THE DIVISION OF HEALTH OF MISSOURI

58-028237

Health, -~ .

:W;Ilf'ur; STANDARD CERTIFICAYE OF DEATH STATE FILE NUMBER
fc e .
] Servmc IF“ Fn S EP 4 19589|snunen District No. .3 ? Prlmary Rogulruuon District No. ...__é( a_.‘;é ?_-___..,. Regufmr s No. .__-__3 3 ,,,,,,,,,
- =
. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence bdlore
. 300 o. COUNTY Boone o STATE Mg, b CONBoone  dmisef) |
1-57 b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CII:)TRY o1 &€ Inside Limits
rom__Centralia Yesgel to [ romCentralia s Yex{] No [
c. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET {If outside, give location) Reside on Farm
hentiotampbell House app 1 yr ADDRESS ] 17 S,Hickman Yes (] NoK]
B
3 NAME OF DECEASED First Middle Last 4. DATE Month Doy Year
{Type or print) . OF
Benjamin Franklin Gorman peaTH August 31 1958
5. SEX 6. COLOR OR RACE| 7. MARRIED] JnEVER MARRIED[] 8. DATE OF BIRTH 9. AI(',E (|:'z;:,; FUNhD‘EQ ‘I"t;EAR lzol.::DER 2:‘:.RS.
Male White woovengf} 3 oiverceo[ 10t , 17, 1880 T f0 | T4 |
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR a 12. CITIZEN OF WHAT COUNTRY?
INDUSTRY

11. BIRTHPLACE {City and state or cauntry)
Eoone County, Mo,

durF‘g most ef Inh - {{tohro IJSA

i3a. FATHER'S NAME

13b. MOTHER"S MAIDEN NAME

14. NAME OF HUSBAND OR WIFE

21. | attended the deceased from % ’? #7
Death occurred ot __ 3 & TG i T

. Io%‘ﬂ%nd last 3aw :“ alive on Q‘f—W-?g /9_“2_
m dn the date stoted above; and to the best of my knowledge, from the couses stated.

H
e Ed Gorman Susan Fago Edna Turner(deceased)
=]
a 3 | 15 WAS DECEASED EVER IN U, §, ARMED FORCES? 16 SOCIAL SECURITY NO.f 17. INFORMANT Address
& [ (Yo, no, or unknawn)| {1l yes, give war or dates of service) -
= 2 o None A,M,Gorman Centxyalia, Mo,
Q. 18. CAUSE OF DEATH (Enter only one cause per line for (a), (b}, and {c).} INTERYAL BETWEEN
u PART I. DEATH WAS CAUSED BY ONSET AND DEAT
s lmmwmﬂmﬂddghEQagZEQZ:%%ﬂééiﬁéﬁgﬁZQZZ;___;__4&u4¢£2£L_
g _
g Cenditions, if any, DUE TO (b} -
S which gave risa 1o
- above cause {e}, } IR
z ing the under-
] B lying covse lagr. ) DUE TO (e _—— 177X
5 2fF PART Il. GTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated 10 the 1arminal disesss condition given in PART | (a) 19. WAS AUTOPSY
2 6 PERFORMED?
L YES[ ] NOSE D
- ﬁz'f 21 0. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of itam 18.}
= = w
gl 0 o O |-
3 j é 20c. TIME OF Hour Month, Day, Year
2 o 2 IMJURY a.m.
‘.J'. 3 ‘X p-m.
E 5 20d. INJURY OCCURRED 2e. PLACE OF INJURY (e.g., inor chouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
P WHILE ATD NOT WHILE D farm, factary, street, office bldg., etc.)
s 9 WORK AT WORK
.5
-
H
o
H
I
=

22a. SIGNATURE {Degree or title) 22b. ADDRESS . 22c. PATE SIGNED
gﬁ%ﬁké%Qé%ﬁZuuac, - P v bzl oo Flte— i/, 725
23a. BURIAL, CREMATION, | 23b. DATE 23:. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {State)
REMQVA (Specify) . L]
Bu Sept,2, 1958 Centralia Centralia, Mo,

25. DATE RECD, BY LOCAL REG,

- pg.epf 1- 195¢

26. REGISTRAR'S SIGNATURE

Q(}
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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, OF BY . iiiiiiiiiiireiriee e eies s tsreereerar e nevsae b e s s , Student Embalmer No. ............ccee.

working under my personal supervision.

SLUAEME  reerrrerierrriairrraresrraninassirerssnsssnranmarssans Signed
Signature of Student Embalmer

L776...

Licensed Embalmer Ng.
P. O. Address..m.. Taat N

Note: 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). 3 - fo .

If embalmed'by a STUDENT, he also shall sign in his OWN handwriting. - * -k

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




