x

Health, THE DIVISION OF HEALTH OF MISSOURI 358:] 8

sWlie o] ) NOV 1 1957 STANDARD CERTIFICATE OF DEATH T STATE FILE NUM&R?
Public
y Service I Registration District District Now oo / ’_(z ..... Primory Raglsfra'lon Dmrlcf NO-._.Z_.Q_QZF..! ............ Regnstrcr s No. Ne. = % Q____j:_ ______
K
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dececsed lived. If institution: Rasdl'dn-nca)b;:,(h
. . » Rl 13510
.00, a. COUNTY Jackson o STATR £ oo uri b COUNTY g 1o B8
- 157 b. crrv (I outside corporate limits, give TOWNSHIP only) | Inside Limits <. chv Inside Limits
10w Kangas City Yea [d Ne[] || L\U‘é‘_ o Kansas City Yes[5} Ne ]
<. r'lgisnil’-l'l':lAf%gF (If NOT in hospital, give location} | Length of stay in 1b P SB%%%‘;S {If outside, give location) Reside on Farm
Al A
INSTITUTION St, Mary's Hosp. | 6 yrs 3 51 6 Summit Yos (] Not]
3 FrAME OF DEfEASED First Middle Last 4, DATE Month Day Year
ype or print - . oF
STEPHEN GASSEN peati  October 10, 1957
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH ©. AGE o FUNDER i YEAR| IF UNDER 24 HRS.
) o N M.ARRIEDD NEVER MAﬂRRIEDE lagt {:i:!:;:;; Menths | Days Hours Min,
Male White wioowed[]  oworceo[J|  Sept. 23, 1879 ] I

10e. USUAL DCCUPATION (Give kind of work dene | 10b. KIND OF BUSINESS OR 11. BIRTHPLAGE (City ond state or country) o 12. CITIZEN OF WHAT COUNTRY?
during mast of working life, aven if retired) USTRY
Retired Farmer A m Lafette Co., Mo. S A
130, FATHER'S NAME ] 13b. MOTHER*S MAIDEN NAME 14. NAME OF H,uéamq OR WIFE
Herbert Gassen Elizabeth Bell None
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
{Ygs ne, or unkngwn)| {If vas, glve wor or dotes of rervice) None H. F. Gassen, Higginsvﬂle, MO.

18. CAUSE OF DEATH}_‘EM« only one causs par line for (o}, (b}, and {c}.)
PART I. DEATH WAS CAUSED BYy
IMMEDIATE CAUSE {a)
Canditions, 1 eny,  DUE TO (b} LA j !.AMALLDB J&A/&Mﬂ m
which gove cise to }
DUE TO (c) dﬂa@\\e 28 2.

INTERVAL BETWEEN
ET DEATH

Doctor, coroner, etc. must use only stondard nomenclature in item 18, No symptoms will be listed.

sbove cavse (a),
stating the under-

USE ONLY BLACK [NK OR RIBBON TYPEWRITE IF POSSIBLE

z iying couss last.
; g PART It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated ta the rerminal disvase condition given in PART | {a) 19. WAS AUTOPSY

y: " . _ o PERFORMED? @
< 6= . 2 YES[] No[d
- =1 2a. ACCIDENT SUICIDE "HOMICIDE - | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART [ or PART Il of item 18.)
= w -
tqfl o o © |
S O] 2c. TIMEOF .Howr Month, Day, Year ‘ T —
2 3 INJURY  a.m,
e & p.m.
EM 20d. INJURY OCCURRED 20e. PLACE QF INJURY {0.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION . COUNTY | STATE
P WHILE ATD' NOT WHILE O form, factory, street, office bldg., etc.} . - -
5= WORK AT WORK o
E o 21. | attended the deceased fr .éb 4) Igfst & Jpaljaon _
H !‘_J‘ curred at . : on the date stoted above; and to‘the best of my knowledge, from the couses stoted.
§ Z 5, TURE . % : o A / N 220. DATE SIGNED_
o
3 2 M 10-{) j,z

O P2z BURIAL, caswm AW _Z3c. NAME OF CEMETERY OR CREMATORY 234. LOCATION (Ciry, town, or ceuntr) {Srate)

CL‘: REMOYAL ( -

Ry Buria 10-12-57- + . Immaculate Conceptmn Clem. ngglngv]_lle, Mo.
za X HUNER AL DirecTor maml—hgngVHl BXTERECO. BY LOCAL REG. | 25 REGISTRAR'S SIGNATURE
E" Melld McGllley Eylar Funeral Homg ,,_,/_ S7 howal 9 / gz
inwood _{Licensed Embaimer's Statemant on Reverss Sids)




@ Lerege peht
) ;:; /-_ 2 22

L L p3em 2rzorm

STATEMENT BY LICENSED EMBALMER

" I hereby certify that the body whose name is recordeg'i on the reveise side of this certificate was embalmed

by me, or by 6 (AT o e O UUUURSUUU .» Student Embalmer No. :;—J/

working under my personal supervision.

.............................

Licensed Emﬁler l‘%?/y

....................

. ‘i : P.'0. Address. /((M@

" Note: The above MUST BE SIGNED BY THE LICENSED EMBALME‘,R in-his QWN HANDWRITING (Faildre
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in’his OWN handwriting, = - ;

If this-body is not embalmed, fact should be so stated above. +n +

. - LI - ot
N . e -




