THE DIVISICN OF HEALTH OF MISSOURI

09-01829%7

ealth,
w.,'.”"' STANDARD CERTIFICAT[ OF DEATH (( 7y STATE FILE NUMBER
wblic
ervice !-'"_Eu MAY 2 0 1959_egisrmlioq District No. --_-_1_22 _____________ Primary Registration District NO'({ —;’_ Registrar's No.____ o [ __
1. PLACE OF DEATH 2. USUAL RESIDEMCE (Where deceased lived. [f institution: Rnldnnce hefore
30 . COUNTY Lafavette o. STATE Missouri b. COUNTY Laf av ad mt I’;Oﬂ /
pe] 1
~57 b. CITY (M outsida corporate limits, give TOWNSHIP only) Ingide Limits c. CITY Inside Linfts
TON Dover ves (Mo L3 [*5%0 1 9h Higginsville YesT No[3;
c. FULL NAME OF (If fNOT in hospuui, give location) | Length of stay in 1b d. STREET R (I outside, give location) Reside on Farm
HOSPITAL O L . ol AboRES® mi. N % Yos X N
/ instiruTion3 mi. N . W.Higeinsville 1ifRg esf] No[]
3. NTAME OF PECEASED First Middle Last 4. DATE Month Day Y aar
(Type or prini) Josehh George Gosoroski, Jr. | &7 APril 15 1959
5. SEX 6 COLOR OR RACE} 7. MARRIED[ ] NEVER MARR!ED@ 8. DATE OF BIRTH 9. AGE ({In years JFUNDER 1 YEAR] IF UNDER 24 HRS.
Inal < o Vlrhl t e 4 WIDOWEDD DIVORCED[:] M a}r 2 8’ 19 26 lasr birthday) [ Months | Days Hours I Min.

vy All diseases in Port | must be cousally related.

L3

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

106. USUAL OCCUPATION (Give kind of work done
durmg most of worlung life, aven if retired

lifetime invali

INDUSTRY
none

10b. KIND OF BUSINESS OR

11. BIRTHPLACE {City and state or cauntry) 4]

H gzinsville, Mo.

usA

12. CITIZEN OF WHAT COUNTRY?

13a. FATHER'S NAME

Joe Gosoroski

13b. MOTHER'S MAIDEN NAME

Wiyrtle Looney

none

14. NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
{Y#x no, or unknown)| {If yes, give wer or dotes of cervice)

16. SOCIAL SECURITY NO.
none

17. INFORMANT

Joe Gosoroski, Higginsville, llo.

Address

MEDICAL CERTIFICATION

18. CAUSE OF DEATH (Enter only one cause per line for (a), (b}, and {c}.}

PART I.

IMMEDIATE CAUSE (a)

Conditions, if ony,

above couse {a),
stating the under-
lying cowse last.

which gave rlss to }

DEATH WAS CAUSED BY: . . q
acute congestive heart failure

DUE TO (b)

DUE TO {¢)

INTERVAL BETWEEN |
ONSET AND DEATH .L

12 hours

bronchial pneumonia

48 hours

19. WAS AUTOPSY

PART H, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TG DEAYH but not ralated to the tarminal disedase conditisn given in PART | {a) 2,
PERFORMED?
~fg) X vEs[] NO[X
2a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter noture of injury in PART | or PART Il of item 18.}
O O |
20c. TIME OF Hour Month, Doy, Year
INJURY  a.m.
P,
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor oboutheme,} 20f. CITY, TOWN, OR LOCATION COUNTY S5TATE
WHILE ATD NOT WHILE O farm, factory, street, office bldg., etc.)
WORK AT WORK
21. 1 attended the deceased from A—l 5 - 59 . to ‘!l-- l 5 - AQnd last saw lh“r alive an ‘&’_ —L 5 -4

Death occurred at

m on the date stated above; end to the best of my knowledge, from the causes stated.

ATHRE (Degrea or title) o 22b. ADDRESS 22c. PATE SIGNED
71 o 4_1,1 D Higginsville, Mo. 4i-21-59
Z3a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOC.ATION !Ci'y, tn\'m., or gounty} - {5tate)
PIETE™ | 4-17-59 St.dary's Catholic Higginsville, io.

24. FUNERAL DIRECTOR

Viegers-Riekhof,Higginsville

ADDRESS

mn

25. DATE RECD. BY LOCAL REG,

e lb. 57

yeclsf AR'sﬁnunE
5 .

(Licensed Embalmer's Slclmnan Reversa Side)




STATEMENT BY LICENSED EMBALMER

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

BY ME, OF DY 1iiiriiiiierictiiiei it s s , Student Embalmer No. ..........cc..oct

working under my personal supervision.

gy
Y (370 =] 1 | TPV Slgnedm&/ g Wy

Signature of Student Embalmer

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 liceqsq).

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.



