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I. PLACE QF DEAT% 2. USUAL RESIDENCE (Where Jesessed lived, 1f iratliution: sesidence before
2. COUNTY ‘/k a. STATE b. COUNTY sdunimion).
oI5 Yo Missouri ”

'}.*

b. CITY (If outcide corpurate limits, write LENGTH OF c. CITY (I outeide corporate Limits. write RURAL and cive township)

Town Amal 'M-@owﬂmfﬁu oW 8@, Louls 2 erq

b dary

a ' FH(ISSLP?AME OF (If not in huplul or institution, give -tnal ndd.n- ot loeatton) d. STREET (X rursl, give location)
S Weronion ewlish Sanatorium APDRESS 5312 Meple Ave.,
ﬁ 3 NAME OF a. (Firgg) b. (Middle) <. (Last) 4. DATE (Month) (D
_ DECEASED "\} % ¥ 8y} (Year)
"B (Twpe or Print) L‘A' RE-NCE wens TH URMA N/ DEATH M’Vh»f S G5y
é 5, SEX -] 6 COLOR OR RACE | 7. MARRIED, NEVER MARRIED/) | 8. DATE OF BIRTH 9. :.'}.Gfuﬁ'&.',',’" o e | v run v e § 4.
- N (Bpacif, - t on! Hours | Min.
% |Male white Widowed Pec;. 18,1900 54 el
10a. USUAL OCCUPATION (Give klad of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or toreen oouatey) ¢D)| 12, SITIZEN OF WHAT
[+ mul retired STRY
2 M aCRiR e~ SprEle T " ¢hrom-Craftt 86" |New Haven, Mo, RIS
13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
L awrence Thifrman ] Dontt Know rene Thurman Dec
IS, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S STGNATURE OR NAME ADDRESS
o8, Do, Or MDKOOWD, (If youa, give war or tes of sorv .
tY¥es W*W #1, 492-16-9444 _Llrence W, Thurmen,5312 Maple Ave,

18. CAUSE OF DEATH DISEASE OR CONDITION
. Enter only onecauseper | I, 0
line tor (e), {0), and (¢) | DIRECTLY LEADINGTO DEATH o)

MEDICAL, CERTIF CATE INTERVAL-BETWEEN
! ONSET AND DEATH

hay T
“This does mot meon | ANTECEDENT CAUSES z ; _g{v S
the mode of dying, such | Aorbid conditions, if any, giring PUE TO {b) -’/ L Wld

or heartfallure, asthenia, | Tide to the above eause (a) sigting . e e e
‘ete. It meens the dis- | the underlying cause lasl. - = . . - - el O

W

case, infury, or compli i __ DUE TO (c') K i ‘ X
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS * i * 2+, ¢ F43™ . 7
Conditions contributing to the death but not
related to the disease or condition cousing du:tn
- [i-19a. DATE OF, OP_FI%?‘- 190, MAJOR FINDINGS.OF OPERATION, - ,. * R Ta L PR B * o - ‘). AUTOPSY?
, o 13X | w0 &
21a, ACCIDENT (Bpacily} 21b. PLACEOF INJURY (s.c..inorabomt | 2ic. (CITY, TOWN, OR TOWNSHIP) (COUNTY) ’ (Srk'i'a
SUICIDE homa, farm. faetory, sirest, offics bldg.,s1e.) agme e s e TP AR
. HOMICIDE ’ t - :
21d. TIME (Month) (Day) (Year) (Hour} 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
. OF -, WHILEAT[—] NOT WHILE
INJURY - .- ) R vy AT WORK . e e . '
L4

A ol

22 [ hereby cﬂi:fy‘.thal'f aucm'iéi‘i.;!he deceased from Wa , lo MM&I& 19_£§,L th'af I last eaw the deceased

alive on 9\5!_, and that deaih occurked at ., from the causes and on the date stated above.
23, sueﬂ% % {(Degree ruﬁa 2% ADDRESS 2 , éZéATE SIGNED
/=3 D RNDLEE rposy fom 2 ey

WRITE PLAINLY—USING UNFADING BLACK INE—MAEKE A

T BURIAL CREMA- | 24b. DATE 7, l\A\‘lE OF CEMETERY OR CREMATORY - |-24d.{OCATION (Qity, town, orcounty) . (Gtate)/
T i coeten Aug.'c') 1954 emorial Park Cem., [St. Louls Co, Mo, ..
DA 3y A 4 §5. FUNERAL DIRECTOR'S S)GNATURE ADDRESS
fbs. W, Clark 1125 Hodlamont Ave.,

nent on Reverse Side)
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VS‘I'A’I'EMIENT BY LICENSED EMBALMER

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

Student Embdalmer No.

work{ng under my personal snpenrision.
2 4

SLUDONTt secsvsnancenssossnsssnssasssasnanss
Student Embalmer

Licensed Embalmer No. £663 ‘

P. O. Addre3 125 Hodilamont Awe,.,..

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply witl
the above constitutes grounds for revocation of license,) -
If this Body is not embalmed, fact should be 86 fzted abave.
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