WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE
BueyaY OF THE CENSUS

FIEDDEC20 1909 o

THE STATE BOARD OF HEALTH OF MISSOUR!

STANDARD CERTIFICATE OF DEATH
Primary Registmation District No. ~.£ M

Dr. Wgkeman

State File No....__.w;.in.qaz
rairsvo fOXY

1. FLACE OF DEATH:

(e) County Gre ene

O Coyor oo SPEIREEGEAA, -
(If outgide clnr ar mwn mits, wri! nnd name of tmnnhlp)

{c} Name of hospital or institutio

1507 st. Louis

{If not in hospita] or inslitution, write street number or location)

(d) Length of stay: In hospital or institution

In this community 45

(Specily whether

Years

years, months or days)

2. USUAL RESIDENCE OF DECEASED:

5‘/

@ sae.Mlssouri ... ® comy___Greene. . 7o,

(¢) City or town... Spr field

P

(If outaida city or town limits, write “RURAL") 5

(d) Street No 1507 St. Louls

{1l rural, give location)

{e} Cltizen of foreign country?

(Yes or No)

If yes, name country. "

Fol? mame. William Thomas Gaston

3. (b} If veteran,
name War. No.

3. (¢} Sodal Security
Nﬂ

5, Color or

1. &xMalef?_

6. (z) Single, widowed, rled,

race.. White divorced. Mg T ied

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month... D€Ca _ day. 13

year___ 1948

hour. 5 mintltL.ﬂ'.Qp...._._M.

ereby certify that I attended the deceased from. ..o

A3

o 19 '

6. (b) Name of husband or wife ... 6. (¢} Age of husband or wife if || and’that death occurred on the date and hour stated above. Duration
JMargaret B, . Gaston . mwnmmémmen 7
7. Birth date of deceased....QCE ..-......_.......31__..___..1 A B ""“".
ate of deoea (Monthy (Day) 7 Year) 4
8. AGE: Years Months Days H less than one day Due to G—“E\;Q"""Q"\-H-:A_
69 1 12 e e ....min,
Due to
5. Bumpace (NEAT IS ningrtield Missnm:lwél
{City, town, or counly) {State or foreign cobotry)
10. Usual occupauon“___mL.ﬂHHb el el . ??fﬁiﬁ.f’ﬁi‘i;".;‘; wilhin $ months of deatt) /‘
i1. Industry or business S i n\i ’.T’ PHYSICIAN
. , . or findings: . [
12. Name_. ¥lel.. . Gas. thﬂ......_......u..-..,:._..,.........................7’.. Of operations...... t m ‘, Underline
13, _mitnpaceidNtsville Kentucky e g . the causeto
{City, l.own nr ﬁ {5uate ar foreign countey) Of autopﬁy..:.... ' ( Ohen :‘) should be
g 14. Maiden name. Ald eeds ]l) . cpagzeldl ta-
- . tistically,
s 15. Bﬂhm—(ﬂe—a*z)‘—-—ngfle d I'ﬂ QUT 22, If death was due to external causes, fill in lhe llowing:
= (City, town, or county) " (Stats or foreign country}

16, (@) Tnformant.. MIS e M-Tgaret_ B. Gaston _

S leld, HMo.
® Asdress___0PTingfield,
1. @ Burial () Date thereot.. 12/ 16/48

{Burisl, cremation, or romoval}

18. (o) Signature of funeral director. H ]

(Month) (Day) (Year}

* ' {¢) Place: burial or crenmt.ion_.__Sj-ﬂ-i_tn___gﬁme.ttg:_[.'.X._..............‘.._

H, Lohmeyer

(%) Address Springfield, Mo, .

i9. (a) [ 3
(Drata received local reqi: )

() Accident, sr.uude or homicide {specify} } Voan

(3) Date of oc::u.m-nr-

{¢) Wheredid injury occur?

{City or lo-rn) {County

(Sial
(@) Did injury oceur in or about home, on farm, in industrial pia.ce in public Dlnﬁe?

A 3

pe of place)

Date li

¢) Means of injury..._......:...

M‘-ﬂ{ D. W).._.......




STATEMENT BY LICENSED EMBALMER

P.0. Address......Springfield, Mo, ...
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 this body is not embalmed, fact should be so stated above.

-




