ealth,
Welfare LED FEB 17 1 STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER
bli .

:,.,;:. H g.g.,.,u..un Disrrict No. //.5—"// d’ Primary Regima:ion District No._-___-_-é’__é_—_%__é_.___ Re‘g_isrrof's Ne..____ Z_GZJ_ _____

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Resldenco b.fou

] i
300 O o. COUNTY Franklin a. STATE MlSSOLlI‘l b. COUNTY Gasconaa on)
-57 b. chY {If outside corporate limits, give TOWNSHIP only) Inside Limits . CETRY Inside Limits
tow_Washington Mo Yerge] de [ tom Stonyhill Mo  537f,Y0 kg
e. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET {if outside, give location} " Reside on Farm

All dil-.;ll-ﬂ-l. i-n.P-ul:‘l I n-u-ur-b-n causally related.

THE DIYISION OF HEALTH OF MISSOUR!

98—-00S025

HOSPITAL O ADDRESS . .
| nsuTotiost . Francis Hosp | 3 Hrs 1/8 Mi East ofS. 114130} NG
3. NAME OF DECEASED First Middla Lost 4, DATE Manth Day Year
{Type or print) oP
OLIVER HERBERT GABLER DEATH 2 13 1958
5 SEX &l & COLOR OR RACE T'MARRIEDDNEVER MAIQEDE 8. DATE OF BIRTH 9. AE.Eu E::J.::;; l:::l?.“l;:yfm l::::m-:n z:MTzs.
e White wooweo[] _owonceo(]| ] ~22.] 928 =] [
108. USUAL OCCUPATION {Give kind of werk done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country} O | 12 ciT1zeN oF wHAT counTrY?
during most of working life, even if retired} INDUSTRY . .
er Trucking Stonyhill, Mo _| USA
130, FATHER'S NAME 13b. MOTHER*S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
L..Michael Gabler Dewia Hill None
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Addross
(Vo oo O ros, sive wr o does ol i) | 495.28-418]L  Mrs. Dewia Gabler,Stonyhill Mo

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Condirians, if any,
which gave rise
above cavse {a),
stating the wnd
lying cowse lost.

IMMEDIATE CAUSE (

DUE TO (b) M
to } y

INTERVAL BETWEEN
ONSET AND DEATH

R OBEATH AT Al By g e o (o) (hpnd
A ‘Jéx Cprcotteris /4 Lpafiesndd
‘-' I 4
g W r

DUE TO {g)

PART {l, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted to the tarminal disease condition given in PART | {a}

19. WAS AUTOPSY
PERFORMED?
YES[] NO

7.4 O

200. ACCIDENT SUICIDE HQOMICIDE

20b,
a

SCRIBE HOW INJURY OCCURRED. (Egfer ncnu

s Pt M I 2

of injury in PART | or P?RT I of nom 18}

2¢. TIME OF ,Hour
INJURY um

MEDICAL CERTIFICATION

Month, Day, Y ear
S7r3 /5%

1]0 -

2d. INJURY DCCURRED
WHILE AT NOT 'N‘HILE
WORK AT WORK

20e. PLACE OF INJURY (e.g., in or cbout home,

f incmry. s uzoz- bidg., etc.)

zm Y, T ﬂpk Loczlon 2 v’ EOUEY : z STATE

21. | ottended the deceased from . / , 1o and Ia:: ﬁuwt im alive on (5-7//61’/9’-:{"
Owath occurred af _ | 10 _Alben Iho date stated sbove; and to the best of my knowledge, “from th- causes stated.
2. SIGNATURE | oe or titlp) 22¢c. PATE SIGHED
7 M\/?/(‘M/%p 2t
la. BURIAL TIO 21b. DATE 23c. NAME OF CEMETERY DR CREMATORY MOCATION {City, town, or county) {State}
REMOY, .cifr
Bur 2-16-1958 | St.James E&R Cem, Stonyhill Mo
26. REGISTRAR'S SIGNATURE *

/;DY LOCAL REG.

7,

AL
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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 embalmed

BY M@, OT DY rvvvvvrirserrieesesiinieiiinsesasieeertnasesssssassenniostiassssnssnnnsnsbrsissnsnnnss ., Student Embalmer No. .......ccocevveene

b . . . =
working under my personal supervision. ,

- - P. 0. Address

) Note The above MUST BE SIGNED BY THE LICENSE EMBALMER in his OWN'"HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of hcense)

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

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




