SSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ~-61-~017238

ATMENT OF PUBLIC HEALTH AND WELFARE b
. Registration District No. __-./ %’_-____.Prlmary Registration District No.aﬁé____-ﬂegurrnr ‘s No. QP &t ____

STATE FILE NU,

MBER

AMENDED I _ Z
Kl B
';EQEW&MHU 1961 7. USUAL RESIDENCE (Where deceased lived.

if institetior: Residence before
a. COUNTY &, STATE b. COUNTY admission)
a Howell . Mo. Howell '
% b. CITY (If outside <ol iy b - Length of stay in 1b c. COI‘:( Inside Limits
o 4
T 2 Y
= OWN | 12 Hrs._ TOWN WIllQI SE:J ngs nia nE No [T
e c. FULL NAME OF (If NOT in hnsplul give | Inside Limits d. STREET cutsida, give” location) Reside on Farm
& A vogpren || AR Yo O N
. L]
< St.. Francis Hosp. ks & 129 _1st .St =0 Ny
. (l_:AME OF DE)CEASED First Middle Last 4, Dé\":I'E Month Day Year
ype or print] B
GERTRUDE JANE GASTIAN. DEATH May 24, 1961
5. SEX . |8 coLor or RACE 7. Marriad [0 Never Married [ [8. DATE OF 8IRTH 9. AGE (last birthday) | IF UNDER 1 YEAR l: UNDER 24 HR
. Widi d Di d mihs & ours Min.
Female White idowed C¥ veed O 1 3/5/74 87 )
10a. 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
dyring meplof waorking life, fvcn if retired)
ousewl Tennessee U.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
James Fair Elizaheth Day LB,
15. WAS DECEASED EVER IN U.5, ARMED FORCES? 16. SOCIAL SECURITY NO. T7. INFORMANT Address
(Yes, nog, or unknown)l {If yes, give wear or dates of service)
Na No Rev WmV--GastianyHerculan
= 19. CAUSE OF DEATH (Enter only onas cause per line for (a), (5}, ana'(c} EEN
E PART |, DEATH Wa$ CAUSED BY: . . / ONSET AND DEATH
e g IMMEDIATE CAUSE (a) ' 10 _+iAaq
o 8 : [
S a Canditions, if any,]  DUE TO (b} L an c »
] ; which gave rise to
|2 above csuse (o),
V= stating the under-
: jying cause (ast. DUE TO (<}
. z PART Il. OTHER SIGNIFICANT CONDITIONS CONIRIBUTING TC DEATH but not related to the terminal PART IIl. If deceased was female was
,9.. disease condition given in PART | (a} there a pregnancy in last 90 days.
| § r|:| Yes I O No | O Unknown
! = | 7o WAS AUTOPSY | 20a. ACCIDENT _SUICIDE _ HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART I or PART Il of item 18
= PERFORMED? a a ]
v YESO wmoO
- .
' & | 20c. TIME OF  Houl  Month, Day, Year
a INJURY a.m.
%‘ P, )
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farm, factory, street, office bldg., efc.}
‘ NOT WHILE AT WORK [J / i
fa
1S 21, 1| snended the decessed from 7//'7 (&0 16—57&2#61—%:! tost aw P alive on— 5./2 ) /8
(3
[a] Death occurred &, /"‘/}5 7 - q 0 p m on the date stated above, and to the best of my kmwlndgn, from the causes stated.
—d ) £
8 5 22a. SIGNATURE P ree c( ti 22b, ADDRESS 22c. DATE SIGNED
I — T g /44@\ .
3 £ dmos L. CoPfee Willo 5,[;6?[61_
< | 32 BURIAL, CREMATION, | 23b. DATE za(N(ME OF CEMETERY OR CREMATORY Erare
o o REMOVAL (Specify)
z & Burial 5 /27 /A] City 1l
-3 < 24. FUNERAL DIRECTOR =TT~ ADDRESS J 25. DATE RECD. BY LOCAL REG.
|| ]k 3] bl
= . - Ly
= ®] Burns, Willow Springs . Mo, !"’

{Licensed Embalmer's Statement on Reverse Side)




L]
Y

STATEMENTY 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 nf Embalmer No.___
working under my personal supervision. W :(
Student Signed Thomas R, Burns

Signature of Student Embalmer

Licensed Embalmer No. 4211&

P.O. Address____ Willow Sprin

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to compl
with the above constitutes grounds for reveocation of license).
. Ifiembalmed by a STUDENT, he also shall sign in his OWN handwriting. |

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

4




