THE DIVISION OF HEALTH OF MISSOURI

HLED JUN 20 19
. wo.200 0 1952 STANDARD CERTIFICATE OF DEATH

{]% :15%)7%[

11
I-‘k‘Noq

. 10.48 e
AT
BIRTH NO. REC. DIST. wO. :,‘%L PRIMARY REG. CIST. WO. _Q\QIZ. chmmr'; Nc _..:Z_Z_é_._,,,__
1. PLACE OF DEATH |2 USUAL RESIDENCE" (Wherd .dedoasedEiirad. [ /inetitutical} fesidence before
&. COUNTY u. STATE _b. COUNTY /adinimian),
)[J% Butler Mo. Butlan444a/
b. %TY (I oa rn-linﬂu L and give %TAI?ENGE:,EF . CITY (If outedds corporate limits, writa RURAL and tive townshin)  ©
s townghip) {la 31 .
d B ¢ Bt mn [ Mo. TOWN BIuff St Lowis [
. FULL NAME OF (If not in hospital or lm.uuuon kive strevt address or loeation) d. STREET (If rural, givs location)
HOSPITAL OR ADDRESS .
INSTITUTION Poplar Bluff Hosp, an
3. NAME OF - (First b. (Middi c. (Last
Dhe 8% 8. (First) ( ) (Last) R DAT‘EJ y, -y (Month)  (Dey) (Year)
(Type or Print) Robert Gatewood oo ‘May 31, 1952
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (Io years| # ThOEN | rr.u I
17} WIDOWED; DIVORCED (8pecity) laat blrthday) umu.’ Hours | Mio,
Male White a Feb. 20,1914 [ 38 11
108. USUAL OCCUPATION (Givekindef work | J0b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE (State or foreign sountry} - 12, CITIZEN OF WHAT
dona ditring mest of working life, even if retired) DUSTRY COUNTRY?
Freight Handler Fisk, Mo. D

138, FATHER'S NAME

ood FElla S

13b. MOTHER'S MAIDEN NAME

14, MAME OF HUSBAND OR WIFE

Pauline Smith Gatewood

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

17. INFORMANT'S SIGNATURE OR NAME

16. SOCIAL SECURH'OY ADDRESS

{Yen, 0o, orunknowa) | (If yea, xive war or dates of service)

Unknown Pauline Gatewood,St.Louis,Mo.
{8, CAUSE OF DEATH MEDICAL CERTIFICATION " INTERVAL BETWEEN
. Enter only onacanseper | 1. DISEASE OR CONDITION ONSET AND DEATH

Hine for (), (b}, and {c) DIRECTLY LEADING TO DEATH® ()

ANTECEDENT CAUSES

Morbid conditions, if ang, giving DUE TO (b)
rize {0 the above caude (&) dloting
~the underlying caure last.” * . L

DUE TO (c)
15. OTHER SIGNIFICANT CONDITIONS' .

Conditions contributing to the death bt not
related tn the disease or condition cousing death.

*This does not mean
the mode of dying, such
a2 hearl fallure, asthenia,
ete. Jt means the dis-
cate, infury, or complica-
tion which caused death,

19s..DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION P | DRI LRI RIS TR A 20. AUTOPSY?
“TION S
e w0 o
21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (e.g..1n or about . 5
SUICIDE CECW l home, farm, fi \street, office bldg.. ec0.) - 4
HOMICIDE a4 —y 4.
21d. TIME {Month) (Day) (Year) (Hour 2le. INJURY OCCURRED DIo INJyR O(.ZCUR?
WHILEAT ] NOTWHILE[3 ,
*INJURY -N2€40 WORK AT WORK
22, I hereby certify that 1 altudied the deceased from 1 2] , to 19 , that T last saw the deceased
alive on and that death occurred at m., from the causes and on the date siated above.
23b. ADDHﬁS Zx. DA_TES]GNED

23a. SJGNATURE | . (Degreo or title)

1-91

‘VRITE FLAINLY—TUSING UNFADING BLACI( INK—MAEKE A PERMANENT RECORD

%NB}RJEIH&} CREMA- | 24b. DATE 24, MWIE OF CEMETERY OR CREM ORY 244, LOCATIOHL(Olty.t.own.ormnéﬁS {Btals)’
AL (Bpeity) .~
_Ruirial () |6=3=52 Unknown St. Louis, Mo.
DATE REC'D BY UXZAL REGISTRAR'S SIGNATURE 5. FUNEIIAL OIRECTOR' S SIGNATURE
7. /122 Y- /4;! A.Stock Undertaklné Co.2117 E.Gran

(Ticensed Embalmet’s Statemnent on Reverse Side) *

i




RECEIVED
JUN 18§ 1952

BUTLER €O. HEALTH CENTER
AILE No. B2 .3/0 -

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by_<= .

_—
T AR AL A e AR o e m e et YR A Am LA L ALat Lime At A o et e £ttt meamr e rmrs 1o . Student Embalmer No.

working under my personal supervision.

Student coveeecass .-?.—-_.--_-_ ............ .o Signed..mm‘@"m- “ of = o ot

Student Embalmer

Licensed Embalmer No. #KS~~

P. 0. Address S22 ot LA (G omdin 4

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMBER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds far revocation of license.)

'If thia body is not embalmed, facf should be so stated above. : o




