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WRITE PLAINLY—USING UNFADING BLACK INK—MAXE A PERMANENT RECORD

e

FILED JUL 25 1g55

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

state it wol2 L LB

! BIRTH NO. REG. DIST. NO. _iz__ rruaany res. o1st. wo. __ 3000 pooinari Non 702 .
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deconsed lived. I{ institation: residence befors
a. COUNTY "Buchanan ~a.5TATE M{gsourd -- -~ b.COUNTY Buchanapi«ision:.
aLL
b. %EY (11 outeide corpurste limits, write RURAL and give c. ALYENGTH oF c. ng d. I R welthin Mty of
abip) in . corporated town?
towe  St. Joseph g T G—srr £y town St, Joseph o il ”
d. FH!.JS- N_#\ME OF (If not ia bospital or institution, give strect address of locatlon) A%rg]%% (If rural, give location)
INSHTUTION General Osteopathic Hespital 2822 Angelique Street
3. NAME OF B. (First) b. {(Middle) c. (Last) 4. DATE (Month) (Day)
DECEASED - PoF 7 (Yean)
{ Type or Pring) ADOLPHUS G GOUDIE DEATH July 10 1955
5, SEX 6, COLOR OR RACE | 7. ‘I\JiARRIED. EF\‘{,SRCNE‘SRRIED‘ 8. DATE OF BIRTH 9, l::GE ":t:.;" a’l;' u:.n :Dru:  UKDIR 4 W2s,
. s (Bpeciiy) J : oo ayy | Hourw | Mia.
Male White ”W%ﬁo - 1 June 17, 1870 g?_w“ . , ,
1a. USUAL OCCUPATION {CGheklnd of work | 10b. KIND OF BUSINSS(T)R IN- | 11. BIRTHPLACE : : - 2.
donas during most of volkin(lllu.o:enni! retrr::i) : DUSTR (City and Stats or Porsign Country! ! CI";{IZF{:'OFWHAT
. Salegman Grocery Taylor County Towa
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME J4. NAME OF HUSBAND'OR WIFE
John Sherman Gondie Fmaline Rawli &Mﬂ
15, WAS DECEASED EVER 1N U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME ADDRESS

(Yes, no, or usknown) | (If yeu, mive war or dates of sorvice) 0,

No 491-244-9825 Vern W. Snider st. Joseph, Mo.
18, CAUSE OF DEATH * . MEDICAL _CERTIFICATION INTERVAL BETWEEN
 Enteronly onecauseper | 1. DISEASE OR CONDITION |- ca T, ONSET AN TH
line for (a}, (b), and (c) DIRECTLY LEADING TO DEATH® (5) {& .

*This does nol mean ANTECEDENT CAUSES
the mode of dying, such | Aforbid conditions, if any, giving DUE TO (B)
as heard fallure, asthenia, | Tis¢ to the above cause (a) stating -
elc. It means the dis- the underlying cnuae laat . " ,
caze, injury, or compli DUE TO ()
tion which coused death. | 1. OTHER SIGNIFICANT CONDITIONS
Conditions contrituting to the death tud nof 4%/ .
| _related to the dizease or condition cauring death.
19a. DATE OF OPERA- | 191. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION
. ves [ wo [

21a. ACCIDENT (Bpecliz} 21b. PLACE OF INJURY (ss..inorabout | 21c. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE boms, farm, fastory. street. office bldg.e14.)

HOMICIDE .
21d, TIME (Month} (Day) (Year) (Houz} 21e. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?

WHILE AT NOT WHILE
INJURY WORK AT WORK

2. ] hereby certify that I atlepded the deceased from Z:'_Lo_j_ 19___ to 2™~ [ =

Y
Iéj x that I last saw the deceased

alive on Z=/O —5-.’, i9 and that death occurred at _8.-.@.. m., from the causes and on the date slated above.

Z3a. SIGNATUR {Degree ar title) | 23b, ADDRESS - - Iac DATE SIGNED
e %@/W L |7~yzm38n

%Afc'in g ER M; g&fﬁma.‘-’m. DATE 24c. NAME OF CBWMETERY OR CREMATORY . LOCATION (Oity, town, or county) (State)

. { ) .
Burial "1 July 13,1955 | Memorial Park Cemetery St. Jo seph Missouri
DATE REC'D BY LOCAL | REGISFRAR'S SIGNATURE & UNERAL o?(cwn s 516K ADDRE 83
July 15, 1955 %«@u /[Z&&uﬁ:« St., Joseph, Moo

(l icensed Embalmer’s Statement on ReVerse Side)
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STATEMENT BY LICENSED EMBALMER

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

working under my personal supervision..

Student ....oorni i riirrirse stz anaraaaas Signed. @&AM . Z m .....

Snpum-o of Student Embalmer
Licensed Embalmer No. ¥4

oA P. O. Address (ﬁ)&@vr

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

If embalmed by a STUDENT, he also shall sign in his OWN handwrttmg.

T4 this body ia not embalmed, fact should be so stated above.



