THE DIVISION OF HEALTH OF MISSOURI

pt. Health, -
c.. & Welfare FILED JAN 3 1958 STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER
- S. Publi
ulrh s.m:. I Registration District Ne. 7:9( anury Registration District No. 52‘ ?7 Regtisrrnr'l No.._._j__— ____________
1 PLACE OF DEATH 2. USUAL RESIDENCE (Where deceasad lived. If institution: -Residence before
/. 5. 300 a. "COUNTY 61int°n a. STATE L{idd_ ouri b. COUNTY Cl int wﬂ'ﬂ_‘) i
av, 1=57 b. Clc;I'Y {If outside corporate limits, give TOWNSHIP only} Inside Limits c C|C;|'Y S‘U Inside Limits
om Jackson Township. Yes [] No Y] Tohacks on, Township. o~ Ves[] No (3
c. FULL NAME OF (If NOT in hospital, give locotion) | Length of stay in 1b d. STREET . (If outside, give location) Reside on Farm
hentorion ¢ Mi. S. Lathrop Lifetime ADDRESS 7' \(§ , g, Of L&throp ek n()
FI’AME OF DE)CEASED First Middle Last 4. DS;E Manth Day Yeor
e or print .
e opal Duke Gow oearn  Dec. b 1967
SEX 6. COLOR OR RACE} 7. .0 o[ ] NEvER MaRRIED] ] 8. DATE OF BIRTH 9. AGE (In yoors BF UNDER L YEAR] IF UNDER 24 HRS.
; “Penole | | ‘White el owonceol| D8C. 29,1874 | B ik RGO [ s | W
| 10a. USUAL OCCUPAT!?N Give kind of wori( done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country} b 12. CITIZEN OF WHAT COUNTRY?
dwﬁwswlﬂg @ even If ratired} IDN%&JHRYhO me 01 int on C 0. Mo . U SA
13c. FATHER'S NAME . 13k, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Thomes M. Brawher Susen Berry A.E. Gow
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16 SQCIAL SECURITY NO.| 17. INFORMANT Address
(Y.rll, Bo, or unknawn)] (il yes, give war or dates of service} noni Iﬂrs . Boyd ‘v il 1 iams clayc om‘o A I&O o
18. CAUSE OF DEATH (Enter only one cause per li r {a}), (b}, ond {c}.} INTERVAL BETWEEN

PART I. DEATH WAS CAUSED BY: ‘b — ONSET DEATH
IMMEDIATE CAUSE (a) -QJ-MGQ ﬁ%am . N S = =
A 22 — a MM,Q; A dissana - o :
DUE TO () A -U‘LA-Q' W / "é“w

Conditions, If ony,
which gave rise to }

abave cause {a],
stating the under-

USE ONLY BLACK INX OR RIBBON TYP‘EWRITE IF POSSIBLE

Doctor, coraner, atc. must use only standard nor:riencluturo in item 18. No symptoms will ba listed.

. g lying couse last. DUE TO ()

; - PART 1I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relatid to the terminal dissoss condition glven in PART 1 {a)' 19. WAS AUTOF'SY‘;.
: B PERFORMED?
I . AN Aal  vesQ n&
- 5| 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)

- w

il o o © L
s 5[ 20c. TIMEOF .Hour Month, Day, Year
3 [+ INJURY  om.
= & p-m. - !

5 204. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor shouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT W:LE farm, factory, street, office bldg., etc}* . )

5 WORK

£ 21. | ottended the decoased from 19490 ,m—%. 419 5"7 and last K ';_,ulmonﬁ)#_.e_ g, 19 51

E Donrh occurred at | "'5 T .. P. monthedate :'toted above; and to the best of my knowledge, from the cauus stoted.

- 22a, S (De ee or title) 0 22b. DRESS 22c. PATE SIGNED
3
3 »\_}1..0)1... M. wle . N2)7/59
23a. BURIAL, CREMATION, | 23b. DATE 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, ot county) {Stara)
Bitf'tey 12/7/57 Converse Ceme. . 7 Mi. S. Lethrdp, Mo.
24 FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 26. REGIJTRAR'S SIGNATURE

5
=

G

Crupok Funersl Home Lathrop, n e/ - ﬁg{/Q
i {Licensed Embalmer s Stotement on Reverse Side)




& ok

STATEMENT-BY LICENSED EMBALMER

I hereby “certify thatthe body whose name is recorded on the reverse side of this certificate was embalmed

by me, 0T bY ivririerirrr i e O T PITTREE Geetnenrrrn—as ., Student Embalmer No. ...................

working under my petsonal supervision.

SEUABNE woevrreeeieneiiiiiiiisiissresanirereeeessisssnsnnnnses
. Signature of Student Embalmer

P. O. Address

Note: Thée above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of hcense)
If embalmed by a STUDENT, he also shall sign in- his'OWN handwriting;:
If this body is not embhalmed, fact should be so stated above,

- > *




