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Doctor, coronsr, etc. mus? use only standard nomenclature in item 18, No symptoms will ba listed.

All diseoses in Part | must be causally related.
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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
f‘[._tu D EC 1 Igsagummon District No. ,...,4..533—'2. ________ —Primary Regutrallun Dmrlcf No. .__é.g____________-_ R-glstwr 3 No. No. ____/__é __________

98--039660

STATE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RESIDEMCE ({Whers daceased lived. M institution: Residence befo
e. COUNTY Herrison o STATE Mjgsouri b COUNTY L1v1nr'§38’i"°"y{
b. CITY (If outside corporcte limits, give TOWNSHIP only) ingide Limits . CITY Inside Limits
rom  Bethany, Missouri Yas () No [ Tom Chillicothe o> 7"; Yos[@ N[
c. FULL MAME OF {If NOT in hospital, give location) | Length of stay in 1b d. STREEY (If cutside, give location} Reoside on Farm
HOSPITAL DR Reid Hospital 3 hrae. ADDRESS 323 Graves St. Yes (] Noff]
3. NAME OF DECEASED First Middle Last 4, DATE Month Day Year
(Type or print) Rolla (No N2me) Blankenship oo N&¥. 27 1958
e 0] ¢ ShoRoRRace] s o) even suecoC] %0 May 1895 " gigm sbicy ::':.?fi‘ B '5.‘:,”.“1“ U
100, USUAL OCCUPATION ({Give kind of work dons | 10b. KIND OF BUSINESS OR 1. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
S TR M e 1 reieed NOUSTRYPgl ephone | Pattonsburg, Missouri ¢ U.S.A,

13a. FATHER'S HNAME

Thomas Blankenship

135. MOTHER*'S MAIDEN NAME
Jane Harris

14. NAME OF HUSBAND OR WIFE

Vertie C. Blankenship

15. WAS DECEASED EVER IN U, 5. ARMED FORCES?

{Yas, no, YEusnwn)I(w Br Ii& w:afxduul of sarvica)

16 SOCIAL SECURITY NO.

17. INFORMANT
Vertie C. Blankenship

Address
Chillicothe, Mo.

18. CAUSE OF DEATH (Enter only ona cauvse per line for (a), (b), and {c}.}
PART I. DEATH WAS CAUSED 8Y:

IMMEDIATE caust (o _ Mnltiple fractures,hemorrhage

INTERYAL BETWEEN
ONSET AND DEATH

and shock 3 hrs.
Conditions, if any, DUE TO (b}
which gove rize 1o
chbove <ouse (a), }
stating the undee-
z Iying couse lait. DUE TO (c)
= PART Il. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dlssase condition given in PART | (o) - 19. WAS AUTOPSY
by PERFORMED?
2 vesf] no & 2
Y| 200, ACCIDENT SUICIOE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART H of item 18.)
W
© x O O |[Patient driver of car that hit bridge west of
g - TIME OF . Hour  Month, Doy, Yeur ColTey, Mo. on State road N.
b 5 18P M 11-27-58 031
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,} 20f. CITY, TOWN, OR LOCATION COUNTY STATE

230. BURIAL, CREMATIDN. 23b. DATE

RSP T

23c. NAME OF CEMETERY OR CREMATORY

23d. LOCATION {City, tawn, or county)

Cillicothe

WHILE .AT NOT WH]LEﬂ form, factory, street, office bidg., efc.)
WORK AT WORK Highway Wﬁﬂib_cuﬂﬂﬁgl;——-nﬁliﬂﬂ——ﬂ'ﬂ——
21. | attended the deceased from 11-27=-58 Lo 27 = and last sav pus. alivaon 1] =27 =68
Death occurred o1 Q +10 P M. o on the date stated obove; ond to the best of my knowledge, from the causes stated.
!3GNATURE / {Dagree or titla)} 22b. ADDRESS 22¢. PATE SIGNED
AW D.0,%| Bethany. Mo. 11-28-c8

(State)

Nov 28, 1958

Mf”” FIHGfJ/ %”“-

tlissouri

WlSTRJ\R'S SIGNATURE

24. FUN DIRECTOR ADDRESS 25. DATE RECD. 8Y LOCAL REG.
Id {Li d Embeol on Reverse Side}

./4%_%44%_




STATEMENT BY LICENSED EMBALMER

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

DY ME, OF DY oiiiiiiiiiiieireiierineiieserisesrceareesssacnmaacarasrensssssassnntansarsinssssssssaenee

working under my personal supervision.

Student .ooeieii e e e s
Signature of Student Embalmer

- . Licens._ed Embalmer Noyf.3'7
P. O, Address gy 19

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

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

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