A

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI

ALED JUL-9 - 1955 ° STANDARD CERTIFICATE OF DEATH

site Fie wo.... ] D38,

BIRTH NO. 17//0 -j:j REG. DIST. NO, _Zﬂy/_ PRIMARY REG. DIST. m.i’i Kegistrar's No. J“Q /
1. PLACE OF DEATH : i 2. USUAL RESIDENCE (Wbemw 4 d Lved. If ineti reaid bafote
a. COUNTY a. STATE b, COUNTY admigefon)
L.~ issevr L irrn -
b. CITY (1 outcide corpurate limits, write RURAL and give ¢. LENGTH OF ¢. CITY (If outsids corporate limits, writs RURAL and give township) gp-L
OR —B township)| STAY (la this place) 0.{ o
TOWN Roo KEI1EL D TOWN BRooKFIELD
d. FHOUS-P?'I&A%N.EO%F (If ot ia hoapital or i Kive streat addross or location) d'A%rgREEE‘é (If rural, stve lncation)
INSTITUTION Do e 7025 SPITA L ._50'? w. Cﬂmﬁb >7
3. I:I;«!E.Achéis%% a. (First) b. (Middle) c. (Last) 4. DSEE (Month) (Dey) (Year)
(Twpe or Print) orvviE Jo GeeSKI pEaTH JUNE 23, /955
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH S, AGE {lo yesrs] r teim 3 vEAR | ” WOER 3 mis.
/ WIDOWED, DIVORCED (Bpecify) Last birthday) Hﬂhﬂn, Days | Hous | Mia.
e w — o |ouve 11,1955 b, |
10a. USUAL OCCUPATION (Glekind of work | 10b. KIND OF BUSINESS OR IN- | 1). BIRTHPLACE (8tate or forsign equntry) ) 12. CITIZEN QF WHAT
done during most of working life. sven if retired) DUSTRY COUNTRY?
I v FAN T —_— BooKE g4 D .Misseur, v
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF MUSBAND OR WIFE
WaLTer Gersk | Mivvie WImER

I5. WAS DECEASED EVER IN U.5. ARMED FORCES?
(Yw.no.orunknown) | (I yes, xive war or dates of service}

—

16. SOCIAL SECURITY
NO.

7. INFORMANT'S SIGNATURE OR NAME

WALIER, GELSK)  BRoecKFicr s e

ADDRESS

. Eater only onecouse per

18. CAUSE OF DEATH
1. DISEASE OR CONDITION

Iine for (s), (b}, and (&) DIRECTLY LEADING TO DEATH" ()

ANTECEDENT CAUSES

Morbid eonditions, if any, gizing DUE TO (b)
rize ¢o the above couse (a} stating
the underlying cause last. - - - Lot

DUE TO (c)

*This does not mean
the mode of dying, such
os heart fallure, asthenia,
ete. It means the dis-

MEDICAL CERTIFICATION
—

CrmneaZic Beacl, ~

INTERVAL BETWEEN

ONSET AND DEATH
ﬁf ié; ,

caze, infury, or complica-
tios which coused death. | 1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death dut nol
related Lo the disease or condition cousing death.

/625

.19a. -DATE QF OPERA- | 13b. MAJOR FINDINGS OF .OPERATION .oon g o ' - i |20 AUTOPSY?
TION
—_— m——, yes L1 wo (X
21a. ACCIDENT (Specity} 21b. PLACE OF INJURY (eg.. inorebogs | 21c. (CITY. TOWN, OR TOWNSHIPY (COUNTY) (STATE)
suU hooe, Iarm, tagtory, strest, office bldg..ene.) ________.-" i O R A T S S ot
HOMICIDE ~—— ' - .
21d. TIME (Month) (Day) (Year) (Hoer) 2le. INJURY QCCURRED | 21f. HOW DID INJURY OCCUR?
WHILEAT[—] NOTWHILE - .
INJURY “~———— m. WORK AT WORK - TN [ - . .
22. ] hereby certify that I.attended the deceased from JUNE pr 195 lo sTuNE A2 1955, that [ last saw the deceased

alive on

22, 19 557 and that death occurred al A-e0p m., from the causessand on the date staled above.

(Degree or title)

2, oo

232, SIGNATURE

(DB

23b. ADDRESS

2. DATE SIGNED

1% 1e2” rseai 6-*3-54"

242, BURIAL, CREMA- | 24b. BATE

T b | Sywe 23 1958

24c. NAME OF CEMETERY OR CREMATORY /
ST. M cHREL

243. LOCATION (ORty, town, of comaty) Gtate)
BRookF1ELD, Mo \

DATE REC'D BY

LOCAL | REGISTRAR'S SIGNATURE AR % FUNERAL DIRECTOR' 5 51GMATURL AUDRESS '
o-2A7-55 5@4@ Z_{ 2;4% Eég WrieHr Fovenpr H;L/n_f BRooxriecd Mo
(Licensed *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 embalmed by me, or by e amre

Studeant Embalmer No,

working under my personal supervision. 'MWM

.-.-—.-__-——_

StUdONt cuinsecciieensesscnsnncitisitranens Signed N ‘/‘)
Student Embalmer

Licensed Embalmer No

P. O. Address

Note: “The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING, (Failure to comply
the above constitutes grounds for revocation of license.)

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




