MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH _63_90

OEPARTMENT OF PUBLIC HEALTH AND WELFAR

; STATE FILE. NUMBER
DO NOT WRITE Regiatration District No. _______ 5—- rimary Registeation District No. Jz -—-————3-'“9*'"" s No. ——-'33 ------

AMENDED ;..

ON THIS STUB s B -
1. pu&%ﬁ%ﬁ I EB I 3 |983 . 2. USUAL RESIDENCE (Wheu deceased fived. If institution: Residence before

VS 300 a. COUNTY Phelps a. STATE Missour& COUNTY admission}
Rev. 4/59 . cgkv (If outside corparate limits, give TOWNSHIP only) Length of stay in 1b c. CITY ] Inside Limits

Town Rolla 2 1/2 Yrs| oW St. Louis Yenik No O

c. FULL NAME OF (If NOT In hospital, give location] Inside Limits o, STREET {If cutside, give location) Reside on Farm
HOSPITAL GR ADDRESS

wsiifcFarland Nursing Home [Y#B ND 3955 Washington Ave.,|Y=0 VR
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year

{Typas or print) FLOYD .. GORSUCH Dgo:m ¥eb. 3’ 1963
5. sex 6. COLOR OR RACE 7. Married [1  Never Married®] |6. DATE OF BIRTH | - AGE (last birthday) | IF UNDER | YEAR IF UNDER 24 HR
Male White Widowed [ Divoreed 3 |9 pa] 6=1 5| 47 Monlhll Davi W

) 10a; USUAL OCCUPATION [Give kind of work:dona | 10b. KIND OF BUSINESS OR- INDUSTRY] 11. BIRTHPLACE .(City and state or couniry) | 12, CITIZEN OF WHAT COUNTRY
.during mopt of warking life, aven if retired)

_ aboper St, Louis, Mo U.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME v 14, NAME OF HUSBAND OR WIFE

William Gorsuch Sa ster -
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. f Address
(Yes, no, or unknown}| (f yes, give war or dates of serr"

vy17
22197,

DATE AMENDED

18. CAUSE OF DEATH (Enter only one cause per lin -INYERVAL-BETWEEN
PART |. DEATH WAS CAUSED BY:

. — ®NSET ANB ’EATH
IMMEDIATE CAUSE {a) MMMM_M_

Caonditions, if any, DUE TO (b)

which gave rise to

above cause (a),

stating the under- i -

lying cause last. DUE TO {<) ‘

PART 1i. OTHER SIGNIFICANT CONDITIONS CDN]RIBU‘HNG TO DEATH but not releted to the termins! PART i, f dacessed was fomale was
diseese tondition given in PART | (a} there a pregnancy in last 90 days.

I_DY-*IDNO IDUnknovm

197 WAS AUTOPS).' 20a. ACCIDENT  SUICIDE  HOMICIDE S0b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Ii of item 18.)
.SPERFORMED [m] (m} [m] .
YES[J NO

Zoc. TIME OF  Hool  Month, Day, Yeer |
INJURY am.
p.m,

20d. INJURY OCCLH!RED S0, PLACE OF INJURY (8.9, in or 2bout horne, [ 20, CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK T farm, factory, atreet, office bldg., erc.)
NOT WHILE AT WORK [J

21. | attended the deceased fro = ﬂ‘k 1 nd last saw mlive on_.a'/ ‘Jb-b

Death occuried at— 2; 1 5 AMm on the date stated above, and to the best of my knowledge, from the causes stated.

33, SIGNATURE . (Degree o 'iflﬂﬁq ' ;| 22b. ADDRESS ‘ m: .D:ME SIGNED

23a. BU Ei 23b, DATE F3c. MAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State)

A 5 )
REHV é’ﬁ'g’v 1 2-4-63 Newport, Arkansas Newport, Arkansas
24. FLUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SIGNATURE f

’ Eﬁllég 502' FE‘:GI‘% Hﬂ..nolla ﬁé(z /943

i d Embelmer's 5t t 'on Reverse Side)
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MEDICAL CERTIFICATION
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USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




W~

"STATEMENT. BY. LICENSED EMBALMER

I hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by _ : Student Embalmer No.

working under my personal supervision.

Student - - /@ ad é? . 7@-«@

Slansture of ‘Student Embalmer
Licensed. Embalmer No. ¥ 4 9‘?
moy -~--. - a,r'.-‘\e. freTeR o,

P. O. Address - éw L

'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 handwrmng -

If this body, is. not ‘embalmed, fact should.be- 50 stated above. .

Y [ . 5 -




