Health THE DIYISION OF HEALTH OF MISSOURI 083?4
sclth, [—— S s
&pv:{h" STANDARD CERTIFICAT! OF DEATH STATE FILE NUMBER
ublic
Service ﬂLED APR 3 1ggaqurrunon District No e ....h_h__.g_ 7.___..-.. Primary Rag-strutwn Dlsrr-e' No. . eﬂ 3 iy 2 Reglsh‘ar s No. ‘““#-l— _________
PLACE OF DEATH 2. USUAL RESIDENCE (Whers deceased lived. If institution: Res‘;;;?{g b)gfnre
) adpfssion
. 300 a. COUNTY Bates o. STATE MiSSOU.I‘i b. COUNTY Bates
1-57 1 b. chY (If outside corporate limits, give TOWNSHIP enly) Inside Limits . chY 40 7 /] Inside Limits
108 Amsterdam Yesfe] No [ toww  Amsterdam Yos[T No[]
<. FULL NA::“%SF (1f NOT in hospital, give location} | Length of stoy in 1b d. iTREET {If outside, give location) Reside on Farm
e 80 yralj IR SR
3. NAME OF DECEASED First Middie Last 4, DATE Month Day Yaor
(Type or print) oF
Ceéil Herbert Thornbrugh DEATH 3-25-59
5. SEX o 6. COLOR OR RACE| 7. MARRIED@;‘EVER MARRIEDD 8. DATE OF BIRTH 9. AlGE “i,:'z::;; ::J::ﬁER;:,fAR ‘:.‘::DER 2_;::“
; Male White wooweo) owvorceol]|  1=2-1879 8o |
-E 10a, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City ond state or country) 12- CITIZEN OF WHAT COUNTRY
2 mg st of werking life, avgn if ratired) INDUSTRY o
3 £ion Hand Railroadl Missouri USA
T—; 13a. FATHER"S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBANﬂ OR WIFE
8 Wm. 8. Thornbrugh Abigail Adams Mary A. Thornbrugh
w
.E- s 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Addross
- Yas, no, or unk If yos, give wor or dates of servi
g (Yo ngy on wmbram)(f yon, give won or derms ot savicsd {J G0 _14_6364 papy A, Thoz?nbrugh, Amsterdam, MO.
z o 18, CAUSE OF DEATH (Enter only one couse per line for (a), (b), and (c).) INTERVAL BETWEEN
ls w PART i. DEATH WAS CAUSED BY: %L )é ONSET AND DEATH
T u IMMEDIATE CAUSE (a) 72— A a._JC/ )Zf @, &—C. MM-?“ o ,
IE =
N Neaa s - w2l s =8 bianc
< w Conditlons, f any, DUE TO (&) x =
e t w::th gove riu( r)o }
5 obove cavse (o .
2 =z { he und r.- %Mﬂ 7 &:——M"'P
T gk lying cavas lost, ) DUE TO {c) A M £ os,
‘g . DORE PART II. OTHER $SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dissase condition glven in PART | {a} 19. WAS AUTOPSY
27 s é PERFORMED
T2 Zhc /4 x YES[] NO
E _; x & | 20a. ACCIDENT SUICIDE HQMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART I or PART I of item 18.)
R | o o O
5§ 8 <WS[0c. TIMEOF .Four -Month, Doy, Year
§2 =mps INJURY  am.
- ‘g S % p.m.
2E Z 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor obouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
" g w WHILE AT WILE farm, factory, street, office bldg., etc.)
=_Q_ =3 WORK < pe—— é—-('/' ﬁ o 3 /fl\rq = ’_8.; 111_}) J-n
& E 21. | attended the deceased from &~/ 7 D. to ! i and last Saw lhli.ml alive on T—j—/b_’ / /
s -4 Death occurred ot 0:50 Pl m on the date stated obove; ond to the best of my knowledge, from the couses stated.
v
i _5 22a @ATURE %-. or title) o | 22b- ADDRESS 22c. PATE SIGNED
G > - W
&% MDD, Butler, o, M AFS?
23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 234. LOCATION {City, town, or county} {State)
p REMOVAL {Specify) x |
7 Burial 3=27-59 Scott Cemetery Amsterdam, Mo. ;
] 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 24 REGISTRAR'SSIGNATU
rcher & Mangold, Amsterdam, HMo. /q,,.,, g . /13 /

i d Emmbalme’s on Reverse Slll.) ((
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0564
- 9 Ly dy STATEMENT BY LICENSED EMBALMER

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

., Student Embalmer No. .........coeenneen.

BY ME, OT BY ouvrerreemninierii it nrinn e e aun i s sr e s s bt

working under my personal supervision.

Student  coeiiiii e e
Signature of Student Embalmer

P. O. Address......... lagyvene,. . Es.

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 handwriting.

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




