RI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -5{)—(}{}62'7’9 ’
FILED VQQMABH Divhhe Jaﬁﬁ ______ Vi j_f f___ primary Registrtion Disrit No. 4.2 B2 pugivvar's NG ‘“"“‘842 STATE FILE NUMBER

NDED
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera deceased !lived. M institution: Residence before
& COUNTY J&(‘KSON a. STAT&‘IISSOURI b. COUNTY CA:SS admission}
b. CITY {If cutside corporate limits, give TOWNSHIP only) Length of stay in 1b . C‘ng inside Limits
TOWN TOWN Y N
KANSAS CITY DAYS PLTASANT HILL il Sl
c. FULL NAME OF (1f NOT in hospital, give location) T Inside Limits d. STREET (If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS
INSITUTION A HOSPITAL vergg Mol 119 South Jeffsrson Ya D g
3 #AME OF DECEASED First Middte Last 4. D.OAFTE Month Day Year
ype or print
Privt CHARL®S W GASTON ofatw FRBURARY 11 1960
5 SEX 6. COLOR OR RACE 7. Married X1 Mever Married (] |8. DATE OF BIRTH | % AGE (last birthdey) | IF UNDER | YEAR IF UNDER 24 HR
MAIE ‘HHII'E Widowed [ Divorced [J 7_16_92 67 Months | Days Hours Min.
T0a. USUAL OCCUPATION (Give kind of work done | 10b, KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY
dugin t of working lifs, aven if retired} \
Janitor U.S. Post Office | St Clair, Mo. 4.5.4A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
{ ton MartheMC CASLIN Halen Gaston
15. WAS DECEASED EVER IN U.S5. ARMED FORCES? 4, SOCIAL SECURITY NO. INF Addres;
(Yes, no, or unknown) [ {If yes, give war or dates of service) ‘i{r men Gaston, Ple asan£ Hlll, MO - .
{PES _]17=18 to_3=6=1% LO8=10=3A02 Offici
= 8. CAUSE OF DEATH (Enter only one cause per lin& for (a), (B, and {c). INTERVAL BETWEEN
E PART [. DEATH WAS CAUSED BY: QNSET AND DEATH
g IMMEDIATE CAUSE (o} _OTganizing pneumonia
[
Q
Q Conditions, if any, DUE TO (b)
which gave rise to
sbove csuse (&),
stating the under-
lying causa last. DUE TO (c)
g PART Il. OTHER SIGNIFICANT C‘ONDIT10NS CONTRIBUTING TO DEATH but not related to the terminal PART ill. If deceasad was female was
= disease condition given in PART | {a} ar’thriti. there a pregnancy in last 90 days.
<
. ' Yi N
g Gerebral cortical atraphy due to arteriosclerosis Rheumatoid [ |0 ves | N | O uoknown
E 9. \;\é.:?oAU %I;S‘I‘ 20a. ACCBENT . SLJI'%DE’ d HOMD|CIDE 20b. DESCRIBE HOW INJURY CCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
Sl ves QBJNEO m]
— -
& | "20c. TIME OF  Houl  Month, Day, Year
a INJURY a.m.
g . p.m. - . )
20d. INJURY OCCURRED 20e. PLACE QOF INJURY {e.g., in or about home, 1 20f. CiTY, TOWN, OR LOCATICN COUNTY STATE
WHILE AT WORK [] farm, factory, street, office bldg., etc.)
NOT WHILE AT WORK (J
21. Fhhanded the decessed trom__ 1229=59 o 2= 180 LA AL
Death ozcurred at 32 15 A m on the date stated above, and to the best of my knowledge, from the causes stated.
5 22a. SIGNATURE Mr tige} 22b. ADDRESS 22¢. DATE SIGNED
< ALBERT L. CHASSON, / _M.D. VA HOSPITAL, KANSAS QITY, MO, Z?J-'éo
< URIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d."LOCATION {City, town, of tounty) (State)
a EMOVAL (Spegify) .
T _a._”.-go _— ﬂc,qﬁﬂz HF%F RM(}
< . FUNERAL DIRECTOR - ADDRESS 25. DATE RECD. BY LOCAL REG. [ 26. REGISTRAR'S SIG AJURE
b . ’ -
b 7 2 2. o T AL )’MQM

{Licensdd Embalmer’s Statement on Reverse Side}




8 éfiv-; |
STATEMENT BY LICENSED EMBALMER v ‘
1
4

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

-
[ VR 4

Student Embglmer No.

Lt Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hIS OWN HANDWRITING. (Failure to co
- - ‘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. S N |
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