to, 300
0. 48

THE DIVISION OF HEALTH OF MISSOURI 48

ALED MAR 15 1955 STANDARD CERTIFICATE OF DEATH Stae File Moo st 0 0
g
[BRTMNO._________________ REG. DIST. N, YT erimny wes. oist. Wl O3 kovitrar's Nowe., 378
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. If ftitution; remidence befors
8. COUNTY N a. STATE o, COUNTY adanisston).
4 JACKSQ O MISSOURT 4 o
b, CITY df outaid lmits, write RURAL and gi . LENGTH ©OF . afidnes
OR (I outalde corpurata flmita. write " t;‘:n‘nhip) gTAY {in this place)| g 4 g‘y.g:ﬁ?mm?hd%ﬁft
Town  KANSAS CITY 1 ve OWN KANSAS CITY Yeo O % O
d. FHtl)-’IS-Pr'IE\AMLEO%F {If not in hoapizal or inatitution, give streat address or [oeatlon) ESREEESI-S . (It rursl, give location)
iNsTiTUTIoN YETERANS ADMINISTRATION HOSP AL 3820 Wyandotte
al:l;lEACPEESOE';J a. {First) b. (Miadle} ¢. (Last) 4. DATE (Month) (Duy) S‘.-m)
(Typeor Print)  GENE K. GESLING oeamy February 24, 1
5, SEX D | 5. COLOR CR RACE | 7. mﬁ)%%}%% rslsgggcﬁsﬂmm, 8. DATE OF BIRTH - 9. l:\‘GEw&J;m)lrl o7 ouoGR 1 YEAR | P wh0ca u s
. (Hpecily) t bi ¥, ontha | Days | Hours | Min.
Male White 1 [Febrmry 20, 1928| 24" "™ |
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OQF BUSINESS OR IN- | 11. BIRTHPLACE - . 12. Ci
:onoduri.u mutnlwork.iull!-.c:nn‘u :el.ir::l) DUSTRY (City wnd State oz Foreiga Countev) ‘ COl -HZ%P;TOF WHAT
Student Jalisbury, Missouri { & 1 UeS A
13a. FATHER'S NAME 13b. MOTHER'$ MAIDEN NAME 14 NAME OF HUSBAND OR WIFE
Louis Gesling | Bertha Hartung The - Leafh Gesling
IS, WAS DECEASED EVER IN U.S. ARMED FORCES? |16, SCCIAL SECURINTOY 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes, 0o, or uoknown) (Il yes, give war or dates of service) . . -
498 32 2050 [VA Hospital Official Records, Kansas C:.ty ,
18. CAUSE OF DEATH MEDICAL CERTIFICATION Ig:ngAAlﬁB
o I, DISEASE OR CONDITION * p
- fnter only cRocMuSE XY | Ty pECTLY LEADING TO DEATH® g, Acute pulmona.ry edema & hyperumia 7

WRITE PLAINLY—USING UNFAD:’[NG BLACK INE—MAEKE A PERMANENT RECORD

Hne for (a), (b), and (¢)
ANTECEDENT CAUSES

*This does not mean
the mode of dying, auch | Morbid conditiona, if any, giing DUE TO (b)c-hm—c—glome I he hritle _2@

‘as heart faflure, asthenia, rise {0 the nbore cause (a) stating

ee. It means the dig. | Ghe underlying cause last. ) ) ‘ 3—1\
DUE TO (¢} . .

case, fnfury, or complice-

tion which caused death. | 11. OTHER 5|GN1F|CANT COMNDITIONS
dition . H yPertensive heart disease 1 year
19a, DATE OF OPERA- | i5b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION .
ves ] wo [
21a. ACCIDENY (Bpsety) 21, PLACEOF INJURY (o.¢..inorabout | 21c, (CITY, TOWN, OR TOWNSHIF) (COUNTY) (STATE)
UICID boms, larm. factory, street, office bidg.. ova.}
HOMICIDE
2id. TIME (Month) {(Day) {(Year) (Houn 2le. INJURY OCCURRED | 2if, HOW DID INJURY OCCUR?
WHILE AT KOT WHILE
INJURY - —_ WORK AT WORK

AHEEADAPEEREIARNE

22. I hereby certify lhatﬂxttended the deceased fromdana 13 . 155  toFeba 24, 1955,

‘|'{-'{r.;‘.)' OCEOOO0OOEXXX, and thal death occurred al .Jl.ﬂﬁ&l Jrom the causes and on the date slaled above.
. {Degree or title) | 23b. ADDRESS . 23c. DATE SIGNED
/ -
,g@?" % > ke 2/25/55
24n. B GREMA=| 24b, DATE 24, NAME OF CEMETERY OR CREMATORY 24d. Lt TION (City, town, or county) {State)
.REMOVAL (8 ¥} . . P *
M 25, R ‘5

DATE RFC'D BY LOCAL | REGISTRAR'S SIGNATURE 25. FUNERAL DIRECTOR'S SIGNATUR /33 ADDRESS
REG. - y) 5
2 -26 55 Nlrn/ e akelt _P.\&/Jlls“ug_ﬂnﬂgf_ﬂ 3 éE

(licensed Embalmer's Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

by me, or by ............................. s , Student Embalmer No..........

working under my personal supervision..

ST AT s =3 +1 2NN
Signature of Student Embalmer

Licensed Embalmer No... //

) L ' P. O. AddresK/%

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in’ his OWN HANDWRTTING (F

to comply with the above constitutés grounds for revocation of license): ’
if embalmed by a STUDENT, he also shall sign in his OWN handwriting.
I this body is not embalmed, fact should be so stated above.

S



