THE TIVISION OF HEALTH OF MISSOURI

e STANDARD CERTIFICATE OF DEATH 5& 9@2%; ““““““ :

Public
bervice

mgislraﬁon District No. O o Primary Reglsh-cmon DIS"ICf N° ........ gnft_]_ _______ Reglﬂmt s ND ___________________
L ™ 3

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Res‘;don - bfforg
adm
20 o COUNTY Macon a STATE Migaourl > ©NMacon jlon
~57 b. C:)TRY (if outside corporate limits, give TOWNSHIP only) Inside Limits c. ng cott Inside Limits
TOWN Ma'con Yes (X No [] TOWN .At lanta L ¢ Yes[R Ne[]
€. zgéé_l;lAtd%OF {If NOT in hospital, give location) | Length of stay in 1b d. SERERET {If outside, give location) Reside on Farm
Al R ABD
INSTITUTION Samaritan Hosry 2 days EsS none Yes [] No K]
3. NAME OF DECEASED First Middle Last 4. DATE Menth Y ear
(Typo orprins) JOHN WILLIAM GATES oS, Jan 29, 1959
5. SEX 6. COLOR OR RACE| 7. marrIen(X] "rEVER marrIED ] 8. DATE OF BIRTH 9. AGE (In years JEUNDER 1 YEAR| IF UNDER 24 HRS.
g i " in.
M’lle [ “fhite WIDOWEDD DIVURCEDD Apr‘ 11 3 ’ 1864 gslmvhdny) Months | Days Hours. ] Min
100, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (Ciry and state or country) 12. CITIZEN OF WHAT COUNTRY?
during most #'wnrkin lifw, aven if retired) INDUSTRY
armey no (City Unknown) 111} U.S.A.
13a. FATHER"S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
John Gates Lucinda Miller Amy Gates
W
2 [| 15 WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
3 2 (Yo o urnknawn)| (If yas, give wor or detes of sarvice) no K. C., Nichols Excello , Mo,
o
o. 18. CAUSE OF DEATH (Enter only one couse per line for (a), (b), ond (c}.) INTERVAL BETWEEN
u PART I. DEATH WAS CAUSED BY . . ONSET AND DEATH
w IMMEDIATE CAUSE (u)M &WW,MW—E« risecantoants
z / §]
z ; -~ &ﬁ%
w Condisians, if any, v DUE TO (b) h—
: w:olch gove riu( 1,9 }
above causs (a), - -
5 foting the undar- > WW sz a&-ﬁz
g % l.yiuﬂc gceu.uwl‘n::. DUE TO (c) W v C) 3 9/
. DEF PART il. OTHER SIGNIFICART CONDITIONS TRIBUTING TO DEATH but not raloted to the rerminal disease condition given in PART | (o) 19. WAS AUTOPS
E i B - . PERFORME
< 8k - — 4 331 YES[J NO [ 5.
; % =1 20a. ACCIDE SUICIDE HOMI SCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART H of item 18.)
= ZQRu
L2 ~ QB¢ i [l O
-] P
v <H3{ M. TIMEOF Hour Month, Day, Year
2 o 2 INJURY o,
H i E p.m.
E % 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor chouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
T w WHILE ATD NOT WHILE O farm, factery, street, office bldg., etc.)
s 3 WORK AT WORK ” n
F Lol -—
E 21. | attended the deceased from 8/ to and last sow {h"' alive on ;'? J e 6‘.?
% Death occuired at H P s mon date stoted above; and to the best of my knowledge, frt&}w causes sfu!ei
[ gGNATURE (Degreo or jitle) ? 22b. ADDRESS 22: l;’ATE GNED
2 P WW
23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION ({City, town, or county)

e

ﬁ“‘“i“ i+ | Feb, 1, Bethel Cem, Macon, Gounty, Mo,
- . ERAL DIRECTOR ADDRESS 25. DATE RECD, BY LOCAL REG. EGISTRAR'S SIGNATURE
) ‘ 7214 ésx/ . /D, {}30157 ﬁ&u

{Licenssd Embolmer's Statement on Reverse Side} J




'2“}'—':5"9""::'?""'" Pol!j gagc

TYILLY

STATEMENT BY LICENSED EMBALMER

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

BY ME, OF DY it it e e s e e e e sa s e et i bsara e v aaans , Student Embalmer No. .........ccc.ee0ee.

working under my personal supervision.

Student oo e e e s Signed ..... m Jm

Signature of Student Embaimer

P. O. Address & /1%

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).

1f embalmed by a STUDENT, he also shall %ign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.




