ept. Health, F
c., & Welfare
. S, Public

alth Service

V. 5. 300
tev, t=57

39

the medical cartitication In tha specitic manner required by [¥3, 14U MoRS 1745,
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

sacuring
Doctor, coroner, otc, must use only stondard pomencloture in item 18. No symptoms will be listed.

Al] diseases in Part | must be causally related.

ILED VS peT 17 1960

THE DiVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

~-60~-QA0R7ND

STATE FILE NUMBER

-
Registration District No. ,57‘,*. ...Primary Registration District No,_# et ? ... Registrar's No. ! —
1. PLACE QF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Resldence before
a. COUNTY wOrth County o STATE Migsouri b COUNTY Worthpdmission
b. CJOTRY {1 ourside corporate limits, give TOWNSHIP anby) Inside Limits c. CIC;FY Inside Limits
. [P R . : . .
rown Grank’ City Yes [ No [ ] rowv Grant City Yesf No (]
c. FULL NAME OF (If NOT in hospiral, give location) | Length of stay in 1b STREET {If cutside, give location} Reside on Farm
“  HOSPITAL OR . ADDRESS E N
92 iNsTITUTION 5 NorthB‘riggs St 3-mounths / » 2-West Eight Yes &) No[]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeor
(Type or print) . OF R,
Lousia Jane Thompson oeaH September-24-1960
5. SEX 6. COLOR OR RACE][ 7. warriEp[ Jnever warrie[]| & DATE OF BIRTH 9. AIGEt n o I::JNO‘EQ i YEAR |E°|:::DER z:rl::RS.
- . - asl .
/ female white [ wooweo®  oworceoC]|August- 20-I870 "8~ 1'% |
10a. USUAL OCCUPATION (Give kind of work done | 105, KIND OF BUSINESS OR 11. BIRTHPLACE (City and stata ar country) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, even if retired) ﬁDUSTRY -
: : usekegper |7 unknown U,S,4,
13a. FATHER'S NAME 13k, MOTHER'S MAIDEN NAME 14. NAME OF HUSBANﬁ CR WIFE -
ohn Peters UNENOWN Bob. Thompson
15. WAS DECEASED EVER IN U. 5, ARMED FORCES? 16. SOCIAL SECURITY NO,| 17. INFORMANT Address
{Yeas, no, or unknqwn)l {If yos, give war or dotes of servica) - . - .
none 1t Gr 4

18. CAUSE OF DEATH (Enter only one couse per line for {a), {b), and (c}.)
PART |. DEATH WAS CAUSED BY:

INTERVAL BETWEEN
ONSET AND DEATH

IMMEDIATE CAUSE (nm_epj odaol ep_bt; o G v D; o856 . ;QiFPS

Conditians, if any, DUE TO (b)
which gavs rise ta }
above cawse (a),
tati tha der- ;
g I’yinnlgn':uuuwlla:t. DUE TO. {c) ¢-2 2 /
P PART li. OTHER $IGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat related to the tarminal dissase condition given in PART | {a} 19. WAS AUTOPSY
= PERFORMED?
& Fracture ;femur July2, 60 Z ves(] NOK]
2| 20a. ACCIDENT SUICIDE HAOMICIDE 20b. DESCRIBE HOW INJURY GCCURRED. ({Enter nature of injury in PART | or PART Il of item 18.)
w
g O O O
S| 20c. TIMEOF _Howr Menth, Day, Year
] INJURY  a.m.
3 p.f, N
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20£.-CITY, TOWN, GR LOCATION COUNTY STATE
WHILE AT[:I NOT WHILE 0 form, factory, strees, office bldg., etc.}
WORK AT WORK

21. | attended the decaased from |I 11 I y 2 6‘1 . to

Death occurred at

and last "“’R " alive an

m on the date stated gbove; and to the best of my knowledge, from the causes stated.

22a, ATUR /@M 1 tithe) 7ib. ADDRESS 22¢. DATE SIGNED
Frank B Matteson M D d?é'ant City Mo gA27/60
23c. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 239. LOCATION (City, town, or county} {State)
RE. agi . oy e N . . .- -
BUYTEY | September-2/~*960  City Cenmetery| Grant City Missouri

ADDRESS

Grant City- Hiss

24. FUNERAL DIRECTOR

John Andrews.

25. DATE RECD. B8Y LOCAL REG.

ouri /o /7 [L o

26. RGBISTRAR'S SIGNATURE

{Licensad Embalmac’s Statament on Reverse Side)



STATEMENT BY LICENSED EMBALMER

orded on the reverse side of this certificate was embalmed

WYY S .> Student Embalmer No. .......cccevvneens

Signature of Student Embalmer

Licensed Embalmer NO%Q.//
P. 0. Address&%gﬁz&.@ﬁi.%

Note: The above MUST.BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Féilure
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 emhalmed, fact should be so stated above.

e e F 0D
A




