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WRITE PLAINLY—USING UNFADING BLACK INK—MAEKE A PERMANENT RECORD S

xQLE%Uﬁ 2 ; 1853

THE DIVISION OF HEALTH OF MISSOUR!
STANDARD CERTIFICATE OF DEATH

S8ate File Novom oo iserssisssssssiesoen
REG# 108606 2? /
BIRTH NO. REG. DIST. NO. __3_L_7__ PRIMARY REG. DIST. NO. 9 8  revistrars No o d _,#“__
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossad lived. I joatitotion: residinee befors ‘
a. COUNTY . STATE . dioislon).
S7. 10UIS & HISSOURT b. COUNTY athiniselon
b. CITY (it outside corpurae limite, writa RURAL and eire [ ¢, LENGTH OF ||~ c. CITY 4 Lo Roddons wrt tte o2 |
township) lnce} » ety rated town? |
10W JEFFERSON BARRACKS, 0| 167 BA¥El S sr. 10018 HERD
. FULL NAME OF (¢ in hospital Ivati ad location) . STREET L, locat
HOSPITAL O o\ oot 12 hosptesd or § ehve srvet e 1l *:ADDRESS (3 runl, piveloeaion). 2,77
INST ITUTIOR)ETERAI‘B ADMINISTRATION HOSPI'I‘LL 2911 Magnolia 7
3.DNEACPgES%';—:) a. (First} b. (Mld_dll‘) 0. {Last) ) i 4. DATE (Month) (Day) (Year)
(Typeor Primy __JOS€ph - (M) GABRIEL DEATH 8=3=53
5. SEX 0 6. COLOR OR RACE | 7. MARRIED, NE\\’JSECIESRNED. 8. DATE OF BIRTH 9, AGE o yean i o T T —
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MALE WHITE - 2-3-96 b l |
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TUCK POLNTER UNKNOWN CHECZOSLAVAKTIA b
13a. FATHER'S NAME 13b. MOTHER™ S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
JOE GABRIEL 4+ MARY VIDACEIK
IS. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S 51 GNATURE OR NAME ADDRESS
{Yes, 0o, or unknown} | (If yes, give war or dates of service) NO.
L4193 2 9658 VAWW 0
18. CAUSE OF .DEATH MEDICAL CERTIFICATION IgTEg}rAL gEJF\:vAEEN
I, DISEASE OR CONDITION AN, TH
' ﬁ‘mﬂf‘ﬁﬁ’(’g DIRECTLY LEADING TO DEATH*(y CARCINOMA OF PENIS WITH WIDE SPREAD yrs
“This dors not mean | ANTECEDENT CAUSES  ~ METASTASES =
the mode of dying. such | Morbid conditions, if ény, gising DUE TO (b) CARCINOMA OF URINARY BLADDER £ JI's
as heart fatlure, asthenia, | rise to the above cause (o) stating
ste. It meons the 4ia. | the underlying cause last. .
ease, infury, or complica- DUE TO {c}
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS
. : " Conditions contributing to the death but not
related lo the disease or condition cousing death.
192, DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION : 20, AUTOPSY?
TION \ % \ X
vesG wo [
21a. ACCIDENT (Bpweity) 215, PLACE OF INJURY (e.5.. 1o orabout | 21c, (CITY, TOWN, OR TOWNSHIF) (COUNTY) (STATE)
aLgﬁ:EIEDE' home, tarm, l.vwr:v -trul- oﬁuhld; m.)

214. T(!J%E (Moath) (Day) {(Year) (Hogr) Zle INJURY OCCURRED | 21t. HOW DID INJURY OCCUR?
INJURY = = -om o o e o = wm o WH"'EK Ng:&gk! - Em Ss S e ke o me B M e M e e we = = e e
) v
27 hereby C‘Bﬂ‘l.f ¢ b4 at!%nded the deceased fTOﬂ'l __2=ll_. 19.53_ to __8=3_ 19_53_ S R RDmI ke,

and that death occurred at —L.)JD.E m., from the causes and on the dole staied above.

23, 81 dDagme or title) | 23b. ADDRESS ) 23¢. DATE SIGNED
- “ADM HOSP.. JFFF BERKS. MO, 84453
%_u. oF "l’. " is‘;uc /'/'-u-: OF CEMETERY OR CREMATORY 249. LOCATION (Oity, Eown, or connty). (smemo
| uG. 6/ ATroNAL- CEM. J‘ﬁfﬁﬁﬁgaﬂ BARK AcKS
DATE REC'D BY EGL Reks RAR‘ SIGN{\ RE / 25, /1 AL ma:croa 816 ATUI!E abon ras
wr REG, r-
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d Embatmer's Sutemcm on Reverse Side)



n

STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embal

by me, OF By it etee e caeeiirareeeca e feaaenan , Student Embalmer No,.........--.

working under my personal supervision..

e e e e = e . =+« . - - -Licensed Embalmer No... N /. / /

- ) P. O. Address..l?.z.?:.d.é.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fail
to comply with the abave constitutes grounds for revocation of license): - '

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
77 this body is not embalmed, fact should be so stated above.




