I FIVINWIY W TRl YVieilE W VLWl T

oran IHLED JUL 26 1954 STANDARD CERTIFICATE OF DEATH e s 2034,
'BIRTH NO. _ REG. DIST. NO. _§1§_ PRIMARY REG. DIST. WO.___— | Kegisirar's No
’-— “1. PLACE OF DEATH . j 2. USUAL RESIDENCE (Where decoassd lived. If institution: residence before
a. COUNTY a. STATE % b. COUNTY sdicimion).
ta, writa RURAL and give

b, CITY (It oatnide
OR

townghip}

c. LENGTH OF c. CITY Restdence
STAY (in thig place) OR . o '.'cuy mf’wm:uduﬁ’w‘:-n"f
© TOWN ubu e O

TOWN
8. FULL NAME OF (f ndt in b give sireot address or 1 3 »- STREET ?[! rural, gve location) ;\ Ig /
HOSPITAL OR . «pDDRESS
iNSTITUTION. ~ St.e Louis State Hospital ;3 5400 Arsenal St.
3. NAME OF a. {First) b. (Middle) e. (Last) 4. DATE (Month) (Day) + (Year)
DECEASED OF
(Type or Print) JOHN M THOMPSON DEATH June 28 ’ 195‘4

6. COLOR OR RACE | 7. HARRIED NEVER MARRIED. 8. DATE OF BIRTH 9. AGE (In years| o UNDER 1| YEAR | o UNDER M wms,

.5, SEX O

. DOWED, DIVORCED (Spe . last day) ntha | Dy Houra | Min
male white ek 1 12/28/78 750 8™ g |
'IOa USUAL OCCUPATION .(Giwe kind of 10k, KIND BUSINESS OR IN- | 11. BIRTHPLACE 7 o
s mml.o!-nrhin;ﬂ(!. .':‘u"‘;:; Obr OF BU DUSTRY. {City u.d State or ana;l Country) lzcgEIZEP¢OFWHAT
aborer ik Kanaas o eDels
13a." "FATHER' 8- NAME "7 [13b. MOTHER'S MAIDEN NAME . 4] NAME OF HUSBAND'OR WIFE
William Thompson | Mary Rainnes ]
15. WAS DECEASED EVER IN U.S.ARMED FORCES?-| 16. SOCIAL SECURITY | 17, INF'ORMANT' S SIGNATURE OR NAME ADDRESS
|| (Yes,na, orunlfsf'own) |'(ll ¥ea. give war or dates of servics) | Ll RO.
= ‘ : St.. Louls State Hospital
‘18, CAUSE OF DEATH: R . MEDICAL CERTIFICATION ) Ig;gg‘ﬁgﬁgﬁﬂ
1. DISEASE OR CONDITION DEATH
- Eater only onecsusoper | 1, B2eaR, OF, ENETO DEATH® ) Cerebral Arteriosclerosis

line for (a), (b}, and {¢)
*This does not mean ANTECEDENT CAUSES

{he mode of dying, such | Morbid conditions, if any, giving DUE TO (b)
as heart fallure, asthendo, | rise to the above cause (a) stating
ee. It means the dis- the underlying caude lust.

care, infury, or complica- : DUE TO (c}

tion which caused death, | 1. OTHER SIGNIFICANT CONDITIONS : /
- " Conditiona contributing to the death but not - .

Generalized Arteriosclerosis

related to the disense or condition causing death.

19a. DATE OF OFERA- | 19b. MAJOR FINDINGS OF OPERATION . i 20. AUTOPSY?
TION .
ves [ wo (3

21a. ACCIDENT {Bpecify) 21b. PLACEOF INJURY to.g..inerabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE homs, [arm, faatory, street, offios bidy..s0.}

HOMICIDE . :
21d. T(l)fli:lE {Moath) (Day) (Year) (Hour) 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?

: WHILEAT ] NOTWHILE
INJURY . = | WORK AT WORK 3 Hdx

22. 1 hereby certify that I attended the deceased from ini___ IBLIS_ lo _‘h;ng_zﬁ__ 19.5h. that I last saw the deceased

alive on , 195l | and that death ocourred at _51.55;1 m., from the causes and on the date staled above.

23a. SIGNAT!

(Degree or, ile) b ADDRESS 23c. DATE SIGNED
‘ (¥ % SkOO Arsensl St. 6/29/5
%ONBEEJS‘E.ALC A- | 24b. BATE —ﬂ/ 24, sto r:l'R'v oR CREMATORY ] zg;:t LOCATION (Olty mwn,oreounty) (Btato)
St | D= : ‘natomica Lows, Mo T ‘
yd . y e

L ISTRAR" 4 FUM RAL 'I'OI ODDRESS
I’JATE REC'D BY L%CEAG. R'S SIGNATU l ZkOW an fﬁlal’i!y( Semcé
maw&m_.—_—-

(Licensed Er:z!n!merl Statementt on Reverse $i }ouis 10, Me,

WRITE .pLArNLi'—stNG UNFADING BLACK INE—MAKE A PERMANENT RECORD




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb:

by me, OF By ..ottt iaacdar e ssii s trs e taanaa s , Student Embalmer No,.-....-.-...
working under my personal supervision..

Student'"""""s';'gf{;'r.a}'e';'f'é’tﬁ;'\:’iﬁifl;&} ......... 23731 SO PR - S

Licensed Embalmer No............

- P. Q. Address ........coooeencnnn..

Note: The above MUST BE SIGNED BY THE LICENSED -EMBALMER in his OWN HANDWRITING. (¥
to corfiply with the above’ constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

7€ this body is not embalmed, fact should be so stated above,




