0;) F'EDERAL SECURITY AGENCY MISSOURI DIVISION OF HEALTH ng‘){_‘
y m E[nﬂ-‘ﬁu of Vital Smunues STANDARD CERTIFICATE OF DEATH State File No 2
8
Registration District N el A A, Primary Registration District Noggj Y Registrar's No. . T
1. PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASED: NS
(@ County__._33La Lonis (@) sme Misgourd = ) couay. St,Louis 9
® Cityor town, 0@ f0T80ON Barracks, Mo, ... . /
(If cutaida city or town limits, writs RUI\AL' and name of mhm) (¢) City or town_... _K_j;kwood P
(c)_ Name of hospital or institution: // (If outaida city or town limits, write "RURAL™) Fd
Vaterans Adminis tration Hospitel </ 4 swcetdo...237 Peok Avenwe 5§
{If not in hoapital or institution, write luutlnmber or looation) (I rural, slve locm.mu)
Ch s =] .
(d) Length of stay: Ir.-6 hogpital or institution...L_ ¥ ar &. (84'?0.1 i () Citlzen of forelgn country? No Ves 9/No)
In this community 0 years
years, montha or days) . 1f yes, name country.
MEDICAL CERTIFICATION
Sody KT FIEID, Gilbert B
NAME 1 ' - — 20. DATE OF DEATH: Month DCEOMDEY 4., 27
3. (b) If veteran, 3. (¢} Social Security No. J.QAS 7:10 P
name war. Tiorld I . None. . e .. hour. L minute, ..M.
21. I hereby certify that I attended the deceased from
Q $. Color o 6. (o) Single, widowed, marfled, ||_November 8, 147 « December 27, 148
s sexMale (/) e White | ﬁvomw_M&rrlgﬂ___ that 1 last eaw h__JIL. alive on__llecembgr Y P 19[;.8

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

6. {3 Name of husband or Wifew . 6. () Age of husband or'wife if || and that death occurred on the date and hour stated above. Duration
e C. E . years || 1mmediate cause of dmh.Hﬂ!BQGEPH&ULLB,_WITHf A
7. Birth date of deceased..__NAI'ch 20 1888 CRGANIC PSYCHOSIS, MEDULLARY COM= Unle,
(Month) {Dayp) (Year) PRESSION
8. AGE: Years Montha Days If less than one day m___._Qontrihntgm___caus_e_:,._,.._.......,..,.._.._.._... ................
60 9 7 iy || .Hyperthyreoldlism with auricnlar . DR
T. Imin
- 7 s fibrillatien, acute. dj.la.i‘.a.tion S
9. -Birthplace. Higginsville _B_Hi_ﬂﬁ_O_LlIi___L - of stomach - - z
{City, town, or county) {Btats or foreign country) f) \ 1\
A - - |j.oth ditions...;
10. Usual occupation Dentist : um :mmn.sy within 3 months of death) ln O | o {'
11. Indusiry or business S e & 3 ’ ].\ PHYSICIAN
o . . . ajor Aindings: . - . - . —
& (12 Name Unavallable . P - Of operations.... o :L + 7 Underline
: 13, Birthpls " : JJ . th;jggl&u:g
e place. . . f ea
AL G B o msicomien || Of autopsy. ._Autopsy. performed houid be
. i Elg : charged ata.
£ § 14 Maiden mame _UDAVE C ... ( See cavse of death) ... __ isticanly.
g 15. Bix‘thplace..-_.....i.a:.....m g Foeat gy 22, }f death was due to external causes, fill n the following:
. ¥, town, ¥ orelen .
16, (@) I nformL__Rggigtrar! VA Hospital l - 1| t8) Accident, suicide, or homicide (apecify) no
® adiress__Jefferson Barracks, Mo, { () Date of occurrence
i @ . Bupial . (1) Date thereot. = (@ Where did Injary oocur? Wity o towa)_ (Comnty) o
(Durial, cremation, cr removal) m"‘“’" (Day) (Yoar) (&) Didinjury occur in or about home, on farm, in industrial place. in pu.bl.k: place?

{¢) Place: burial or cremﬁon._.H_lgg.mﬂ_nm.,MQ.‘.m
18, (a) Signature of funeral director.= A Q_H_Q_HQPPB......E.QA..H.QEQ_.____W * While at mrkq ; ‘_W_____Mm
() Addrm 4700 Viashi . . .S‘bi wia
lt‘:o tonat-S8-Ps

] 23. Sigoature.......
2 ° -’zz H
12 (u)(/Dnum loeal repistrar) 48

(Licensed Embalimer’s Statement on Roverse Side)
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by nie, or by

, Registered Apprentice No

working under my personal supervision.

Licensed Embalmer No....... | M?T ........................

* P. O. Address....

Note: Theabove MUST BE SIG? THE LICENSED EI\IBALMER in his OWN l-IANDWRITlNG. (leure to comply wi
the above constituites grounds for revo tl of license.)

- If this body is not emhalmed, fact should be so stated above.




