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

THE DIVISION OF HEALTH OF

FIED APR 16 1956 STANDARD CERTIFICATE OF DEATH e pae e SLA3
BIRTH NO. REG. DIST. MO, ___i_ PRIMARY REG. DIST. KOM__ Registrar's No. 398
1. PLACE OF DEATH i 2. USUAL RESIDENCE (Wbere deceased lived. 1f iostitution: residence before
a. COUNTY a. STATE ] . b. coumi:{ . admimion),
Buchanan Missouri arrison
b. CITY ot id Nmits, writs RURAL snd ¢. LENGTH OF c. CITY . )
OR outoide corpurate ts, [F] [1.0 to‘:v':nhlp) ETAY (e tbie pire) OR . o d. l.-cl}‘fdenn wﬂhln I.Imm o!
TOWN 54, Joseph 14 days TOWN fatfield ‘ H U ,
d. FULL NAME OF (If ot io bospital or instivation, glve streot addrem or location) STREET ({If rural, xive locatlon)
HOSPITAL OR * ADDRESS 1
INSTITUTION M4 i M i b
3. NAME OF . (First . {Middi . {Last,
DECEASED o (FID 4 AURA b (Miadie o (st 4 DATE  (Month)  (Dey)  (Year)
(Typeor Print)  ERYYRRAANX FLIZABETII GILLAND DEATH April 5, 1956
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARR[ED.," 8. DATE OF BIRTH 9. AGE (In yenre]| w UNDER ¢ YEAR | & UwOER 1 wed.
. WIDOWE_D. DIVORCED (8pacily! last birthday) Mnnthll Days | Hours | Min.
female white married Aupust 8, 1896 89 I
102. USUAL OCCUPATION (Qivekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE : v 7] 12. Cl
done during soet of working life, aven if retlred) | - DUSTRY {Ciry aad State or Foreiga Country) ¢ COUNTRYS T WHAT
housewife own home Denver, Misscuri USA
ltlaa. FATHER'S NAME 13b. MOTHER'S MATDEN NAME 14. NAME OF HUSBAND'OR WIFE
Lem Miller . . Robert Gilland 1 _Robert;
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'® 5 SIGNATURE OR NAME ADDRESS
{Yes.no,orunknown) | (If yes, give war ot detes of sorvies) NO. )
no | e 495-09-6760 bert Gilland, Hatfield Mo,
18. CAUSE OF DEATH ) MEDICAL CERTIFICATION l&",ég‘;’*" g%&}&n
. Knter only onscaussper | 1. DISEASE.OR CONDITION .
J1ne for (), (b), and (¢ | DVRECTLY LEADING TO DEATH® (q) v EPHELEDSTS . S

*This doet not mean | ANTECEDENT CAUSES . <
the mode of duing. auch | Afortid conditions, if eny, glwing DUE TO (D) .
ar heart faflure, asthenta, | ride Lo the above cxuse (8) stating [

the underlying cause last. ’ - )
efe. Tt means the dis- M W .
case, infury, or complica- DUE TO (c) 20 CULPT O Ty g—fvuo

tion which caused death, | 11 OTHER SIGNIFICANT CONDITIONS d Z/

Conditions contributing to the death but not
related to the divease or condition causing death.

19a. DATE OF OPTE'FE'.)AN 19b. MAJOR FINDINGS OF OPERATION . (_ 20. AUTOPSY?
“f/ v ’M?—J Coreium o1t /Q?/ ves [ wo [A—
21a. Opacttyy € | 21b. PLACEOF INJURY (e lnorabort | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE homa, farm, factory, strest, ofSes bidg., ew.)
HOMICIDE .
214. TIME {Month) (Day) (Year) {Hour 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
oF WHILEAT[—] NOT WHILE
INJURY - . | WoRK AT WORK
2. I hereby certif] that I atiended the deceased from z&_ 156G, __S/_L 19_.6 that I last saw the deceased
alive on %—_, i ? and that death occurred afai27a . m., from the causes and on the date slated above.
Za. BIGNA (Degrve or title) | Z3b. A.DDR 24 (7, I 2. DATE SIGNED
: WW ) ’2‘ S Mol %/6/5¢
,%Bfna IAL CREMA- 24b. DAT| 2Ac. I\AME OF CEMETERY OR CREMATORY 24d. LOCATION (@ity, fhwn, orcounty) = (Btate)
4/5/1956 . Grant City,; Mo. .

o
Al

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE 25. FUMERAL DIRECTOR™ S SIGMATURK ADDRESS
Aor_12, 1956 WEAM*_,—M%&&%
T {Li d Emb 's & on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whoge name is recorded on the reverse side of this certificate was emba

, Student Embalmer No...........-

DY INE, OF DY .ottt e aasurecaeenrariase e

working under my personal supervision..

[T A0 Ts [-F % SRR Signed. etz
Signsture of Student Embalmer

Licensed Epnbalmer No#.?,f:?.'

P. g/ ddre;:{%%yé

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fa
to comply with the above constitutes grounds for revocation of license}.

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

1 this body is not embalmed, fact should be so stated above.




