MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH =3 —'6:"3:021515 ]

DEPARTMENT OF PUBLIC HEALTH AND WELFAR ] 8 1003 28253 sr;ue N
DO NOT WRITE pED Registrag iatri riml.l:y Registration Distyict No. "= 7 ..A._____Regmrar’- No —_— i - UMBER
ON THIS STUB "u‘“" — -

. 1. PLACE OF DEATH . 2 USUAL RESIDENCE (Where decemsad lived. 17 institofion: Residence before
». COUNTY _ ‘ ‘a. STATE.  M{ sgour b, COUNTY . sdmission)
b. CITRY [If outside corporate limits, give TOWNSHIP only) Length of stay in 1b € CITY- * ) Insice Limits
. ) OR : SRR
1own  St. louis, Mo.- ) TowN  Ste Louise. JraX oo

€. FHUD%P?!I‘.AATED?F W NOT in hospitsl, give location) Inside Limits d. STREEY - 11t cutside, give incation). .| Meside on Ferm

mnsimmon  Enroute City Hospital |vel wen ADDRESS 1,008 Botanical |, .  |vyad wedh

3. MAME OF DECEASED First Middle Last , | 4.~ DATE Month . Dly- Year

(Type or prim} Margaret Y. Duisen DEATH Marech 10, 1963 -

VS 300
Rev. 4/59

oA E AMENDED

-

5. SEX 6. COLOR OR RACE 7. Married []  Never Married (] (8. DATE OF BIRTH | ?. AGE {last birthday) | IF UNDER | YEAR IF UNDER 24 HR

Female | White Widowsd 1 Divorced Y [ 3./8 /1901 62 [ Florhs ] Bays [ Houes | i

10a. USUAL OCCUPATION (Give kind of work done | 10b. XIND OF BUSINESS OR INDUSTRY| #). BIRTHPLACE (City and stete or country) | 12, CITIZEN OF WHAT COUNTRY

during afplion lil oven retied) (0 othing Co. Evansville, Indianae U.Seh.

13a. FATHER'S - NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Robert Young Gatzoline (Urﬂcnown) Unknown
15. WAS DECEASED EVER IN U.S. ARMED FORCES? COLSLAL_CESUBITL S0, 17. INFORMANT Addrass MO
{Yes, |N, or unknown) | (If miwe war or dates of s .
Co ] . . Roger lLemaire, 275 Derhake. Florissant,
18. CAUSE OF DEATH (Enter only one cause.per_line for { Y .., INTERVAL BETWE{N
PART |. DEATH WAS CAUSED BY: A | ONSET AND DEATH

IMMEDIATE CAUSE (s}

(]

W

Qo] N W

[ =]

DOCUMENT

Conditions, if any, DUE TQ (b)
which gaverismto | . M
sbove ™ :guw (a).

l’:c::;g cause Iut DUE TQ () : /0 / qéj'

PART Il. OTHER SIGNIHCANT CDNDITIONS CONTRIBUTING 10 DEATH but not reloted 1o the terminal PART 1. if deceased was femsle was
disesse condition given in. PART ! {a} there a pregnancy in last 90 days.

97/,7 ' IDYuI.ENnIDUnknuwn
J19. WAS AUTOPSY |- 20a. ACCIDENT  SUICIPE HDMéCIDE 20b. D) RIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or. PART 11 of item 18.)
e RCCRE ,{

PERFORMED? GS ) g ) -, .

CYES NGO
2oc. TIME OF  Woul_ Meomth, Day, Year |

INJURY 2. -3‘/0-63

+20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.qg., in or esbout home, | 20f. Cl [:OWN OCATION | COUNTY

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD QF

MEDICAL CERTIFICATION

WHILE AT WORK [] [farm, factpyy, street, affice bldg., et}
NOT WHILE AT WOR Ve oo —
_ 21, | attended theﬂ" T - - — o to. Ar:.gy_l_ast zaw :im aliva‘nn“ -
\5" 05 -0 m on the date stated dbove;-and to the best of my knowledge, from the causes stated.

Desth occurred at.

22a. SIGNATURE [Degres or tit] 22b. ADDRESS = . . G - 22c. DATE SIGNED
‘ ,_@DM/ /300 (Wasl oo 13-11-63
) 23d. TOCATION (City, tawe, or county) {Stata)

AL, CREMATION, . 23c. NAME OF CEMETERY OR.CREMATORY

RE = -
Rekglov . (Specify) Dongola, TiMismois.

24. FUNERAL DIRECTOR S 25, DATE RECD. BY LOCAL REG. 25. REGI R'S SUPNATU, .
Gefiale Funora) Home, Poreageville, Mo. VAR 11 1963 Z. ,/1.0.

USE BLACK INK

SHOULD.READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER -

| hereby der;ify that the bod‘\}' \'ths'e name is recorded on the reversé side of this cerfificate was embalimed by me,

or by = - - i - . Siyden!‘imb imer No.

;”orkind under rriy_’.pers'.onai supervision. ' . , -'
Swdem_. - . _ .' _ | Signed._ \ W
. Signature of Student Embalmer. . T . . A A ] ]
Llcensed Embalmer
P. O.-Address %

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING (Failure to- comply
with the above ‘constitutes grounds for revocanon of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng

If this I:vodyr is not embalmed, fact: should be.so-stated above.




