SSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
1000

stration District No, . _____

042

rr.y.Y i

289

e mamaaa_Primary Registration District No. . ____________Registrar's No. __________________

~-61-007741

STATE FILE NUMBER

Regi
AMENDED o r
AHEES pan ot

1361

DATE AMENDED

INSTEAD OF

SHOULD READ

DOCUMENT

ITEM NO.

BY AFFIDAVIT OF

1.

PLACE OF DEATH
a. COUNTY

Buchanan

2. USUAL RESIDENCE (Where docessed lived.

If institution: Residence before

p 63

o. STATE . AOLLLL. b. COUNTY admizsion)
b. Cl? (If outside corparate limits, give TOWNSHIP anly) Length of stay in Ib €. C‘l)l"z\' Inside Limits
TOWN Sz, godep’l 35 years own SZ. ja,_;e,a}v, Yes (X No O
c. ;%slpﬁerogF {if NOT in h::upilal, give Ioca.ﬁun) Inside Limits d:EEEREETSS (If cutside, give location) Reside on Farm
SR Methodi st Hoapital raff 1o 207 Mitchell Ave. g el
3. (?:::Eo?:ril:ﬁcEASED First Middle Last 4, DéQFTE Month Day Yaar
es Albent Thomaon ot Manch 20, 7967
5, SEX & COLOR OR RACE 7. Married ﬁ Never Married [] 18. DATE OF BIRTH 9. AGE (last birthday) |IF UNDER | YEAR | IF UNDER 24 HR
e w/u'ie Widowed [ Diverced [J LC}L 3 75? Months | Days Hours Min.

of worlﬁg

10a. USUAL OCCUPATION (Give kind of work done

life, even if retired)

10b. KIND OF BUSINESS OR INDUSTRY( 11.

BIRTHPLACE (City and state or country)

Aq,mcy, MNissouni

12, CITIZEN OF WHAT COUNTRY

" Albent

i 0

15, wWAS DECEASED EVER IN U.5. ARMED FORCES?
(Yes, noﬁﬁ unknown) I(lf yes, give war or dates of service)

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

HC Se nne Mddhsoca camricanon

le MOTHER'S QIDEN NAME <

14, NAM

OF H
en

?AN% WIFE

INFORMANT

/{elen & Thomson 2209 mu‘.cﬁe,u Ave,

INTERVAL BETWEEN

disease conditionggiven in PART | (a)

PART |. DEATH WAS CAUSED B . ONSET AND DEATH
IMMEDIATE CAUSE (a) 2m i

Conditions, If any,]  DUE TO (b) X 3 yevu

which gave rite to 7

above cause {s),

stating the under-

lying cause last. DUE TO ()

PART 1). OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART Il If deceesed was female was

there a pregnancy in last 90 days.

[DYe:’ DNol

[0 Unknown

19. WAS AUTOPSY

20s. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART I} of item 18.)
PERFORMED? ] m] a
YES[J NO
20c. TIME OF Hour Month, Day, Year
INJURY a.m,
phin.

23a. BURIAL, CREMATION,
MOVAL (Specify)

March 22,1967

Neanorial

Park (

5S4,

24, FUNERAL DIRECTOR

(Lark Funenal Home St. Joaeph, Mo,

ADDRESS

(23474
25. DATE'RECD. BY LOEAL REG.

PR3 /5 /

26, GISTRAR'S

IGNATURE

e %M/’

20d. \NJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farm, factory, street, office bidg., etc.)
NOT WHILE AT WORK (O
21. | attended the d d from e 1 P~ 6 { !G_é_._._a_u_,__and last saw i, allve on 3/ 9"’ A/
Desth occurred at .Z_a_m on the date stated above, and to the best of my knowledge, from the cavses stated.
22a, SIGNA'I?» {Degree or title) 22b. ADDRESS 22c. DATE SIGNED
74 C po 222 % 277 S+ Josepd ppl 3344
23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, of counfly) {State)

[Li

d Embal iy &

on Reverse Side)




sTA;I’EMENT BY LICENSED EMBALMER

| hereby certify that the body whose fame is recorded on the reverse side of this certificate was embalmed by me,

or by Student, Embalmer No.

working under my personal supervision.
Student Signedm

Signature of Student Embealmer

Licensed Embalmer No

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





