{ealth, x

Welfare

Yublic
Setvice

300
|57

All diseases in Part | must be causally rolated.

ﬂLEn MAR 2 6 1gmegis|rurian District No.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE CIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

~é

Primary Registration District No.

Zoy/ P

59-010341

STATE FILE

NUMBER

e Registrar's No.______ 3./Nuu"h,-

ra

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence h?f e
. COUN . STATE b. COUNTY ! giron
- M Ypemiacot i Missouri Pemi s¥3%
b. C:)TY {l{ outside carporate limits, give TOWNSHIP only} Inside Limirs <. C:)TY e 1] 'g e § Inside Limits
R R
TOWN Hayti Yes L Ne ] Town  Caruthersviitle 2| YOO
<. FULL NAME OF {If NOT in hospital, give location) | Length af stay in 1 d. STREET (If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS
mnsTiTution _Haytl Hospbtal lhr 1009 wasgington Yos [[] No[X
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) OF N
Marilyn Keay Thrasher DEATH  Mar.l=1959
5 SEX | 6. COLOR OR RACE 7'MARR[EDDNEVER MARRIED@@& DATE OF BIRTH 9. AEE “ﬁ.’::;; :bU“P:DERé:EAR |:°L::DER 2;:‘“
F W winoweD[ ] pivorceo[])]| Pab=5+1945 i B 26 [
109. USUAL OCCUPATION (Giva kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working lifs, wvan if retired) IKDUSTRY
Schodl wirl ” Kennett Missouri ¢| U.S.A.
130. FATHER'S NAME 13b. MOTHER'S MAIDEN HAME 14. NAME OF HUSBAND OR WIFE
Thomas D. Thrasher Irenes Stubba None
15. WAS DECEASED EVER IN U. 5. ARMED FURCES?A 16. SOCIAL SECURITY NO.| 17, INFORMANT Address
(Yus, no, or unknawn)| {If yes, give war or datos of service) none M.I'S . I rene ThI‘E.SheI' C [ ] vi j- le » Mo

PART I

18. CAUSE OF DEATH (Enter only one cause per line for (o), (b), and (c).}

wieonte cse (o V7 (Pontal Zepressed full Fracture

INTERVAL BETWEEN

ONSET AND,DEATH

7 Br

2). | ottended the deceosed from 3‘ % g 'Si / . 10
Death occurred ot _6 or A Ie’

3/ fco

and last saw L‘: alive on

Cd

m on the date stated above; and 1o the best of my knowledg€, frdn the cauvses stated.

dn/é Cevebral @ceraﬁ'“’ ,
Conditions, if any, B0 (b) . .
which gove rise to
above cause (o), }
stating the wunder-
z lying cause last. DUE TO (c)
= PART It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dissase condition given in PART I [a) 19. WAS AUTOPSY
by PERFORMED?
b YES[] NO E}-*:-
| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART f or PART il of item 18.)
W
O & . . . .
2 - - @M ca W.
O e -I”TLIJE OF Hour Month, Day, Year
a NJURY .,
gﬁ&m..f'y@ 2/ /59 c 78
0d. INJURY OCCURRED - 20e. PLACEE OF INJURY (e.g., inbalgobom hr.;me, 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE farm actory, pstreet, office bldg., ete. . F
WORK O AT WORK . d’wg >4 A 7 ha /#e’ftf: //" Ett'reo ”0 .
4 ]

22q. SIGNATURE

REMOYAL (Specify)

Z {Degree o7 title)
23a. Bs;IAL, CREMATION, | 23b- DATE

| Mar.-3-19892 Mmaple Cemetery

‘ 22b. ADDRE HWGN
2 - 2/55
230 NAMEOF CEMETERY OR CREMATORY 23d. LECATION (City, town, or county} sty 7
Ca Mo

24. FUNERAL DIRECTOR ADDRESS

paForge Und. Co. ¢'ville,

Mo

{Li

4 Embal

25. DATE RECD, BY LOCAL REG.

ruthersville,
2

TA-57 |
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STATEMENT BY LICENSED EMBALMER

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

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

DY B, OF DY i e e e e e e e ra et se e

working under my personal supervision.

Student oo
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. ﬁ%
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 embaimed, fact should be so stated above.




