DEPARTMENT OF PUBLIC HEALTH AND WELFARE

MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
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DATE AMENDED

Registration District No.

}

Fs

=62-013970

STATE FILE NUMBER

301967
1. PLACE OF DEATH *

=~ a. COUNTY Adair

2. USUAL RESIDENCE (Where deceased lived.
_a. STATE Mi Ssourf COUNTY Lewi g

If institution: Residence before

admission)

b. CITY (If outside corporate limits, give TOWNSHIP enly)

own Kirksville

Length of stay in 1b

18 days

¢, CITY
OR
TOWN

Canton

Inside Limits

Yes (X No O

c. FULL NAME OF (1f NOT in hospital, glve loca!lon)

HOSPITA|

mﬂmmmKlrkSV1lle Osteopaghlc

Inside Limits

Yesf] No[J

d, STREET
ADDRESS

701 Henderson Ave.

Reside on Farm

Yes [J No ?_

{If outside, give location)

= N I N ]

oy

USE BLACK INK

OR
TYPEWRITER RIBBON

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

INSTEAD OF

DOCUMENT

SHOULD READ

ITEM NO.

BY AFFIDAVIT CF

3. NAME OF DECEASED
(Type or prin3)

First

Daigy

Middle

Ray

Gross

Last

4. DAIE
OF
DEATH

Month Day Yaar

5. SEX

‘Female White

6. COLOR OR RACE

7. Married [0 Never Married [J
Widowed3(] Divorced (O

9

DATE OF BIRTH

-4-1890

9. AGE (last birthday)

IF uno?ﬁ'ﬁ}

Months Days

IF UNDER 24 HR
Hours Min.

7L

10a. USUAL OCCUPATION

Give kind of work done

. ﬁicr;hmél!enmf,i?ieng life, aven if ratired)

10b. KIND OF BUSINESS OR INDUSTRY

Ketired

1.

BIRTHPLACE {City and

Lewis Count

by Mo,

12, CITIZEN OF WHAT CO

USA

state ar country} UNTRY

13a. F.?THER’S NAME

Edward D.Vaughn

-13b. MOTHER'S MAIDEN NAME

14 NAME OF HUSBAND OR WIFE

Cora May Jobe

Edward L, Gross

15. WAS DECEASED EVER IN U.S. ARMED FORCES?

{Yes, Nbur unkaawn) | (If yes, give war or dates of rervi

16. SOCIAL SECURITY NO.
P

B

17,

INFORMANT
Mrs, Hazel

Address

Jobe,Canton, Mo,

PART 1.
IMMEDIATE

|

Conditians, if sny,
which gave rite to
above cauze (a),
stating the under-
lying cause [ast.

18. CAUSE OF DEATH (Entar only one cauie per line
DEATH WAS CAUSED BY:

CAUSE (a)

DUE TO (b}

oweto @ Arteriosclerctic Heart Disease - Decom-

Medullary Depression

INTERVAL BETWEEN

ONSET X le\

8 il

Circuilatory Fallure

4L1ﬂﬂ“

FART 1.

Poss.

19. WAS AUTOPSY
PERFORMED?

0. Accligsm
YES[] NO(X

SUICIDE
O

HOMICIDE
u]

ba
OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminalt
diseaze condition given in PART | {a} Obs truc tive Jaundice due t1

Carcinoma Heed of Pancraas

RT 1T, ecaased was female was

there a pregnancy in last 90 days.
' O Yes O No | O Unknown
"i"ﬁm‘wﬂlu’ﬁéﬁ 11 of itern 18.)

Q

Heomr
a.m.
p.m.

20c. TIME OF
INJURY

MEDICAL CERTIFICATION

Fanth, Day,

Year

20d. INJURY OCCURRED
WHILE AT WORK []
NOT WHILE AT WORK [

20a. PLACE OF INJURY [e.g., in or ahout home,
farm, faciory, street, office bldg., etc.)

204, CITY, TOWN, OR LOCATION

COUNTY STATE

21.

Death occurred ot

1 attended the deceased fmm___%_niJ_E_,_lg.s
7:15 P.M,

2_ April 24, LOGRuwulTe 11 24, 1962 -

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

22n. SIGNATURE

M% : E fz“ ar title}

22b. ADDRESS

800 W, Jefferson, Kirksvill

TR

23b. DATE

LApT.27,1962

3a. BU M35»’&!&1!«\#«1u‘m

Removal-Bar

Forest Grove

23c. NAME OF CEMETERY OR CREMATORY

23d. LOCATION (City, town, or county)

Canton,Lewis County,Mo.

{State}

25, DATE RECD. BY LOCAL REG.

&7 /96 2

26. REGISTRAR'S SIGNATU

arie .

(Licensad Embalmer'V Statement

on Reverse Side)

v/
T




~ working under my- personal supervision.

*. . STATEMENT BY LICENSED EMBALMER

or qu_eb_\} certify ‘that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by - v

Stydenf Embalmer No._______

»

Student.

Signed

Signature of Student Embalmer

Licensed Embalmer No.

- ‘ . P.O. Address

* -

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply

. .. with_the dbove, 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.




