THE DIVISION OF HEALTH OF MISSOURI

- oo £ UG 7 {88]  STANDARD CERTIFICATE OF DEATH State Fite No.... SOOI,
!BIRTH KO. REG. DIST, NO. AL PRIMARY REG. 'nlsn..nq.igﬂtﬂ. Repistrar's No goa
|"1. PLACE OF DEATH ' Z. USUAL RESIDENCE (Whers d. d lived. 1f loatl Ldi
24 8. COUNTY  Callaway - STATE Missourli . b county Gallaway““"
Vé: b. CITY (I oqtetds corpurate Umita, write RURAL aod give . LENGTH OF || c. CITY (1f outsids corporate limits, write RURAL and give township)
&/ T&'\‘m Fulton - ormate)l SRy gl 1SR Fulton' . g7 /f/()
- FULL NAME OF (If not in hospital or lusttution, glve strect sddress or looation) d. STREET (I rursl, givs location) /
*.*,?Eﬂ;?}%.ou Callaway Hospltal ADDRESS R—.F _.1}-, b s o
3. NAME OF 2. (First) b. (Middle) <. (Last) . _ [ 4. pATE T ¥ (Montt)- .- (Dayp)
v John Allen Gingrich ™~ o U C A a5
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (o ysars| Ir trom 3 vEAR | o ovoew o s,
Male & White WIDBYE . PYQERED “pt 1 Sept~6-1879 Harpighen 10| ”‘21."“"[ Min
102, USUAL OCCUPATION (Qive kind of work 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or forelyn oountry) / 12. CITIZEN OF WHAT
domdhPR e i rn i | P nming ST%| Perry Co.,Pennsylvania QQUNIRYA |

14. NAME OF HUSBAND OR WIFE

Sarah Acison Gingrich
SIGNATURE OR NAME ADDRESS

13b. MOTHER'S MAIDEN NAME
Martha Rosensteel _
16. SOCIAL SECURITY [T7 INFORMANT 5

!laa. FATHER'S NAME

Jacob Gingrich

I5. WAS DECEASED EVER N U.S. ARMED FORCES?

(Yu.m.mnﬁhﬁm) (Ilv-.qinnwdatuclmlm) None r_h,s . John A G’ingriCh Ful_ton’ Mo.
18. CAUSE OF DEATH . MEDICAL CERTlF_ICATION INTERVAL BETWEEN
, Enter only onecounseper | I. DISEASE OR CONDITION ONSET AND DEATH
line for (s}, (b), and (c) DIRECTLY LEADING TO DFJ\TH‘(a)

ANTECEDENT CAUSES

Morbid conditiona, if any, giﬂny DUE TO (b}
rise to the above cause (a) stating
the underlying cause last.

_*Thiz does not meen
the mode of dying, such
o# heart fallure, asthenda,
ete. It means the dis-
coze, Infury, of complica-
tion which caused death,

sn . F el

st

DUE TO (e)
1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not
relofed to the disease or condition auudng death.

DATE OF QPERA- | 19MAJOF 2. AUTOPSY?
Erull/ _ w0
2{a. 2 Accml-:m- 0 (Boecity} z:n PLACEOFINJURY(.-:.hnn.me (COUNTY) (STATE)

. HOMIC[DE m'.' e Loy tmet oo e ete) 4/50 o /"/
21d. TIME (Month) . (Day) (Year) (Houn) | 21e.'INJURY OCCURRED [ 21f. HOW DID INJURY OCCUR?
' nfURY C e [wmeary e

, lo m 19.__, thai T last saw the deéaascd

m., from the causes and on the date stated above.
Zic. DATE SIGNED

2. 1 hereby

’ 1
Q,ﬁ,_[ ond that 0 ed al )
= . V (Degros or tisley | 230, ADDR

LY

\PLJ@TNLY--—USING UNFADING BLACK INKE—MAKE A PERMANENT RECORD

)

24c. NAME OF ¥ OR CREMATQRY

1 U.B.Church.Cam,

TURE {4_30, P23 !runzzz DIRECTOR'S SIGHATURE

< “(Licensed Embalmer’s Statement om Reverse Sﬂe)

1Rural S, Fulton Mo

ADORESS

uly=-26-195
EGISTRAR'S S

REC'D BY LOCAL

281757
2
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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 embalmed by me, or by

N

. ar t bal Nocsusa e corvens
working under my personal supervision. ‘ Embaimer No

Slgrmd..........s;m;:".‘;..Em;;;'l.l".r ........... Llcenaed Fmbalmer No 4¢?§¢ ”
: . P. 0. Address m} m

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 licenss.)

If this body is not embalmed, fact should be so stated sbove.




