MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

EPARTMENT OF PUBLIC HEALTH AND WELFARE

AMENDED i_ J'M llﬁ‘jllf-t lb 5-@1[_7______-.&4(1!5“' Ragistration District No.

_!S.ZZ&____Regilfrar’l No, % __ ¥ ..

~61-026032

STATE FILE NUMBER

TE
B
R 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. 1f institution: Residence before
Et a. COUNTY MiS g ias ipp i', a. STATE Mo.. b. COUNTY M'.'LS sis atpn idmininn]
’ % b. CC’)TRY {If cutside corporate limits, give TOWNSHIP only) Length of stay in 1b c. COILY Inside Limirs
uw ¥
s TOWN  Ohilo Township- 6 Hours TOWN  Charleston Yeld Ne D
6 < €. FULL NAME OF (If NOT in hospital, give location} Inside Limits d. STREET {if cutside, give location) Resicle on Farm
o I iy gl A ey
S| 7 mls, East of Charled{df ™& 20% 8% Vireinla St, "0 %&
) 3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yaar
{Type or print) , . OF
] Dane (ione )’ Gillispile CEATH  July 15 19671
5. SEX 4. COLOR OR RACE 7. Married (] Never Married XJ' |8. DATE OF BIRTH | ¥ AGE (last birthday} :OUNhDER ‘DYEAR :‘ UNDER 24 HR
) Widowed [0 Divorced (J B . - nths ays ours Min.
White " 12/11/1 I
— 10a. USUAL OZCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY|[ 11. BIRTHPLACE {City end state or country) { 12, CITIZEN OF WHAT COUNTRY
w during mest of working life, even if retired) .
—Z tendan Service Statlon Caruthersville,. Mos. USA.
9 13a. FATHER'S NAME 13b. MOTHER'S MALIDEN NAME 14. NAME OF HUSBAND OR WIFE
-l
—2 Ananias Gillisnie Jessile Brooks None
-—Jg 15. WAS DECEASED EVER IN U5, ARMED FORCES? 14. SOCILAL SECURITY NQ. 17. INFORMANT Address
h . (Yes, ne, or unknown) ] (If v s, ive pwar or. dates of_servi
el |1 VTR VY EL Y OR Y I CY i YA Mre..Robert Kepner,. Cario, I1l..
a b= 18. CAUSE OF DEATH (Enter only one cause per line for (a), {b), and (c)- INTERVAL BETWEEN
< uZJ PART I. DEATH WAS CAUSED BY: ONSET AND DEATH
—2 s 2 mmeoiate cavse o Fractured Skull Instant
3la 8
s (< . .
y e [ [a] Conditions, if any, DUE TO (b)
Lo s ot e
E'_: = stating the under-
. lying c¢ause last. DUE TO {¢)
_g z PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART HII. If decessed was female was
g disease condition given in PART | {a) there & pregnancy in last 90 days.
UE" § ’ 1 Yes ] [ Neo l O Unknown
ui-' E 19. WAS AUTQPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Entar nature of injury in PART | or PART Il of item 18.)
5 = PERFORMED O 4
z o|_ B wo Struck on the skull multiple times wlth
2 _TIME OF H . Y, B . .
E 2 e NIORYT e M /Qﬁi / 5 . ns
ghpprox. W45 ALM, an unknown instruments by an unknown person or perso
20d. \NJURY QCCURR 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK farm, factory, street, office bldg., ete.) .
a NOT WHILE AT WORK DI Service Station | near Charleston Miss. Mo..
é 21. 1 attended the deceased from. a ,Clb roner and l2st saw :Ie,:‘ alive an
9 Death occurred at I m on the date stated above, and to the best of my knowledge, from the cayses stated.
8 B 220, SIG Mmﬁ orW 22b. S5 22c. DATE SIGNED
3 ~ L , Wiv /24
% = Z . SN . T2
Z %3b DATE 7 WE OF CEMETERY OR CR .MA'IORY‘ 23d. LOCATION (City, town, or county) //tsrafﬁ)
o = ny .
z z Burial 7/18/61 I00F Cemetery . Charleston,. Missoupl
= < 24. FUMERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. |26. REGISTRAR'S SIGNATURE
{E a McMikle,. Charleston, Ho. 7-27 “b | bl Wf”“-"

{Licensed Embalmer’s Statement on Reverse Side)




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,

or by 8/?0 ¢ £ ? A Vs 77/‘/ Student Embalmer No.ﬂ:?___
working under my personal supervision.
Student\L A ? ‘:h} Signed ‘—W

Signature of Student dnbalmer
. Llcen;ed Embalmer %fé
P. Q. Address m
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 should be so stated above.




