MNo. 300
10.48

WRITE

THE DIVISION OF HEALTH OF MISSQURI

318

FLED MAY 131955 R0 CERTIFIGATE OF DEATH

1003

State File No.........

13963,
3602

 BIRTH NO. REG. DIST. NO, PRIMARY REG. DIST. NO. Registrar's No......
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whert datessed lived. 1f lnstiwation: residence befors
u. COUNTY a. STATE Missouri b, COUNTY nd:nisslony,
b. CITY (If outalde corpurate limits, write RURAL and give ¢, LENGTH OF c. CITY I © d.Is Resldence within Lmits ;L—
OR bip)| STAY (in this pla OR . ar in
Town  ST. LOUIS omebin] PTRT dhabebell  1oWn St.louls R
d. FHEIS-PII.{AMLEO%F (If pot ia hoapital or institution, glve strect address or location) STDRREEESE (If rurnl, give location) ‘1 A 0 0
Werionon ST, LOUIS OITY HOSPITAL |g B 4035b N.25th St, 0
3. NAME OF . (First) b. (Middle} ¢. (Lest) A, DS'FI:'E (Month)  (Day)  (Year)
(Typeor Print)  WILLIAM H. THOMPSON oeatH  APRIL 23, 1955
5. SEX 6. COLOR OR RACE | 7. MARRVLED. TSEVSSCIESRRIED;/ 8, DATE OF BIRTH 9. lf.GElr{il:in-“ IF UNDER | YEAR | I UMDER & HRS.
{(Bpecif: t ay) |Monthe| Days | Hours | Min.
Male White rrie Dec.24,1884 l
10a. USUAL DCCUPATION (Givekind of work | 10b. KIND OF BUSINESS QR IN- | 11, BIRTHPLACE . . . 12. CI
done during mast of worklnxlife.e:eunﬂ roet;::;) DUSTRY {City and State o Foreign Countey) COUTA%E!:'?FWHAT
Retired«Car Repairman Penn.R.R.Co, Tennessee | US4

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN

Hezekiah Thompson

Amanda Crawford |

NAME

14. NAME OF HUSBAND OR WiFE

-Enter only cneeuseper § 1. DISEASE.OR CONDITION
Jine for (a), (b, snd (¢ | D'RECTLY LEADING TO DEATH?(g)

*This does not mean ANTECEDENT CAUSES
the mode of dying, such | Aorbid conditione, if any, giving DUE TO (b)

15. WAS DECEASED EVER IN U.S ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
‘{Yes, po, or unknowa) | {If yes, wive war or dates al service}

Unknown Mrs,Cora Latham 1&035b B.25th St,
18. CAUSE OF DEATH MED CERTIFICATION INTERVAL BETWEEN

- ONSET AND DEATH

as heart fallure, astheniu, | rite 1o the obove canse (o) stating
eic. It means the dis- | the underlying cause last.

ease, infury, of complica- . - DUETO () _°

tiom whith coused death. | [1. OTHER SIGNIFICANT CONDITIONS

L . « Condilione contributing to the death but 2ot
related to the disease or condition causing death.

-

19a. DATE QF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION ‘ :
. ves (] o [J
21a, ACCIDENT {ESpecity} 21b. PLACEOF INJURY te.g..inorabout | 2Ic. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
UICIDE bome, fart, fxotory, street, office bldg.,eate.)
HOMICIDE
21d. TIME iMooth) (Day) (Year) ({(Hour) i 2le, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?71 - i
WHILEAT KOT WHILE
INJURY. R .ot WORK AT WORK OO0 a X
*

19— 1o 4h=23=55 g9

22, I hereby certify that I' altended the deceased from 3+28-55
alive ony_4=23=55_ 19

, that I last saw the deceased
, and that deaith occurred at _12_335_91171., Jrom the causes and on Lhe daie stated above.

PLAINLY—USING TINFADING BLACK INE—MAKE A PERMANENT RECORD

jalvin F.Feutz

ZBa SIGN V" . /’/l egree or t@ 23b. ADDRESS 23c. DATE SIGNED
M\, e j R 1515 Lafayette A-enue 42355
ZAa BURIAL. CREMA- | 24b TE : 24c. NAME OF CEMETERY OR CREMATORY -de.‘LOCATION (City, town, or county) {Etate):
REMO‘ML {Epwcify) ;
smoval 26=-55 t.d tery “St.louis Ca, Jo.
DATE REC'D BY LOCAL | REMISTRAR'S SIGNATURE 25, FUNERAL DIRECTOR’S ‘S1GNATURE AODRESS

L828 Natural Bridge Blvd.

L_APR 25 1355™ oy 5

Seensed Embalmer’s Statement o I

¢
\

1"



STATEMENT BY LICENSED EMBALMER

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

DY 1M, OF DY ot iiiit i era ettt ettt te e , Student Embalmer No,.........-

working under my personal supervision..

-

Student ... vvoi i
Signature of Student Embalmer

- iF

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

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

If this body is not embalmed, fact should be so stated above.




