JRI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 59-—024203

riccd VS AUG 17 195%42 1000 834 STATE FILE NUMBER
NDED Ragistration District No, ___ 2 _— = ___ . __..___Primary Registration District No. Registrar's No.
1. PLACE OF DEATH 2. USUAL RESIDENCE [Whera deceasad lived. |If institution: Residence- befare
a. COUNTY Buchanan a. STAT gourd b county fhvieass l/dmiuion)
b. CITY (If cutside corporate limits, give TOWNSHIP only) Length of stay in 1b ¢, CITY Anside Limits
TgsVN Tg&lN Y N
Sz, gonep}L 4 Mo, 17da. Gallatin e 0 N
c. ;%épﬁﬂ%gF&f NOT in Roypital, give | n#) nside Limits dj;%EEETSSJ ({If cutside, give location) Reside on Farm
noon XXate fiog vet‘é No [J Rurnal o
3. (!:AME OF DECEASED First Middle Last 4, DOAJE Month Day Year
ype or print . . .
print) Szephen William Ginden vean  August 72 7959
LV
5. SEX 6. CPLOR OR RACE 7. Marrled [] Never Married {§ [8. DATE OF BIRTH | 9- AGE (last birthday) [ IF UNhDER 1 YEAR IF UNDER 24 HR
Widowed [] Divorced [] Months | Days Hours | Min.
Male Whiée Pec.7,7933 25
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (Ciry and stete or country) | 12. CITIZEN OF WHAT COUNTRY
ring most of working life, even if retired) . .
Korie none St Doaeph, AOUAL WA
i3a. F%ER'S NAME 13b. MOTHER’S MAIDEN NAME 4 ! 4 14. NAME OF HUSBAND OR WIFE
nald Goodchild none
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. INFORMANT Address
{Yes, po, or unknown) | (If yes, give war or dates of servite)
A5 | None f\’onala’ Ginden, Gallatin, Mo.
18. CAVSE OFPDEAI'H {Enter anly ane cause pe\i(' lina for (s}, {b), and (c). INTERVAL BETWEEN

ART |I. DEATH WAS CAUSED BY: . . ONSEJ AND DEATH
IMMEDIATE CAUSE (a) én'cezaﬁm S epiic J CZZW
Conditions, if any, DUE TO (b) fL/G/J Been. a!e[l.l/.u-onﬂzé M iﬂnpeﬂﬂ;&ue 7&&[&{ 78, 795?

which gave rise 10
above causs (a),

e ] ouerow Wao adnitted 4o State fospital 3/25/1959

PART IlI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the tarminal PART 11, f deceassed was female was
disease condition given in PART | (a) there a pregnancy in last 90 days,

l O Yes [ O No | 3 Unknown
19, WAS AUTOPSY 208. ACCBENT SUI%DE HOM&CIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |l of item 18.)

DOCUMENT

PERFORMED
YES [} NO
L 20c. TIME OF  Houl  Maonth, Day, Year |
| INJURY  am.
p.mL
20d. INJURY OCCURRED 20e. PLACE OF INJURY (a.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
“WHILE AT WORK [] farm, factory, street, office bldg., etc.)

NOT WHILE AT WORK ]

W NN O RY Y R T .74 I~ Y- 4 /4

C £. Z ass/ iz ﬂ;bﬁt CERTIFICATION

Death occurred at 7' m ‘Q m on the date stated above, and to the best 3 my knowladge, from the causes stated.
DegreA or titla 77b. ADDRESS Y. 7] 22c. DATE SIGNED
2 TV S e |
8/12/%
23a. BURIAL CREMAIION 23b DATE "1 T3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State)

REMOVAL (Sppcify}

24, Fu?:zr DIRECTOR /fug, 72 ;?m?zh e ‘ fp 2f i&?ﬁeco BY LOCAL Recbnjjio%gg'sm.qn‘ss:smwne
(Lark Funenal Home Si. Joseph, ﬂb.é’ﬂ /.3 /?5'9' 7% CMM

{Licensed Embalmer’s Sm%em on Revcrm Side}

BY AFFIDAVIT OF




STATEMENT BY LICENSED EMBALMER

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

- or by Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fatlure to cor
with the abdve constitutes grounds for revocation of license). ,

If embalmed by a STUDENT, he also shall sign in his OWN handwrlhng S : N

If this body is not embalmed, fact should be so stated above.




