t. Health,

. & Welfare

5. Public

th Service

Doctor, coroner, otc. must use only standord nomenclature in item 18. No symptoms will be listed.

All diseases in Part | must be causolly related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

egistration District No,

Primary Rogi:hofion District Ne.

59—023460

. STATE Fﬁ g
_____________________ Regls

__-__,_______,“u_

.1. PLACE OF DEATH 2. USUAL RESIDENMCE (Where deceased lived. If institution: Resigénce before
a. COUNTY STATE Mo. b. COUNTY i ssion}
b. CgY (If outside corporate limits, give TOWNSHIP only} Inside Limiss c. CBTRY " Inside Limits
R
o St. Louls Yos [1 Ne [] rom  St. Louls Yes (3 No [
c. li-:lgLfl’-l'PAME OF (If NOT in hespital, give location} | Length of stoy in 1b d. STREET (If outside, give location) Reside on Farm
SPITAL OR ADDRESS
nstitution St . Lukes 1218 a Hebert St. Yes [} No[]
3. NAME OF DECEASED First Middle Last 4. DATE Maath Day Year
{Type or print} A/
MYRTLE / THOMPS O OEATH June 25, 1959 .
5. SEX 6. COLOR QR RACE| 7. 8. DATE OF BIRTH 9, AGE ¢ FUNDER | YEAR] IF UNDER 24 HRS.
‘R W MARR'ED%VER MARR'EDD 8! il’:r:;:;; Months | Doys Hours Min.
. winoweo[] oivorceo[J| June 13 1923 3I
100. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stata or couvatry} a 12. CITtZEN OF WHAT COUNTRY?
during most of working lifs, svan if retired) INDUSTRY
Housewlife Home Annapolis 0. J.35,A,

13o. FATHER"S NAME

Albert Cook

13b. MOTHER'S MAIDEN NAME

Floras Middleton

14. NAME OF HUSBAND OR WIFE

Carl Thompson

15. WAS DECEASED EVER IN L. 5. ARMED FORCES?
(Yes, no, or unkngwn)| {If yes, give wor or dates of service)

O

16, SOCIAL SECURITY RO,

2

17. INFORMANT

Address

Carl Thompson 1218 a Hebert St,

MEDICAL CERTIFICATION

18. CAUSE OF DEATH {Enter only one cavsa per line for {a), {b}, and (c).}

PART }. DEATH WAS CAUSED BY

IMMEDIATE CAUSE {a)

INTERVAL BETWEEN

Conditions, I any,

DUE TO (b) PEETEERL

cbove caouse (o),

which gave rise to
stating the under-

ouE To () EPIDEEME CAR /NN R

b (LELVIX

VEEHIA "1 Mo
‘ —
OBSTRUCT 10/ _§ _CARLIN O/ ATOSS & Mos

/ K

lying couse last
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dissose condition given in PART | {a) 19. WAS AUTOPSY
PERFORMED?
YES[ ] NO
20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART It of item 18.)
O o o /21 A
2c. TIME OF .Hour Month, Day, Year
INJURY  a.m. . el
p.m. - =
20d. INJURY OCCURRED 20e. PLACE OF INJURY (s.g., inor abouthoms,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, street, office bldg., e1c.)
WORK AT WORK "
n . o IO alz{' ) ; and {ast saw hot live on iﬂ - 9"/ - \5‘;

I atterided the dececsed from ! !B? -y S{
Death occurred ot .

m on the date stated cbave; ond to the best of my knowledge, from the causes stated.

;"E EGNAWREJ)/ : Z (ngnd’mln) /L_Lp o

zég?mjiiéwuouﬁﬁ&J[ngdcnaa

22c. DATE SIGNED

L2437

24. FUNERAL DIRECTOR

Rohert D. Kinealy 2228 St.LouisA

RIAL, CREMATION, | 23b. DATE 23c, HAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Strare)
EMOV AL (Specify) h
Removal | 6/27/59 St. Ferdinan Florissant Mo,

ADDRESS

i‘e“’f“fﬁfﬁ VIS
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on Reversa Side)
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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 embaimed

DY MB, OF BY riiiiriiiririiitirreninsentsrrernvesrrtnsresaroassssnsnnrenstasssssnssronrssnnnrnsnnes «» Student Embalmer No. .........c..uu.e.e

working under my personal supervision.

Student -vciiiii e e e v rreaaaen

Signature of Student Embalmer
] Licensed Embalmer 83 c 0
P. 0. At:lc:lress,jj:1
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.

- -




