THE DIVISION OF HEALTH OF MISSOURI
i STANDARD CERTIFICATE-OF DEATH 29-018096

el fare
:::e ;'LE“ MAY 2 q 1g59%gisrru:ioq Distrier No. .m.......,,,.______,__/__SQ___P[imury Registration District No. _ {5—7 25::*1';59':“":55 :ouyja?‘
T;LACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. | ins tuho Resndence fore
o o. counTY  Jackson o STATE Missouri o COunTy ks nsf
b7 b, CITY (If outside cerporate limits, give TOWNSHIP only) | Inside Limits e CITY Insidt Limits
R Prairie Yes [ No [X 1ome Kansas City (Fairmolmrhty Na (%
<. Egls-}l;rPAA{:‘%R?F {If NOT in bospital, give location) | Length of stey in 1b 20 od. i'[l')%%EE'IS'S (f outside, give location) Reside on qu..
4] INSTITUTION Ja.Co.Hospital 9days Q 10105 E.10th Yes (] No (A

3. HTAME OF DECEASED First Middle Lost 4. DATE Manth Doy Year
[Type or print) OF
FRANK THAGA GUSTAFSON oean May 17,1959
5. SEX 6. COLOR OR RACE 7'MARR|ED§NEVER wmargieo] 8. DATE OF BIRTH g. AGE' Ll-"rﬁ.:m; I::J:JF‘D’ER[I;::AR uzﬁuosa z:‘_HRs
19 ir a n rs n.
Male & White 4 wooweo[] oivoreeo[ | AuG « 26 , 1882 77 g l
100. USUAL OCCUPATION {Give kind of work done | 105. KIND OF BUSINESS OR 11. BIRTHPLACGE (City and atats or country) 12. CITIZEN OF WHAT COUNTRY?
duri 1 0§ werkin, n it d |NDIU
T REVTER Y MoV PPt ladd Tément Co. | Malmo, Sweden ¢| USA
130, FATHER’S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Gustav Yohanson Caroline - Marte
wr
2 | 1S ¥AS DECEASED EVER IN U. 5. ARWED FORCES? 16 SOCIAL SECURITY NC.| 17. INFORMANT Address
G | (o o o] sen gy smes tsoien | 1 90~09-1586 Marie Gustafson 10105 E. 10th
o
& 18. CAUSE OF DEATH {Enter only one cause per binegpr (a), (b), and (c}.} INTERVAL BETWEEN
w PART I. DEATH WAS CAUSED BY: N ONSET AND DEATH
w IMMEDIATE CAUSE (a)
o
=
o Conditions, if any, DUE TO (k)
> which gave rize to
[t obove couse {a),
z stating the wndar- }
2 z tying cause last. DUE TO (<)
o §= PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TGO DEATH but not reloted to the 1esminal diseose condition given in PART 1 {a} 19. WAS AUTOPSY 2,
4 B PERFORME
Y I S 200 YES| | NO
L 5Z‘ 21 20a. ACCIDENT SUICIDE HOMICIDE 2% DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1| or PART Il of item 1B.)
= w
o & o o o :
<R3] <. TIMEOF Hour Month, Day, Yeor
= INJURY a.m,
; Z X p.m.
% 20d. INJURY OCCURRED 2e. PLACE OF INJURY {e.g., in or abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
w WHILE ATD NOT WHILE D farm, factory, street, office bldg., etc.)
] WORK AT WORK
21. | attended the deceased from f—'/ o HJ‘% _5—-/7- d last !uw:lm alive on _5_"" S 75 P
1 ) o ’_,P m an the du!e ated above; and to the best of my krowledge, from the couses siated.
E (Degree or title T fo] ADD ATE SIGNED
i e
; '}f/‘/ l 5 /
" 23¢. NAME OF CEMETERY OR CREMATORY 234. LOCATION (City, town, or county) T '

: ' iy 19,1959 Mound Grove Indep,Mo.

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 26. RE ATURE ‘
OTT & MITCHELL INDEP.MO. S —/P-SZ W )




STATEMENT BY LICENSED EMBALMER

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

DY M, OF DY ittt et e s ra e b es aaasrneratransanren .» Student Embalmer No. ...... Cerrnrreeens

Licensed Embalmer No-\B?F2 -"

P. O. Address @V\P%%

working under my personal supervision.

Student ..o e aee Signed
Signature of Student Embalmer

*

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




