THE DLYISION OF HEALTH OF MISSOURI —
H"f:-:'_'f':r- FILED APR 21 1958 STANDARD CERTIFICATE OF DEATH ”sséng%umsag—Sa— """"

Public
Sarvice Registration District No. ?'\)f// Primary Raglsmmon District No. _f, i:i__ﬁ...__ Reglshcr s No. ....._...{..?._ _________

1. PLACE OF DEATH 2. USUAL RESIDENRCE (Where deceased lived. |f institution: Residence before
300 s COUNIYNEW MADRID | - o STATE MISSCURT = . b COUNTY Ny MADHTE™
1-57 b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CB[RY 0 ’7"2 Inside Limits
.0 SR " POINT PLEASANT Yos [ No R POINT PLEASANT Yos[R Mo (]
"f c. FULL NAME OF {If NOT in hospital, give location) | Length of stay in 1k d. STREET (1f outside, give location) Reside on Farm
HOSPITAL OR ADDRESS Yes [ No[]
INSTITUTION e3 o

3. :'lTAME OF ?E)CEASED First Middle Last 4, DS;E Month Day Year
pe or print
e NEIL GADDIS DEATH MARCH 26, 1958
5 SEX & COLOR OR RACE| 7., ccicnMinever marrieo[]| & DATE OF BIRTH 9. AGE (In ywars BF UNDER i YEAR| IF_UNDER 24 HRS.
male O WHITE wooweo[] { owverceo[]| APRIL 2 . 1932 fogt Frtnder) Mamthe | Beye | Hours I K
100. USUAL OCCUPATION (Give kind of wark dene | 10b. KIND OF BUSINESS OR 11- BIRTHPLACE {City and state or country) 0 12. CITIZEN OF WHAT COUNTRY?
urin of working lifs, .v.n IF ratired INDUSTRY
RETRTE FRRCHANE "™ | GROCERY STORE POINT PLEASANT, FISSOURI| USA
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME ‘H- MNAME OF HU.SBANQ OR WIFE
CHARLES GADDIS DELLA FAULKERSON RUBY ROSE GADDIS
15. WAS DECEASED EVER IN U . ARMED FORCES?' 16. SOCIAL SECURITY NO.| V7. INFORMANT Address
{Yeas, no, or unlmqvm)|{” yas, give wor or dates of service) ABO-OS-?:L ;-,2 rms R MJBY GADDIS POIPJT PLEASAPJT . I"{O .

18, CAUSE OF DEATH (Enter only one couse per line for {a), (b) ond {c}.}
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

INTERVAL BETWEEN
ONSET AND DEATH

which gave rise to
abave c¢ause (al,
stating the under-

Canditions, it any, } DUE TO (b)

USE ONLY BLACK INX OR RIBBON TYPEWRITE IF POSSIBLE

Doctor, coroner, etc. must use only standard nomenclature in item 18. No symptems wi

g lylng cause lost, DUE TO {c)

. = PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated to the 1erminal dissase eondition glven in PART I {a) 19. WAS AUTOPSY 0
* x PERFORMED?
K g YES[ ] NO[T]

- % | 20a. ACCIDENT SUICIDE - HOMICIDE 20b. DESCRIBE HOW INJURY DCCURRED. (Enter noture of injury in PART | or PART Il of item 18.)
= w

o [} - -

3 2 a m @ it W tecer i Loledh
: U 20c. TIMEOF .Hour Month, Doy, Year
o ‘a INJURY a.m.

‘.;. £ p.m.

S 20d. INJURY QCCURRED 2e. PLAC'E OF INJURY(e.?., a.m abouthc;me, 20f. CITY, TOWN, OR LOCATION COUNTY 07 A7 STATE

e WH[LE AT NOT WHILE rm, fagtory, street, office g., etc.
& a AT worK % [cee/ W Do
E 21. | ottended the dececsed from / . 1o and lost saw tim olive on
H Death ’pcod at m on the date stated above; and to the best of my knowladge, from the causes stated.
_g % Degres or title} 3 22b, RESS 22c. PATE SIGNED
T % fl‘ . % . .
= @WH’L W ﬁ-—._e_ - Y- 5
230, BURIM., CREMATION, DATE 23c. NAME OF CEMETERY QR CREMATORY 23d. LOCATION {Clty, MM.(N county) (State)
<, {Specity)
.+ | BURERE MARCH 28, 1958 PORTAGEVILLE CEMETERY PORTAGEVILLE, MISSOURI
3 a‘ 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE

ELISLE FUNERAL PARLCR PORTAGEVILLE MO S 5L W

{Licensed Embalmer's Statement on Reverse Sids}




DATE Recrivep__ APR 151958
- NEW MADRID CO. HEALTH CENTER
et | ' E. S,

"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, 0T DY .oouinii e e ettt e are e anann , Student Embalmer No. ...................

working under my personal supervision.

Student oo e e aeas SIENEA L. i it ra et eeenan
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALME\R in his OWN HANDWRITING. (Failure
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.




