THE DIVISION OF HEALTH OF MISSOURI

59008257

salth,
W;Il-fuu STANDARD CER'“FICAT! OF DEATH STATE EILE NUMBER
ualic
ervice I HLED APR 1 4 19531:0!1-:"1' District No. ! Primory Registrgtion District No. ec@ Registrar's N°‘-——-/—-{-3-s:-.- ------
B
1. PLACE OF DEATH h‘ 2. USUAL RESIDENCE (Where deceased lived. nunnn Resnﬁance before
hoo a. COUNTY A,qa a. STATE Mo b. COUNTn a ““5;9")
[-57 b. CITY (If outside corporate limits, give TOWNSHIP enly) Inside Limits . CBTRY 06! 3 Inside Limits
g TOWN Kirksville Yext ] Mo [J Town  Kirksville “ Yesig] No [
! c. FgLII; NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET (If outside, give location) Reside on Farm
HOSPITAL OR ADDRESS
INSTITUTION XK. 0. H 1001 W. Gardner St Yes[] Ne [k
B
3. NAME OF DECEASED First Middla Last 4. DATE Month Day Yeaor
{Type or print) . . 0P » L]
Willard A, Gardine peardipril 7, 1959
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (In FUNDER 1 YEAR| IF UNDER 24 HRS.
H /] w‘- :;:;:E% N;:LER MARRIEDB Feb. 17 s 1876 (h“):;:"’; Manths | Days Hours l Min,
DIVORCED
10a. USUAL OCCUPATLION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and sfate or country} 12. CITIZEN OF WHAT COUNTRY?
RIS v v e | Tf@Bsiness | Schuyller County, Mos ¢ | U. S. A

13a. FATHER'S NAME

Abraham Gardine

13b. MOTHER®S MAIDEN NAME
Josephine Coons

. NAME OF HUSBAND OR WIFE

Rboda Craig

15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 1. SOCIAL SECURITY NO.

17. INFORMANT Address
Elliscon Gardine, Kirksville, Mo,

(Yes, fn‘r uﬂknqwn)l {If yas, give war or dotes of service)

related.

O

OR RIBBON TYPEWRITE IF POSSIBLE

)

'3«_6 BJLACK INK

SE

(=]

;/F'm | must be cav
U

All disnases

‘Sow

| T/ 75

Queen City Cemstery

18. CAUSE OF DEATH (Enter only one cause per ling for (a), (b}, and {c).} INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (a)
Conditiens, if any, DUE TO (b)
which gove riss to
above couse {a}, }
storing the under-
z lying couse last. DUE TO (c)
= PART Il. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated 1o the 1erminal disease condition given in PART | {a) 19. WAS AUTOPSY
< PEREORMED?
£ A Dpe / yesE] NO[J
=1 0. ACCIDENT SUICIDE HOMICIBE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
5 o o O
S| 20c. TIMEOF Hour Month, Doy, Year
3 NJURY  am.
X p.m.
20d. INJURY OCCURRED 20a. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factery, street, office bldg., etc.)
WORK AT WORK
21. I attended tho doceosed bom __ =2 == . 3§57, w0 WP T andlost saTETSlive on K - ?
Death oc%utrod ot m on the dofe stated gfove; and to the best of my knewledé, from couses 3.
RE {Degree or mla) A 22h. ADDRESS ATE SIGNED
L( & F|Kirksville, Mo. 5 12
23a. BURIAL, CREM 23¢c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Ciry, tawn, or county)

(State) /

Queen City, Ho.

Avo

“Wrm-ksnne, lo.

¥

28, DATE RECD. 8Y LOCAL REG.

. REGISTRAR'S SIGNATURE

7- /957

(Licensad Embalmer’s Statement on Raverse Side)

Jorin 2 Gallsf




: ' ‘
STATEMENT BY LICENSED EMBALMER

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

., Student Embalmer No. ..........c.eeuee

BY M, O BY iiiiriiirierciiis st s

working under my personal supervision.

~ 0y

AN ~ : 3

P. O.VAddtess.. 4

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). o

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.




