THE DIVISION OF HEALTH OF MISSQURI

h, £0 APR 14 1959 STANDARD CERTIFICATE OF DEATH 5Té%:935}949
alfare H

blic Registration District No.. 3 aﬂ‘{—.... Primary Registration Distriet Nn,......@.3.5..,”...,......... Registrar's Mo, ...... [F T S
reice £
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decensed lived. If institution: Rasidence plfore
e COUNTY Saline County a. STATE I‘fissouri b. COUNTY Gentw adpfssion)
‘05% ;\ b. Cé"I;Y {If outside corporate limits, give TOWNSHIP only){ tnside Limits c. Cé'};‘f o 3¢ s In:ide Limits
TOWN Marshall tOWnShip Yesll MO TOWN Albany Yes NeoX
€. flgls_l!’_l'?:tq%l?il(” N§£;%°ESP"GL:}BI'8¢C;T°"°“) Length of stay in 1b d. STREET (If eutside, give locotion) Reside on Form
INSTITUTION “313%ahall {ssdnrd 8 vrs ADDRESs Houte 2 Yes I MNoD
3 ::cmll or ‘f'lnt Middle Lot 4. DATE Month Day Year
ASED . o OF .
(Type or print) Freddie Gene Gabriel ot April 6, 1959
5. SEX 6. COLOR OR RACE 7. ver magaieo [C11A&- OATE OF BIRTH 9. AGE (I years { IF UNDER | YEAR JIF UNDER 24 HRS.
! e LOR married [ neve giA Yaxt birinday) T T Domr T Boa i
Male White wiooweo [ ovorcen ] Jan .2)4, 19LL 15 yrs.
10a. USUAL OCCUPATION (Ulu kind ojwork done 100, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (City and atate or country} 12. CITIZEN OF WHAT COUNTRYT
w during mest of workiag life, ecen if retired} o
a ) None Gentry County, ilo. U.5.4A,
i t3. FATHER'S NAME 14. MOTHER'S MAIDEN NAME
v
o Lavelle Gabriel Florence Dator
w 15, WAS DECEASED EVER IN U, S, ARMED FORCES? 16. SOCIAL SECURITY NO.[17. INFORMANT Address
— {¥Yer. no, or unknown} {If we, oite war or dates of service) «
w No None Records of !Mo.State School,llarshall, lo.
o 18, CAUSE OF DEATH [Enfer only one cause per line for {a), (b}, and (0).] INTERVAL BETWEEN
* PART |. DEATH WAS CAUSED BY: . ONSET AND DEATH
o IMMEDIATE CAUSE (o) _Chronic pulmonary .tuberculosis 18 months
B
[
z Conditions, if eny,
o which gave r{a fo DUE TO {b)
aQ atbmie c:uu dﬂ .
= stating the under- )
o = lying cause lost. DUE TO (c)
o o PART 11, QTHER SIGKIFICAKT CONDITIONS CONTRIBUTING TO DEATH BUT KOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART [{n1) 19, WAS AUTOPSY
o E PERFORMED?
£ | Epilepsy:; mental retardation, idiot level o0 22X |vsO wi® 2
; :E 20a. ACCIDENT SUICIDE HOMICIDE { 20b. DESCRIBE HOW INJURY GCCURRED, (Enfer nature of infury in Part Ior Part 11 of item 18}
by] & O O d
< (=]
s i‘ 20¢ TIME OF  Hour  Month, Day, Year
s} INJURY a. m.
: = p. m.
[}
g X | 204. INJURY OCCURRED 20¢. PLACE OF INJURY {e. 2., in or chout home, M. CITY. TOWN, OR LOCATION COUNTY STATE
w WHILE AT B NOT WHILE farm, factory, atreet, office bidg., ete.)
br WORK AT WORK
=2
21, I attended the deceased !rom_mm;_. to _Ap_r_l_é.\_m_and last saw ﬁ_‘ alive on h=5-1959
Death occurred at 6 30 'D a. Ma m on tho date stated above; and to the beat of my knowledge, from the causes stared.
220 SIGNATURL ( Degree or title) o 220 ADDRESS 22¢. DATE SIGNED
/MJ_, /.5 401.(,1'.- D. "0.State School, >arshall, *o.| 4-7-1959
235 BURIAL, cngnn?n 2% DaTE? 23r. NMAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, towrn. or counly) {State)
EMOVAL {Spectfy)
Hemova1" | 4-7-1959 Albany, Hissouri
... ] 24 FUNERAL DIRECTOR ADPRESS A 25. DATE RECOD. BY LOCAL REG, [26. REGISTRAR 5 Slqﬁ £
e
~ |PRoOKS Fuu’gRALﬁmr LB&A’J/ 4-7- 59 M

{Licensad Emboimer’s Statement on Reverse Side)




e ——————— — et ————
e ———————— — —— e

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was en
by I, OF BY .o iiiiiciesiiieeaeaaaeas U , Student Embalmer No........

working under my personal supervision..

Student ... aaiieaaa Signed.. < T < A O A
Signature of Student Embalper

Licensed Embalmer No.<< €

. P. O. Address //ALt"eTL .

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
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.




