100 THE DIVISION OF HEALTH OF MISSOURI 53 1 O
. Ne. “
10.48 ﬁLED MAR 5 1957 STANDARD CERTiFIC/‘\TE OF DEATH State File No.. )
BIRTM NO. res. oist. wo. o Y priwsay v, 01st. wo. B0 P kegistror's Na.........g...?...................
I. PLACE OF DEATH z. USUAL RESIDENCE (Where decossed lived. If instltution: residence befors
a. COUNTY .0 STATE b. COUNTY, sdiciselon).
Johnson : Missourié;#ﬁ Lafayette )
b. CITY (It oywide corpurste limits, write RURAL and give c. LENGTH OF €. ClTY [ d. Is Regidence within lmits of
OR - A ac corporated town?
18in Warrensburg ] I'WeeK™]  divRural: Washingtén. B tp
d. FULL NAME OF (If oot in hospital or institution, give streot address or location) o STREET (I rural, dn location)
HOSPITAL OR ADDRESS
D INSTITUTION Warrensburg Medical Centdy Miles Fast of Qdessa
3. NAM 8. (First) b. (Middle) c. (Laat) 4. DATE (Month) (Day) (Year)
DECEASED /&
roeerres S A 7uEL /MapisoN LBS oSmFeb, 27, 1957
5. SEX 6. COLOR OR RACE | 7. MARRIED NEVER MARRIED, 8. DATE OF BIRTH 9, AGE (In years| ¥ tiOIR ¢ TEAR | & Uspm & was,
DOWED._DIVORCED {Bpacity) last binthdsy} Monthll Days | Hours | Min,
Male White | Married |
10a. USUAL OCCUPATION (@ketied ot werk | 100. KIND OF BUSINESS OR IN. | 11 BIRTHPLACE " (c;1y g seate ir Torsiga Coumtry) 12 CITIZEN OF WHAT
armer rain & Stock ._Missouri @ U.S.A,
132, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAMD'OR WIFE
+ Thomas Gibbs. Fannie Le Fannie Gibbas
i5. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY | 17. INFORMANT™S SIGNATURE OR NAME ADDRESS
Yes, Nﬁunknown) (If yea, glve war or dates ol service) l NO.
- : Mrs., S.M.Gibbs, Odessa, Missouri
o A ¢ 1._DISEASE OR CONDITION ‘OSEY AND.GEATH.
. Enter only onecauseper | - .
line for (8, (b, and (o | D'RECTLY LEADING TO DEATH® q) L

v This docs wot mean | ANTECEDENT CAUSES ) 2.4, |8 Fray -
the mode of dying, such | Morbid conditions, if any, giring DUE TO (b}
a3 heard failure, asthenda, | rise to the above eause (a) siating

efc. It means the dis- the underlying cauae last.

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

case, injury, or complica- DUE TO (c)
tion which coused death. | 1. QTHER SIGNIFICANT CONDITIONS
Conditions condributing to the death but nof

| _related to the disease or condition causing degth,

19a. DATE OF GPERA- | 19b. MAJOR FINDINGS OF OPERATION : - 20. AUTOPSY?
TION 4 b N
: ves [ wo [

2la, ACCIDENT (Bpecifyy - 21b. PLACEOF INJURY (e.s..lnorabout | 2lc. (CITY. TOWN, OR TOWNSHIF) {COUNTY) (SI'ATE)@_____

home, [arm, factory, atreet. office bldg.. ete.)

SUICIDE
HOMICIDE

2id. TIME (Month} (Day} (Year) (Hour)

2ie. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILEAT ] NOT WHILE
INJURY WORK AT WORK

22. J hereby ceriify that I allended the deceased from _2_-,2_4(__, ﬁ?.,f_l, lo _ - 2 , 19347, that I last saw the deceased

, 1915 Zand that death occurred at ., from the causes and on the dale stated above,

{Degroe o title) . | 23b. ADDRESS 2. DATE SIGNED
M @ h“ I ~ A 7
gta. BURIBEY CREMA- | 240, DATE . Z4c. NAME OF CEMETERY OR CREMATORY | 24d..LOCATIQN (Clty, town, or county) (sme)
(Bpecity)
Buris 1 Mar 57 Odessa Odessa, Missouri
DATE REC'D BY LOCAL 1ISTRAR'S SIGNATURE _ ” 25 FUNMERAL DIRECTOR'S SI GﬂATURE ADDRESS
’Q“‘O ussman-Sparks, Odessa, Missouri -

(Licensed Embalmer’s Statement on Reverse Side) "
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S’fATEMENT BY LICENSED EMBALMER

4

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

BY IMNE, OF DY . it ittt iiatriicmrrccicaaeaesenm e ransaesn et baaaas P . Stude:it Embalmer NO..cocemiunnnns

working under my personal supervision..

Student ......cooiiieiiiaiiieirr et it aceesananen
Signature of Student Embalmer

-Licensed Embalmer Noqél

v ' © P.O. Address_..@.. ............. /

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

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

* this" body is not émbalmed, fact should be so stated above.

. ;: . L. .t M ..

’




