.8, Mo 300
10.48

La e

WRITE PLAINLY--USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

-8

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

|PLED SEP 29 195

30789

State File No

|
"BIRTH NO. REG. DIST. NO. __‘-La_ srimany vee. o1st. w000 poiversne. 1018
3. PLACE OF DEATH 2. USUAL RESIDENCE (Wbers decossed lived. If inatitution: residence befora
. COUNT A e . STA . - ad oa!
» WY Buchanan | 2 Missourd  * Y Buchahafi™™i:

¢. LENGTH OF
STAY (in this placs)

YI'S o

b. CITY (f outelds eorporate limits, write RURAL and give
tawnahlp)
TOWN St, Joseph i

¢. CITY (If outside corporate limite, write RURAL and give township) i_ '

own- St., Joseph arl /s

d. FULL NAME OF (If oot in hoapital o ipatitution, give strest address or loestion}

11 rural, sive location) 6‘

d.
Nemonon 5718 King Hill Ave, ABDRESS 5715 King Hill Ave.,

3. NAME OF 8. (First) b. {Middle) ¢ (Last) 4. DATE Magth

?ﬁiﬁ?ﬁﬁfﬁ LOTS FIDELIA GOSNELL b o 3 1888

/ 6. COI:OR OR RACE | 7. MARFHEB. BEVEECEBR(EIEE!) 8. DATE OF BIRTH 3 A(;m" ,;c:r Ing ; INOR “Mli:‘

Fomale l White Widowed ooz | 10-10-1860 &y l o | 2
10a. USUAL OEC:I;I'F:AII]I“ONI;!(P::‘&::H!:;:I; 10b. KIND OF BUSINESS OngFrY 11. BIRTHPLACE. (8tate or foroign c:cunlrr). / 12, CI'II;E.IZ_EI;}?OFWHAT

cuseKeeper™ Home Decatur, Illinois H

18. CAUSE COF DEATH
. Enter only onecsuse per
line for (8}, (b), and (¢)

1. DISEASE OR CONDITION

13a. FATHER'S NAME 13b, MOTHER' S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Daniel McCoy | Lois Stephéns Lew Gosnell

5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S S{GNATURE OR NAME ADDRESS

g ereskeoms) | (ermsimmsror duisotaeiad | None Lew Gosnell, St. Joseph, Mo.
MEDICAL CERTIFICATION INTERVAL BETWEEM

QONSET AND TH

L .
DIRECTLY LEADING TO DEATH® % ? au-—r«Q-M-Q % o.._g-*h’f(

7 <
4

i o beart fatiure, asthenia, |

*This does mot mean ANTECEDENT CAUSES

P8

Morbid conditions, if ang, giring DUE TO (b}
rige to the above cause (a} stu.ting .

the underlyring caure laat. —_—.
DUE TO (c)

the mede of difing, such

ete. It means the dis-
ease, injury, or complica-

tion which caused death,

Conditions contributing to the death dut nod
related to the disease o7 condition cetaing death.

11. OTHER SIGNIFICANT 'CONDITIONS--- ~ &+ 3 &

19a. DATE OF OP'F%ArG 1L, MAJOR FINDINGS OF OPERATION . * - Coas C ELAI - Y| 2, AUTOPSY?
o 7524 ves ] o (2
218, ACCIDENT (Bpecily) 215, PLACEOF INJURY (a.g.. inorabout | 2fc. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE home, farm, factory, street, office bldg.. st0.) L .. M L L AT
HOMICIDE ‘
219, TIME (Month} (Day) (Year) (Houn | 2ie, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
. WHILEAT NOT WHILE
INSURY : = | WORK AT WORK s

19§_ !hat‘I last zaw the deceased

i r ]
2. I hereby certify thaf I gllended the deceased from ﬂ/lg_ 18.22' lo %
i . . Iﬁ:k, and thaet death occurred at™~ 2 X1 m,, from the causes and on the dale stated above,

alive on
Za. SIGHMATURE .~ . €/ (Degreeortitly) | Z3b. ADDRESS 3. DATE SIGNED
A C- ] 1.0 Cu—rC-—,
242, BURIAL. CREMA- | 24b. DATE 7%, NAME OF CEMETERY OR CREMATORY. | 230, LOCATION (Clty; tows, of connt$)
emoval & 9-22-19 5'2 | Belmont Cepaé}teﬁ WaBhena ¥ \Kansas |
DATE RECD BY LDCAL REGISTRAR'S SIGNATURE L] ADDRE$3
26, ,45‘2) . Joseph, Mo.




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, owby. . .

Student Embulner No,

working under my persona! supervision.

Student coversccaces . Signed..........
Studmt Embaimer

Licensed Embalm .
P. 0. Addr ety
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDW G. (Failure to comply with

the above constitutes grounds for revocation of license.)
If this body is not embalmed, fact should be so stated above.



