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BIRTH NO. . REG. DIST. Wo. 22—\ PRIMARY REG. DIST. no._i_g_‘gl__ Kegistrar's Now S :
é 1. PlESl?NEﬂ?F DEATH - 2. USUAL RESIDENCE (Where decessed lived. If Institution: residence befors
. T . STATE X sdinisston).
7/ . OSAGE : Misspuri o Gsage o
g b. CITY (I outide corporate limits, write RURAL and give c. LENGTH OF || ¢. CITY (1t ovtelde corparate limit, write RURAL and give tawnahip) v

) 19 BELIE MO R.F.D%eda) 12fo |- T Belle Mo R.D. .

n.‘I_h;reby cea;iify that I attended the deceased from _,L_,L_, 18 , Lo ﬁ#, 10, ,.that I last saw the deceased
: m., fr

alive on LA ~-2 L} 19% and that death occurred el the causes and on the date siated above.

712, SIGNATURE v {Degree or titte} | 23b. ADDRESS. Z3c. DATE SIGNED
é g : 2; é;ﬂ__., %g . A i 2 ~2€
24a. BUR IAL. CREMA- | 24b. DATE 78, NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (City, town, or couity) (5tate)
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Burisl 4.27=49 Francis Cemete
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O INSTITUTION Be 1.1 e Mb R.B.
8 NAME OF — & (Fir) b. (Miadio) . o (Last) i COATE  (Mowh) (D) (e
a {Typeor Print) @ Orge Gieck DEATH 4 24- 1949
] 5. SEX 6. COLOR OR RACE { 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH . AGE (In years| ¥ UNGER t TEAR | F ONDER 11 WAL,
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_Male- Z| White _ | Widowed =¥ _|9-18-1862 |
; 108. USUAL OCCUPATION (Givekiad ot work | 10b. KIND OF BUSINESS OR IN- [ 11. BIRTHPLACE (Btate ot foreign country) . 12, CITLZEN OF WHAT
g done during most of working life, sven if retired} DUSTRY o - . COUNTRY?
a Farmer Geyrmany ﬁ U.S.A
< 13a. FATHER'S NAME 13b. MOTHER"S MAIDEN 'NAHE - ﬁ t4. NAME OF HUSBAND OR WIFE
® George John Gieck . :J%i**: .
b 5. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURTYY | 17. INFORMANT S_S|GNATURE OR NAME \ <  ADDRESS
< (Yea, no, or unknown) I {If you, ktve war or dates of service} NO. \_,.;._
et . .
= Vir : Mo R.D
| IB. CAUSE OF DEATH - MEDICAL CERTIFICATION . . |- NTERVAL SETWEEN
] E nl 1. DISEASE OR CONDITION o L%} TONSET
z | line for (@), (o, a0 & | DIRECTLY LEADING TO DEATH® ) =
o “This docs not mean | ANTECEDENT CAUSES . B R |
2 the mode of dying, such | Morbid conditions, if any, giting DUE TO (b) y A o P
= ax beart follure, asthenis, | Tise to the above cause (a) stating - -
= ‘ete. It means the 2is- the underlying cause last. - .
o ease, infury, or complica- DUE TO (c} y 2ol .
5 || tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS s -
= . Conditions eontributing to the death but not j / pr —_——
a related to the disese or condition cauring death. L\ XA ys, !
P 19a. DATE OF OF_FE)AN- 15b. MAJOR FINDINGS OF OPERATION o 20. AUTOPSY?
7 : s 0 w0 -
& . | ves NO
o |2 ACCIDENT (Bpecity} 21b, PLACE OF INJURY (o.s..Inoeabout | 2l¢, (CITY, TOWN, OR TOWNSHIF) (COUNTY} (STATE)
b SUICIDE B bome, farm, {actory, streat, ofSes bldx.,et0.) '
7 HOMICIDE pET-A - o Y i
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,.:' STATEMENT BY LICENSED.EMBALMER’

rtify that the body whose name is ng,ic !’rdcd on the reverse side of this certificate was embalmed by me, or by_‘l_.._..-....-...
x¥ S 1

—Student ......... P
Student Embalmer

Note: The above MUST BF. SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. {(Failure to comply wit
the above constitutes gmunds for revocation of license.) ° .

*

If this body is not embalmcd, fact should be so stated above.



