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WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

, THE DIVISION OF HEALTH OF MISSOURI
FILED JUL 20 1956 STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. ‘ ‘ V] PRIMARY REG. DIST. W.m_ Kepistirar's No.

State File No.i v ininnissai i

1. DISEASE OR CONDITION

- Enter only onecsussper | Ty op CT1 v LEADING TO DEATH®(g)

'BIRTH NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where Jecossed lived, If lastitution: residence befors
a. COUNTY a. STATE b, COUNTY ad.nisslon),
Prankliin —
b. cmr (Tf uteide corpurats limits, write RURAL and give ¢, LENGTH OF |l ¢. CITY . 4. 1s Besidence within limits of
township}| STAY (in thia place) OR = w city or incorporated town?
TOWN i TowN Union Lo 9. 0
d. FULL NAME OF (If not in bospital or instltution, give strees sddress or locaton) || fre: STREET 6 ran!, give loeation) U ‘
HOSPITAL OR - ADDRESS (03
INSTITUTION 207 Vonders W
3. NAME OF B. (First b. (Middle ¢. (Last
DECEASED (Flrst) ( ) (Lest) 4 DATE  (Montn) (Dop)  (Yes)
{ Type or Print) AGES DORTS THOMAS DEATH .T'n'l,'&: ] 6! 1 956
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (fo years UNDER | UNDER M Has.
- WIDOWED, DIVORCED (Bnﬂci!vg Laay binhdu) Moaths | Days | Hours | Min.
Female White _Mﬁ}\:ch_ll,_lgz Ll I
10a. USUAL ODCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR [N- HPLACE 1L CITIZEN
dona ditring most of working li.[a..ven!:! :et;:rd) - DUSTRY (Cixy wnd State or F“"‘n c‘n“") D COUNTRY?FWHAT
oe yorker Pociffic, Missourt 11, S, Al
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF WUSBAND OR WIFE
_Charleg B, Thonmas Fronces  Hermann. | SN
I5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes,no,or ynkoown) | (I yea, give war or dates of service), g
= ~— QO— 30=050 Frances Tho i
18, CAUSE'OF DEATH MEDICAL CERTIFICATION N - ot INTERVAL BETWEEN

ONSET AND DEATH

ltne for (a}, (b), and {¢)

*Thir does not mean ANTECEDENT CAUSES

the mode of dying, such

Vi T prndoaia

Morbid conditions, if any, gising DUE TO (2)
ar heart failure, asthenta, | Tise to the above cause (a} stating
ee. It means the dis- the underlying cause last.

3] DUE TO (c)

case, infury, or plica-
1. OTHER SIGNIFICANT CONDITIONS

tion which corsed death,
Conditions contributing to the death but nol
related o the dizease or condition causing deafh.

19a. DATE OF GP‘IEIROAI*i 19b. MAJOR FINDINGS OF OPERATION

20. AUTOPSY? . .

'r:sD N'OD

N 2|

21a. ACCIDENT {Specify} 21b. PLACE OF INJURY (e.q.. inorabout

SUICIDE _ - : _home.farm, ry pireet, office bldg., aa)
HOMICIDE alos e Q G,F TNy,

21a. Tél;_gE (Month} (Day) {Year) {(Hour) 2le. INJURY OCCURRED
: o WHILEAT ] NOT WHILE
INJURY % 1in iQ S‘b m WORK AT WORX

21 (CITY. TOWN, OR TOWNSHIP).

Zlgym INJURY OCCUR?- ‘ .
e ;_‘)1-(4»\__0 /i&eﬂ j A AL

(STATE)

bed

(COUNTY)

é’ GNATURE (Degroa ar t!tleé
Ip Q dbk—#./& LL

2.7 hcrebUcmif that I attended the deceased from , 18 to , 19 , that I last saw the deceased
aliveon ¥, 18____, and that death oceurred at . m., from the causes and on the dale sluted above.
23b. RESS 23¢c. DATE SIGNED

a0 8l P20,

24c. NAME OF CEMETERY OR CREMATQRY

244. LOCATION (City, town, or

24a. BURIAL, CREMA. | 24b, DATE

TION, REMOVAL (Bpaedty) )
Bupjal | Toly 38 5h_ Union Gs

DATE REC'D BY LOCAL | REG .

7 205

D A

0 7/4140;-—\ Zrzo

[icensed Embalmer’s Statement on Reverse Side)



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, or by ........... e e ateseeeesracresreneioreorii-ski-sistestesnsennvarearenosras R . Student Embalmer No............

working under my personal supervision,.

i
Student..ociieee i e aaeaaas Signed...... E . ﬁﬁ .........

Signature of Student Exbalmer
-Licensed Embalmer No.(.é.z :

P. O. Address . Zfaoclorie. .
¢

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

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

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

Y



