THE DIVISION OF HEALTH OF MI30UR|

1. Haalth, FILED DEC 23 19157 STANDARD CERTIFICATE OF DEATH - 43819

STATE FILE NUMBER
» & Waelfare 7 3 L

- Ptimary Registration District No. {2.2 q/ ............ Reagistrar’s No. jéﬁ

S. Public Registration District Ne. ..
ith Service
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceasad lived. If institution: Ru:dqn;. Ib'florg)
a. STATE . . b. COUNTY admission
_ o CONTY  (Chay Missouri Clay
-$. 300 /] B CITY (1 sutside corporate limits, give TOWNSHIP only) | Inside Limits e CITY ﬂ_.nsid, Limire
v. 1-56 OR . oR . .
2 Town Liberty Twp. Yes Mok Town Bxcalsior Springs Zpu o0 NeD
e. Egls_Fl'_l_lltlAAti%gF {lf NOT inhospital, givelocation)]Length of sigy in 1b 4. STREET (1F cutside, give location) Reside on Farm
3 § insTituTion 1.0.0.F. Home e 9%3 aporess 301 E. Excelsior YesO Nok
- 3 3. NAME OF First Middle i Last - |4 DATE Afonth Day Year
&0 OECEASED oF ] 5 -
l 2 {Type or prinf) '"ILLI AM G. GANT peATH  Dec. 2, 1957
o 2 5. sExX 6. COLOR OR RACE 7. 8. DATE OF BIRTH 9. AGE (fn years | IF UNDER ) YEAR |IF UNDER 24 HRS.
23 17 marrgo [f) NEVER MaRRIED ] 11-9-1333 iu!,?x’j;!hday) Monte ] Bave | Fiome | Min
< T o Male White wipowed [J prvorcep ] ~4 774 i
e * : “{10a. USUAL OCCUPATION (Gire kind of wwoik done |10b. KIND OF BUSINESS OR INDUSTRY | 1. BIRTHPLACE (City and atate or country) £1112. CITIZEN OF WHAT COUNTRY
o~ E_g w during most of working life, even if retired)
E 2. 3 netired Miner Loz1 Mining - jHay County, Mo. USA- .-
¢ £8 @ 13. FATHER'S NAME T4. MOTHER'S MAIDEN NAME
» & v
w
e & John Cant Katherine ?
S Z 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.|I7. INFORMANT - A d
. 2 L—L {¥ea. no. or unknown) | (IS pes. give war or dates of service) 301 hiN ..JY’J‘:’.. a J..OT
o Eg‘ et No - — - — Yes . [Ink Nottia Oant  Excelsior Springs, Mo.
ES o 1B. CAUSE OF DEATH |Enter only one couse per line for (a), (b)), end (£).) . INTERVAL BETWEEN
Sov x PART |, DEATH W ONSET AND DEATH
z £8 2 | 7
5 ¢ ¢ o oSt ¥
r "~ E > d
e 25 o
5 —_—
£+, Z Conditions, if any, -
28 O which gare risg to | °°F 10 © 7 £
vs g abooe cause (8), L} ﬂ
6= = stating the under- .
ES > lying cause lest, } DUE TO (¢}
c o Q PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ) () T9. WAS AUTOPSY |
- '8 Q = , PERFORMED? .
52 x 3 / g X ves[J no 3"
E T - E 20a. ACCIDENT SUICIDE HOMICIDE | 204. DESCRIBE HOW INJURY OCCURRED. (Enler nature of injury in Part I or Part 11 of item 18.)
.5 e ] o 0 :
> u
=« 1=
- €5 ﬁ 3 20c. TIME OF Hour  Month, Dey, Year
'g INJURY a, m, -
285 > a p.m.
a2 4 frr)
-3 5 X | 204, INJURY OCCURRED e. PLACE OF INJURY (e, ¢., in or about Aome, | 20f. CITY, TOWN. OR LOCATION COUNTY STATE
2e WHILE AT NOT WHILE farm, factory, street, office bidg., etc.)
E é @ WORK AT WORK L~
o
= - 2l. I attended the deceased from M%@o and last saw h’lﬂf alive °"W4¢—
.6‘ “'5 Death occurred at |'/ fo” m: on the date stated above; and to the best of my knowledge, from the causas atated.
g ) 2a, SIGNATURE Degree or title) / [226. ADDRES! . - ) 22:/: E SIGNED
L £ R iy A
£ " St le, e
e 23g. BURIAL. CREMATION. | 235, DATE 23¢. NAME OF CEMETERY OR CREMATORY N\ | 234. LOCATION (?{ry, town, or county) ‘State)
%o REMOVAL { Specify) : .
a5 Removal 12-2-57 Groxn Hil Excelsior Sopig-

24. FuneraL oirecTor  PrICHAT0 FURDAES 1HOIN2, IC. |25 DATE RECO. BY LOCAL AEG. Z%STRAR‘

Fxcelsior Springs. Missouri [/A~/2 '“Q? A )53
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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 ...l e et s et a e eaaanesenssnnaiare i ns

working under my personal supervision..

Student . ... ... iieiiirieiaaeaaaaa
Signature of Student Enbalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Fi
.to comply with the above constitutes grounds for revocation of license), |
- If embalmed by a STUDENT, he also shall sign in his OWN handwnting.
If this body is not embalmed, fact should be so stated above.




