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HLED AUG

THE DIVISION ©F HEALTH OF MISSOURI

17 1355

STANDARD CERTIFICATE OF DEATH
REG. DIST. NO. /22 PRIMARY REG. DIST. NO. QO e Rm-mr-m.,,._,.aza'z ....... .

State File No.

~=2b166

' BIRTH KO.
1, PLACE OF DEATH Z. USUAL RESIDENCE (Where decosssd livad. M ﬂulhuﬁon: residence before
. T . STATE b. COUNTY J:nimsfon),
. COUNTY 13 CKSON * ST MISSQURI / :
b. COIE‘I' (1 ouicide corpurate limits, write RURAL agd give i %A'?Ehjs-{:ii ﬂ?F) <. Cg;{ o filResidence within piomits of
tow )] (o 11} ] afcity ap incorporsted town?
WY waNGAS CTTY 1 1afe. lh¥/Town KANSAS CITY e TG
d. FESEPPAME OF (If not in bospital or fnstisution, give stroot sddress or loeation) , ASJSREET ¢II rural. sive location) 9\ 2‘, b
|NsnTUTto&FEI‘ERANS ADMINISTRATION HOSPIT 552223 HARDESTY a ¢
3 I:';‘ECEAS?E‘:) 8. (First) b. (Middle) ¢. {Last) 4. DATE (Month)  (Dsy) (Year)
{ Type or Print) RAYMOND J. GERBEY DEATH AuguBt l 1955
5. SEX © |6 COLOR QR RACE | 7. ‘I\JI.?)F:)RIED g[E\\;’gECMARR[ED t | 8, DATE OF BlRTHLr ﬁ 9. Aesban ran] f ooc ) YO8 || F GG u
{Bpecity) o ays | Hourm | Min,
Male | White “Harried < |september .26, A A [
10a. USUAL OCCUPATION (Giveklndof werk | 10b. KIND OF BUSINESS OR IN: | 10 BIRTHPLACE (00 (0t Seate of Foreiga Coustry) 12. CITIZENOF WHAT
done d most of w Life, aven i retired} [#3 RY,
secretary & Preasurer | Printers Union . |Butler, Missouri V.
13a. FATHER'S NAME 136, MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND'OR WiFE
. Joseph Gerbey Margaret Pyle Florence Gerbey
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL'SECURLT(‘)( 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
{Yes, no, or unknown) | (If yes. rive wap or dates of service) .
Yes W unknown VA Hospital Official Records, K.C. Mo.

_Enter only onecausaper | I-

18, CAUSE OF DEATH
line for (a), (b}, and (c)

*Tkis does not mean
the mode of dying, such
or heart fafture, asthenta,
ete. It means the dis-
ease, Infury, or complica-

MEDICAL CERTIFICATION

DISEASE OR CONDITION
DIRECTLY LEADING TC DEATH® gy

Bronchopneumonia

INTERVAL BETWEEN
mﬁrr ND DEATH
8

ANTECEDENT CAUSES

Cerebral Thrombosis

10 days

Morbid conditions, if any, gising DUE TO (b}
rize o the above cause (a) stating
the underlying couae last.

DUE TO (¢)

tion whch caused death. | |

1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not -
reloted to the disease or condition causing death.

1Y

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION
. . ves (] w3
21a. ACCIDENT (Bpecity) +. 7« ZIQ&ACEOFINJURY (o.x inorabomt | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) {STATE)
SUICIDE N '.' ho: rm. notory, streat. offics hidg.,eta.)
HOMICIDE Ve ke g oA '
.21d. TIME (Monts) (Day) (Year) (Hour) 2le, INJURY OCCURRED 21f. HOW DID INJURY OCCUR?
<. OF - WHILEAT[~] NOT WHILE .
- 1 INJURY 1) 4 = | “woRk AT WORK

...1.?.9.

2. [ hereby certify thatﬁattended the deceased from J.uly__zo__ 1855 , 1o _A,nguat._'l._ 13 .55 IX

"1'.'0':'.‘0'0‘0‘-'0'0‘0'H'Q'.'O' and that deatly occurre

X Y R X X s
m., Jrom the causes and on the dale sialed above.

(IM

23b. ADDRESS

fw 4

VA Hospital, Kansas City, Mo

l 2Z3¢. DATE SIGNED

8/1/55

WRITE PLAINLY—'—,-,&USING TUNFADING BLACK INE—MAKE A PERMANENT RECORD

24a_BUR]AL. CREMA-
ﬁ + REMOVAL (Bpedity)

DATE REC'D BY LOCAL

24b. DATE

TION (City, town, or county)

EGJETRAR'S SIGNATURE

Pln P plol

(Licensed E

(Gtate)




STATEMENT BY LICENSED EMBALMER

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

.......................................................................... tesenmasy Student Embalmer No...........

working under my personal supervision..

Student.....cooviiciiiiiiiiiiisiiirei it
Signeture of Student Embslmer

L:Ecensed Embalmer NM

C . LT P. O. Addreas.../</(. .........

~ - N VY

Note: The above MUST BE SIGNED BY THE l‘ELCENSED EMBALMER\{'n his OWN' HANDWRITQ«G (F
to comply with the above constitutes grounds for revocation of license),

If embalmed by a STUDENT, he alsco shall sign in his OWN handwriting.

T¢ this body is not embalmed, 'fact should be so stated above.




