THE DIYISION OF HEALTH OF MISSOURI

58-042967

lealth, :
Welfare F'LED N O V 6 1 STANDARD (ER“HCATE OF DEATH STATE FILE NUMB
'ublic ﬁ
arvice chls!ra!mn Dlsm:t Ne. \g 3 3 Primary Rnglsiwﬂon Dls!rlci No. ‘Z--;-..%_ _________ Reglstrnr s No.. é ?

¢ 1. PLACE OF DEATH 2. USUAL RESIDERCE (Where dececsed lived. If institution: Res‘;dence b

admi 1

300 a. COUNTY Scott STATEM’iSSO.uri b. COUNTY Scott ’syfh
=57 b. CITY (H outside corporate Limits, give TOWNSHIP only}) | Inside Limits e CITY inside Limits

TOWN

Sikeston

Yes

N O

OR
TOWN _ Sikeston

fco_i

YesE] No E]

<. FgLL NAME OF (1f MOT in hospital, give location) | Length of stay in Ib d. SEDRESS {If outside, give Iocuhon) Reside i:ng'qum
HOSPITAL OR A .
N UNOR Mo, Delta Comm, Hogp. 3 Hrs, 602 Wakefield Aves' | vis[J v
3. NTAME OF DECEASED First Middle Last 4. DATE Month Day Year
i OF
{Tyve or print) EDMUND BENJAMIN  GAULDIN ooy 11 1, 1958
5. SEX 6. COLOR OR RACE 7 ua 0 8. DATE OF BIRTH 9, AGE (In years |.F UNDER i YEAR| IF UNDER 24 HRS.
G i RRIED i) r,’EVER MARRIED OE i yeors L e o A
Male White wIDOWED[_] oivorcen[] 10"1-]8W gg rihdert ™ l v . ] "

. USUAL OCCUPATION {Give kind nf wark don-

during m| r ol rlung If ]Eon l'll’

10b. KIND OF BUSINESS OR

State Hwy. Depte

11. BIRTHPLACE (City and stats or country}

Marghall, Misgouri

USA

12. CITIZEN OF WHAT COUNTRY?

13a. FATHER'S NAME

Claude C., Gauldin

13b. MOTHER'S MALDEN NAME

Elizabeth Heskstt

4. NAME OF HUSBAND OR WIFE

Incy Boulware

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
(Yes, na, ar unknawn)] (1f yes, give war or dotes of service}
A ————

——

16. SOCIAL SECURITY NO.

S 182 ¥ 0388

17. INFORMANT

18. CAUSE OF DEATH (Enter only one cause per lipe for {a), (b
PART L

Conditions, if eny, DUE TO (b)
which gave rise te

above couse (a), }

stating tha wnder-

lying cavse laat. | DUE TO (c)

DEATH WAS CAUSED BY:
IMMEDIATE CALUSE (o)

), and 5:)!

Address

Oa

Mrg, Iuecy Gauldin, Sjkeston,

INTERVAL BETWEEN
ONSET QDEg H

A

5 ¥y

PART Il. OTHER SIGNIFICANT CONDITIONS CO WBUTING TO DEATH but nat ro|ufd to the '.llllil‘lcl dissasa condition given in PART | (o}

19. WAS AUTOPSY

MEDICAL CERTIFICATICN

WHILE AT
WORK

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

a

NOT WHILE
AT WORK

[

farm, foctory, strees, office bidg., etc.)

20i. CITY, TOWN, OR LOCATION

PERFORMED? -
430 ) vES[] MO -2
20a. ACCIDENT SUICIDE HOMICIDE 20k, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.}
0 O O

20c. TIME OF .Hour .Month, Day, Year

INJURY o.m.

p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor about home, COUNTY STATE

Death occurred i'

21. 1 attended the d.;m.d from J:- ¢ 3- 3/—

. to

¢ T/

A7~

and last saw E:; alive on

—
HW~t S

m on the date stated above; and to the bast of my knowledge, from the couses stated.

All dizxeases in Part | must be causally related.

EMoV

230. BURIAL, CREMA d
/EMOVAL (Specify}

22b. ADDRESS

© Sikeston, Mo,

JULS

b,

23c. NAME OF CEMETERY OR CREMATORY

Zy 7“‘1

23d. LOCATION (City, town, or county)

Wictow Spa/4/ES

(state)

Ao

22c. DATE SIGNED

24 FUNERAL

/—//. 3P
RECTOR ADDRESS

Uik fussfbime - dbosZez—Ho

25. DATE RECD. BY LOCAL REG.

/(- 28 -5F~

{Licensed Embolmer’s Statement on Reveras Sida)

24. REGISTRAR'S SIGNATURE




. 1 i

oy
. R - . L - . s - - A

. o

STATEMENT BY LICENSED EMBALMER

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

BY M@, O DY Loooiiiiiiiiie e eeeereie e iirata b e are s n e n et tr s a st a e et ., Student Embalmer No. ............ r\

working under my personal supervision.

Zmiend..

Student cvicereiriiiiiiaerea e tetineerinreaaaaes Signed ,
. §ig_x3ature of Student Embalmer .
Licensed Embalmer Noﬁ?%& 7
. . -;_\ P 0. Address A4
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). iy

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,



