above.

or title) | 23b. RESS ' Zc. DATE SIGNED
% oy ) 2/AE 5y

ua BURIAL CREMA- ﬂn DATE

ey e |Dec. 29,51

24c, NAME OF CEMETERY OR'CREMATORY 24d. LOCATION (Oity, town, of county) (Btats)

[i2-2a1-50 | \TaTe .

DATE REC'D BY LOCAL R;GlS'I’ AR'S SIGEATURE
anabillg

Maple Hill 2 , pkireanille, lio

AR TURE Aanl Y
kot b hog iR

(Licensed Embalome
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STATEMENT BY LICENSED EMBALMER

working under my personal supervision.

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

Slgnedesecasss

Note: The above MUST BE SIGNED BY THE LICENSED
the above constitutes grounds for revocation of license.)

P. 0. Addg
EMBALMER in his OW
If this body is not embalmed, fact should be 5o stated above.




