ISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

RTMENT OF PUBLIC HEALTH AND WELFARE

AMENDED

DATE AMENDED

INSTEAD OF

SHOULD READ

* DOCUMENT

ITEM NO,

BY AFFIDAVIT OF

R

1. PLACE,

istration District No. -_‘..h-.ﬂ'::. _______ _Primary Registration District No.

523

_g___llegimof': No.

-61~-016786

STATE FILE NUMBER

DEATH

2. USUAL RESIDENCE (Where deceased lived.

If institution: Residence before

a. COUNTY C e d ar a. STATE M P b. COUNTY 1) a de admission)
b. CITY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits
OR ORr .
TOWN 5 Tns f‘_ TOWN A rcola Yos [1 No [#
€. ;%épﬁﬂﬁogF {If NOT in hospital, give location) Inside Limits d:&%ﬁ'ss / {I¥ cutside, give location) Reside on Farm
INSTITUTION ] 30y, MD“}e_CeJA.— CQ /,';,z(e-i:l No @& /‘/ m, W. a-f Apca Ia Yos (B No [
a. (l_:AME OF DECEASED First Middie Last 4. Dé\gE Manth Day Year
ype or print) . l
Micheal QOwen Gleason | oiw JTume 5, /96/
5. SEX 6. COLOR OR RACE 7. Married [ Never Married [ |6. DATE OF BIRTH | ¥ AGE {last birthday} | IF UNDER 1| YEAR | IF UNDER 24 HR

Male

h.te

Widowed [J

Divorced 1

June |, 1945

Months Days

/6

Hours Min.

10a, USUAL OCCUPATION
during rposj of warking lije, aven if retired}
Staden

Give kind of waork done

10b. KIND OF BUSINESS OR INDUSTRY

H 1'4 4

Schoo/

17, BIRTHPLACE {

Greeni.e/d, Mo.

ity and state or country)

U S A

12. CITIZEN OF WHAT COUNTRY

13a. FATHER'S NAME

135. MOTHER'S MAIDEN NAME

l( NAME OF HUSBAND OR WIFE

Samuel T, Gleassn | Ol dpal Jwens :

15. WAS DECEASED EVER IN US ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address

(Yes, no,,ootgknown)l(lf yes, give ﬁ‘q;‘dactes of service) NO " e S&Mu e , J" G Ie A S d h : A rc a Jé ‘ Ma.
N 7

MEDICAL CERTIFICATION

PART 1.

DEATH WAS CAUSED BY:

IMMEDIATE CAUSE ()

Conditions, if any,
which gave rise to
ahove cause (a),
stating the under-
lying couse last,

DUE TO (b}

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

INTERVAL BETWEEN
ONSET AND DEATH

DUE 10 ()

OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal

PART 1L

if  decoased was
ers a pregnancy in last 90 days.

femala  was

' O Yes ] {3 No l 3 Unknown

20d. WNJURY OCCURRED
WHILE AT WORK (O
NOT WHILE AT woax "

PART . Csesss condition iven in PART 1 {s)
9. !!2?6}‘,’,&%‘?* 20a, Acc%ey sw%ne HOMI:I|CIDE
YES) NO ] :
20c, TIME OF Hour Month, Day, Yesr
INJURY ;rmn 6 .‘f'-

-

20b. DESCRIBE HOW INJURY OCCU| {Enter nature of

njury in PART | or PART |) of item 18.)

2t. | attended the d

Death occurred at.

d from.

20e. PLACE OF INJURY [e.g., in or about home,
f factory, street, office bldg.., )

20f. CITY, TOWN, OR LOCATION

and lest saw :f,:‘ alive on

215

pl
4

STATE

m on the date stated above, and to the best of my knowledge, from the cavses stated.

yrid

{Dagree or title)

AME OF CEMETERY OR CREMA

GreenCaelJ Gem

22b. ADDRESS

[22< DATE SIGNED

# ADDRESS

ZQFUNERAL DIRECTOR z g

T

25. DATE RECD. BY LOCAL REG.

Juxe ¥

1961

4 Ermbat:

‘s St

on Reverse Side)

26, REGISTRAE S 5 GNATUEE’ !
'




STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No._
working under my personal supervision. . /) E] : ;? 2:
Student Signed \

Signature of Stydent Embalmer

Licensed Emba@
. P. O. Address, 2k %
Noie: The .above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. élure 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.




