N THE DIVISION OF HEALTH OF MISSOURI 58_009108

elfare F“_ED APR 8 1958 STANDARD CERTIFICATEQOFDEATHR — STATE FILE NUMBER .
ice Registration District No. 7 Primary Reglsfranon District No.__ égg_ﬁg ______ Reglstmr sMNo. ... &} Q_ _______
1. PLACE QF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f institution: Residence before
o COUNTY  GALLAWAY o STATE Mjiggouri b COUNTY Randolﬁ[“""??h
b. CIC;rRY {If outside corperate limits, give TOWNSHIP only} Inside Limits c. chY 0 ? fs Inside Limits
, TOWN FULTON Yes [ No[] Town  Moberly 7] Yo Ne[]
c. FgL‘;. NAMEOOF {If NOT in hospital, give location} | Length of stay in 1b d. STREET (If outside, give location) Reside on Farm
Hi | ADDR
INSTITUTIONS tater Hospital 4 3 mos. 2] dals, PPRES 1115 Fisk Avenue Yes £ Nel]
3. NTAHE OF DECEASED First Middie Lost 4. DATE Month Day Year
{Type or print’ OF
y ) JOHN MILES TAIT oearw April 1 1958
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH @, AGE {In ysars YF UNDER 1| YEAR| IF UNDER 24 HRS.
MARRIED[SENEVER MARRIED[] {In ¥ -
Male 0 White wIDOWED[ ] | pIvORCED[_] 8-12-1883 ‘T pirinden) Honths ] o e "
10a. USUAL OCCUPATION (Give kind of work dona | 10b. KIND QOF BUSINESS OR 11. BIRTHPLACE (City and stote or country) 12. CITIZEN OF WHAT COUNTRY?
during most of wrl(lng life, wven if retired) RY
Cond Pagsenger | TrELH Pennsylvania U,S.4A,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF H_UQBAND WIFE
Robert Tait Jean Gimmel Mrs. J. M, Tait
15. WAS DECEASED EVER IN U. §. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
(Yas, no, or unknqwn)‘ {If yos, give wor or datas of service)
Inknown Unknown | OState Hospital #1; Fnlton, M4
18. CAUSE OF DEATH (Enter only one cause per line for (), (b), and (c}.) . INTERVAL BETWEEN

PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (o ___Bronchopneumonia, bilateral

Conditions, if any,
which gave rise 1o }

pue oy _ Cardiac Decompensation

above couss (a),

USE ONLY BLACK INK OR RiBBON TYPEWRITE IF POSSIBLE

i he der-
z bying cavae leat. DUE TO () Y34 of
- = PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dissase condition given in PART I {a} 19. geapggggg;(
= £l Brain, encephalomalacia, right basal ganglion YES[3 NO[J
x E| 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 ar PART 11 of item 18.)
E § 4 0O O
3 8| 20c. TIMEOF Hour Month, Doy, Yeer
2 3 INJURY  aum.
k' £ p.m.
& 204. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
l E WHILE ATD NOT WHILE 0O farm, foctory, strest, office bldg., etc.) )
5 WORK AT WORK
g RORREHOeRIEAT L 12-9-1957 . L-1-1958  meiopmononX
E H _ Death occurred at 12 ]{5 A0, . m on the date stated above; and to the best of my k ledpe, from the stated.
& zzwas (Degres or 1y 0 72b. ADDRESS 22¢. DATE SIGNED
o
Z \/M/Q M.OJ/\./ -~ | State Hospital No, 1; Fulton, o 4=1-58

L, A K & N ] Srtany SRl g

Z3a. BURIAL, CREMATION, | 235 DATE TEHYO CR
—REMOV AL (Seyeify) z_ ,
% alt /\’
[

N
| X
N

(L d Embalmer’s S on Reverse Sida)

4. FUNERAL DIRECTOR ADDRESS ”/ 28, DATE RECD. BY LQAL REG. | 25, REGISTRAR Tunef_ad
. g 3 ' g 0 /Uavu_/
1 EAAA - G¥ e ' als ,u.’ o ¥ :/




Bk ~

STATEMENT BY LICENSED EMBALMER

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

B LT 30 OO erervemeeneeneeran , Student Embalmer No. .......c........... |

working under my personal supervision.

U Llassens..

Student .o e e e e Signed ..
Signature of Student Embalmer

-- - - ~ - Licensed Embalmer’“/
* ' PrO. Address M..}
~'= . Noté& The above-MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).

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.




