THE DIVISION QF HEALTH

OF MISSOUR!

29-013964

- Health,
& Welfare STANDARD CER""(A“ OF DEATH STATE FILE NUMB“ER
- Public
1 Scrn:e LEU APR 2 7 195951raﬂon Dls!rlci No. s /j e PHIMary Regis_fmtion District No-._..éﬂﬂ__i..,.._ Regisrrur's NO-..._,..é. .
v
PLACE OF DEATH 2. USUAL RESIDEMCE (Where deceased lived. |f institution: Residence befo,
S, 300 COUNTY Lawrence o STATE Mg, b. COUNTY La\»rrel_"ct%"““
- 1-57 CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY Inside Limits
Tom  Monett es o Town  Monett es[yg Ne
EgLé’_l NAt*l%OF (1f NOT in hospital, give location) | Length of stay in 1b d. STREET (If outside, give location) Reside on Farm
SPITAL OR ADDRESS
nsTiTuTion 1009 Central one year 1009 Central Yes (] No B
|
3. :lTAME OF DE)CEASED First Middle Laost 4. DATE Month Day Year
ype or pring . OF
Della Ann Gulick peATH N 2 1959
5. SEX 6. COLDR OR RACE| 7. 8. DATE OF BIRTH %, AGE {In ysars JF UNDER i YEAR| IF UNDER 24 HRS,
{ MARRIED[_JNEVER MARRIED[ ] n years PR o e
< Fe Wh. WIDOWED o DlVORCEDD Oct . 1 3 R 188’4_ |7[¢:|r' oy Msll ?O ours [ in
E 10a. USUAL OCCUPATION {Give kind of work dene | 10b. KIND CF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COQUNTRY?
=2 + of working |jfs, avan if retired) INDUSTRY R o
3 otige wite™ " ™ Richland Mo. US4
% 12a. FATHER'S NAME 13b. MOTHER'S MAIDEK NAME 14. NAME OF H‘UEEAND OR WIFE
. Thomas D. Wright Amanda Griffin Frank Gulick
w
‘E‘L = ] 15 WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY NO.] 17. INFORMANT Address
E.. g (Yes, tﬂa ul‘lknnwn)[(if yes, give war or dates of service) Gene Guli Ck bione tt I"IO .
z o 18. CAUSE 1(_)17 DEETI_‘ll_AEwrneSrEnAlﬁsoEs Eo\y“ per line for {a), (b}, and (¢).) I%TERVAL BETWEEN
. w PART I. A A : NSET AND %EA
o i
oo wmeDIATE cause o HESBIratory Failure PPY . s
2z !
= % . .
E Iy Conditions, if any, DUE TO (b} Fluid Acoumulation In Lungs
< - which gove rise ta
5 ; asbove c:uu ju]
-] P bring conso Tosr. } DUE TO () Cerebral Hemmrrhage 3 Hours
§ - o = PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to tha terminal disease condition glven in PART | {a} 19. WAS AUTOPSY
iy : g 3 PERFORMED?
I 2 3 x YEs[] NORD 2
£~ X =1 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
S= ZRu
i <1 J O ]
&5 <NS 20c TIMEOGF Hour Month, Day, Year
z 5 a a INJURY  a.m.
- ‘g : X p-m.
ZE 3§ 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
¢ e w WH!LE ATD NOT WHILE O farm, factory, street, office bldg., etc.)
L2 3 AT WORK
E 'E 21. | attended the deceosed from T e O,fo Death ond last saw t“ alive on
g E Doath occurred at 9 2 30 P ii. -2; 23 Eg m on the date stated above; and to the best of my knowledge, from the causes statsd. )
50 220. SIGNATURE (Degrea or title} 22b. ADDRESS tzgg ?2754'%%)
§= c%?d;éfv‘fz 7/ _T{Q 2 ' Street, Mone
8% N N /I 2. 303 Fourth S ’
23a. BURIAL, CREMATION, | 23b. DATE 2’3: NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tewn, or county) {Stare)
By et | 45.1959 |Sarcoxie Cemetery Sarcoxie Mo.

e

L)

24. FUNERAL DIRECTOR ADDRESS

Wilks Bros. Pierce City Mo.

25. DATE

?D. BY LOCAL REG.

-

26. REGISTRAR'S SIGNATURE M
/L‘J‘ ; 4'

{Licansed Embolmer's Statement on Reverss Sida}




DIy 1Lva

L - L

STATEMENT BY LICENSED EMBALMER

1 hereby certify that jhe body whose name_ is recorded on the reverse side of this certificate was embalmed
cz '
by me, orty é— ........... QM{ .................................. , Student Embalmer No. ..........cceueen.

working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embwr Noy/g/

P. 0. Address\ A LACR. X,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Jailure
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.




