THE DIVISION OF HEALTH OF MISSOURI| 59""008603

ealth, -
Walfare STANDARD CERT|HCATE OF DEATH STATE FILE NUMBER -
bli d
:nn:. I F"_EU MAR 3 ]_ 195grmion_ District Ne. “L 7 Primary Reglsrruhon Dastru:t ND 30‘0 g e Regu!rur s No ________ f_é: _______
1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived, If institution: Resjdn_nc_e,l{);fnre
- - aami
CONTY  Cgllaway o STATE M3 ssouri  » ©““TYBoone ™™§#*"
CIOTY {It outside corporate limits, give TOWNSHIP only} Inside Limits c CBI'Y oleo Inside Limits
R R . 4
TOWN Fulton Yes [y Mo [ ow Centpalia ¢ YesJ Mol
A I c. FgLL NAlJ_ﬂ%gF {If NOT in hospital, give location) | Length of stay in 1b d. STREET ([} outside, give location} Reside on Farm
HOSPITA . 4 ADDRESS .
wsTiTuTionSt.. Hospital No.1l 7 days Yes £ Mo []
3. :’JTAME OF DE;:EASED First Middle Last 4, DS;E Month Day Year
vpa or print . .
Nellie Gulick peati March 23, 1959
5. SEX 6. COLOR OR RACE| 7. B. PATE OF BIRTH F UNDER 1 YEAR| IF UNDE HRS.
MARRIED[ JNEVER MARRIED[ ] 9. AGE (In years DER | E R 14 HR
] Female [White wooweo )] & oworceo[J|Feb. 4, 1894 § &> bivhden) [Hemte | Der [
19a. USUAL OCCUPATION {Give kind of wark dens | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
Haur'.n most of wogking life, sven if retired) HARE™R . .
OUSEwiie Illinois { U.S.A.

130 FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
_|_Absolom Oldham Florence Freeman Hinton Gulick(deceasged)
=1 B 15. WAS DECEASED EVER IN U, S, ARMED FORCES? . (G 17. INFORMANT Add
@ {Yesn, no, or unkngwn)| (If yas, give war or dotes of service) &%‘“w%& . ress N .
2 nknowmn State Hospital No, 1, Fulton, Missout
a 18. CAUSE QF DEATH {Enter only one causa per line for {a), (b}, ond {¢).) INTERVAL BETWEEN
= PART |. DEATH WAS CAUSED BY: CV . ONSET AND DEATH
w IMMEDIATE CAUSE (o} A Cerebral Thrombosis
:

g ot o ) DUETO O

; abave c:uu- ;c}.

stating the undar:

8 z l;u:g Ucol-lu laat. DUE TO (¢} 3 32" ,X
5 2 E PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diseass condition given in PART I (o) 19. WAS AUTOPSY
LI P Chronic Brain Syndrome with Cerebral Arteriosclerosis et NG
d -
- % 2| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
= = w
a xfv O (| O
8 Y4
¢ SHC| 20c. TIMEOF Hour Month, Day, Year
£ ajs INJURY  a.m.
§ : X p.m.
E 5 204. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,} 20f. CITY, TOWN, OR LOCATION COUNTY STATE
e w WHILE ATD NOT WHILE D farm, factory, strees, office bldg., etc.)
g g WORK AT WORK
£ 2. ?Q..§$ﬁ§§c.ﬂ.9ﬁp- 36{16/1959 o 3/23/1959  ARXEXDEXKXXXXXXXXAXXAXKXXX
5 Death occw at A el m a’ the date stated above; and te the best of my knowledge, from the couses stated.
é 22a. SIGNATQRE N -\ 22 aoDRESS 27c. DATE SIGNED
= Erw1n Leonhardt M.D. O [State Hospital No. 1 B/23/59

23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 234. LOCATION (City, town, or county) {Stote)
REMDY Al {Specify}
Burpal "~ |March 25,'59 Centralia Centralia, Mo.

'
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4 {Ulcensed Embalmer’s Statement on Reverse Side)
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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

, Student Embalmer No. .......oceoeninee

DY M@, OF DY ittt it s b e r e et e et e r s

working under my personal supervision.

R RTs L3 1} A SN Signed
Signature of Student Embalmer

_Lic_ense;‘l Embalmer Noyfﬂ Ve

P. O. Addres

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). :

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.




