MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH. :633000352'

DEFPARTMENT OF PUBLIC HEALTH AND W FA —
=-riYas 1000 5 STATE'FILE NUMBER

DO NOT WRITE AMENDED Regisiration District No. _______*" "™ _____ Primary Registration Diatrlct No. ... =X 220 __ Registrar's No. - __!; 9 ¥ )

ON THIS STUB :
S RHBRRJAN T 1863 [ USUAT RESIDENCE (Where decesssd fived. W institution: Revidence befors

VS 300 4. COUNTY Buchanan - .8 'STATE Mo 'b. COUNTY RBychanan  edmision)
Rev. 4/59

b. CITY {If outside corporate limits, give TOWNSHIP only) Length of stay in b c. CITY Inside Limits
or  St. Joseph
157119
2 "
LI E

wwn  8t. Joseph 80yrs TowN Yo O No

c, FULL. NAME OF (If NOT in hospital, give locati inside Limi d. i i
FULLNAME O P [ ion) nside Limits SIBE:EEI;’S (If outside, give location) Reside an Farm

stiution 1801 Parkview Ye[] NoRT 1801 Parkview Y O No[OX

3. NAME OF DECEASED - First Middle Last 4. DATE Month D Year

. ay
Mecrpam) — Anna Elizabeth Gasper oo Jane 1, 1963
5. SEX 6. COLOR OR RACE 7. Marrisd [1__MNever Married [] |8. DATE OF BIRTH | 9- AGE (lest birthday) | IF UNDER 1 YEAR | IF UNDER 24 HR

Female White widowed 0K Divoed 0 | JUne “14,[1879' 83 |Mer™ [ Oor [Wewn T Hin.

108, USUAL OCCUPATION (Give kind of work done | 105, KIND OF BUSINESS OR INDUSTRY[ 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
ring rnon f working life, even if retired) -
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME T4. NAME OF HUSBAND OR WIFE
Abner Martin Sarah Hanson deceased
15. WAS DECEASED EVER IN U.S, ARMED FORCES? T6. SOCIAL SECURITY NO. ]17. INFORMANT

(Yes, no, ﬁaﬂknown) I (If yas, give war or dates of Richar d Gas per St Josep h' Mo

18. CAUSE OF DEATH (Enter only one cause per | INTERVAL BETWEEN

PART |. DEATH WAS CAUSED. BY . . ONSET AND DEATH
IMMEDIATE CAUSE (o) _&zﬂe?ﬂ@.m Morisulos -

Conditions, If nnv,] DUE TO (&) M / M Dm

DATE AMENDED

|l &) w
[q-s

[
4
1]
=
2
O
Q
fa]

which gave rise to

sbove cause (a),

stating the under-

lying causa last DUE TO (¢}

PART Il: OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal .PART 1il. f decsaud was  female was
disease condition given in PART | (a) . there a pregnancy in last 90 days.

I O Yes [ [KNo ! [} Unknown

19. WAS AUTOPS‘;’ 20a. AC'ZCBEM SUICDIDE HOMEI’CIDE 20h. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in-PART.I or PART li of item 18.)

PERFORMED?
YE5 (] NO

20c: TIME OF Hour Month, Day, ‘Ylam_'.
INJURY a.m. e

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

p.m. ’ -" o ow .
20d. INJURY QCCURRED 208. PLACE OF INJUR\' (ﬂ a., In or about home,. [ 20, CITY, TOWN, OR LOCATION COUNTY STATE

- WHILE AT WORK O] farm, factoty, street, office bidg., etc.)
NOT WHILE AT WORK []

21§ ded ﬂ!u-"A d ' from I ?z 0 ]=L63__and last saw ::.:l alive On_m_
Death occurred at Q F 00 M- m on the date stated sbove, and to the best of my knowledge, from the causes stated.
22a. SIGNATURE [Degree jor title) : 22b. ADDRESS 22¢, DATE SIGNED
rnr Mﬁi@ S St dpmstd ocq /-H3.
23a. BURIAL, CREMATION, | 23b. D:4T-E/63 23c. NAME OF CEMETERY OR CREMATORY v 24d. LOCATION (City, town, or.aounty) (State)

: REMOVAL (Specify) Mt, Amburn Cemetery St. Joseph 3

ADDR 25, DATE RECD. BY LOCAL REG. |26. REGISTRAR'S SIGN.A%E_ . -
}?. Josaph, 41 Vo, Z 7743 %M&%

{ticeriied Embalmer's’ {uhmml on Reverse Side}

USE BLACK INK
OR
TYPEWRITER RIBBON
[ £ éﬂjﬂfﬁ{“ M@‘AL CERTIFICATION

SHOULD READ

BY AFFIDAVIT OF

ITEM NQ.




STATEMENT. BY LICENSED EMBALMER

| hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed- by me,

, Student Embalmer No.
working under my-personal supervision.

Student

Signature of Student Embalmer

Nofe: The above MUST BE, SIGNED BY THE LICENSED EMBALMER. in his OWN HANDWRITI
with the above constitutes grounds for revocation of license). -

JIf embalmed: by.a STUDENT, he also shall sign in“his:OWN handwriting.

If this body is, not ernbalmed fact should be so s'rated above.

1 - -




