THE DIYISION OF HEALTH OF MISSOURI

598-035612

. Heclth,
& Walfore STANDA CERTIHCAT! Of DEATH STATE FILE NUMBER B
- Public
h Sarvice I “J"U U CT J' 7 lgsgoglsmmon District No. . et Primary quistmtion Dilf_ricf No. S -y Reglsfmr s No._____g 4(—-—-‘- o
1. PLACE OF DEATH - 2. USUAL RESIDENCE (Whare deceased lived. |f institution: Reudenca before
S. 300 a. COUNTY BUTLER o STATE MIBSOURI b COUNTYRUTLER® m-u:}r‘o
- 1-57 b. CITY (M outside corporate limits, give TOWNSHIP enly) Insida Limits c. CITY inside Limits
o TgWN PLAR BLUFF Yes#] No [] TSFV?’N FI SK Yos[ | Nom
c. FULL NAME OF (If NOT in hospital, give locotion) | Length of stoy in 1b Oli OSTREET {If outside, give location) Reside on Farm
HOsPITAL Ok POPLARBLUFF HOSP. 1 Week o PBSMILE N. OF FI1SK Yorf NeJ
3. NTAME QOF PECEASED Firat Middle Last 4. DATE Month Year
(Type or prim} WILLIAM R. GAINBS oeath 9 - 29 - 58
5. 3SE, OR RACE] 7. 8. DATE OF BIRTH 9. AGE (1o yeors IEUNDER iveaR] IF UNDER 24 HRS.
5 ) » MARRIED[JNEVER MARREED[ ] yae e T Dare —— -
ALE o &M mwwsn% 2 oivorceo[) DEC, 19,1882 Fryhday) [Month I Goys | H l Wi
10a- USUAL OCCUPATION (.Giv- Hnd.of work done | 10k, KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or country) 12. CITIZEN OF WHAT COUNTRY?
RETIREDTaMER REEHL MISSOURI o | U.S.A.
130. FATHER"S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
JOSEPH GAINES ADDIE LEE BURCHFIELD NLNE
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.{ 17. INFORMANT Address
: (Yes, ncqtjumlmqum)l (If yos, yj:-‘.wz or g:n;n of service) :585"16 - 4 31 4 CL AUDE GAI NE S PONTI AC MI CH .

coroner, etc. must use only standard nomerclatuse in itam 8. Mo symptoms will be listed.

All dizeases in Part | must be causolly related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

INTERVAL BETWEEN

Ef DEATH

18. CAUSE OF DEATH (Enter only one caus r tine for {a), (b}, and (c) )]
PART }. DEATH WAS CAUSED BY: f
IMMEDIATE CAUSE (a) t——@v_/l

=7

Candltians, if any, DUE TO (b) F
which gave rise to } . /
above cau (o},
tating th.
z Tying °e.-*., DUE TO {q) Y222,
= ART, THRR SIGNLFICANT CONDHTa 5 commammc TO DEATH but not related 1o the terminal dissase condition given In PART I (o} 19. gggpggggg;’ ;L
-«
F 3 — M-(.x tee Moo tr&.? u—a:aozz-ﬂh‘. YES[] NOY
[~ CIDENT S5UICIDE HOMICIDE . DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)%
wt
8 o a o
S| 20c. TIMEOF .Hour Month, Day, Year
o INJURY a.m,
'E p.m.
20d. INJURY OCCURRED 2e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATI-:] NOT WHILE D farm, foctery, street, office bldg., etc.)
AT WORK

s 1o

and last sow :r; alive on
m on the date stoted above; and 1o :h- best of my knowledge, from the couses stoted.

22b. ADDRE

9’2/

DATE SIGNED

RIAL, CREMATION, | 23b, DATE

REmOYXE” | 10 -1-58

DOWDY

i [ }//

23c. RAME OF CEMETERY OR CREHATORY

CEMETERY

Cs
e A LDC%ON (Ciry, town, o J;m

STODDARD COUNTY MO.

{Stata)

24. FUNERAL DIRECTOR ADDRESS

J.C. WHITE FISK,MO.

25. DATE RECD. BY AOCAL REG.

zs.ﬁiﬁ;s;.las SIGNATURE f
A




RECEIVED -

96T 21 1958
BUTLER CO. HEALTH CENTER

x  FILE No.

h%

§a - ~

STATEMENT BY LICENSED EMBALMER

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

DY B, OF DY ittt tiecee e e s e eeemaaan sre e e reemen st st st senan e nren «» Student EmEalmer Noo i

working under my personal supervision.

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

Signature of Student Embalmer

Licensed Embalme)lo ....................

P. O. AddressW, .........

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER 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 sh_ou_x,lg_(!‘)e soﬁ\ted above.

v Lo Yy . .




