MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ﬁﬁgsozsssz

DEPARTMENT OF PUBLIC HEALTH AND WELFARE
STATE FILE NUMBER

"1
Registration District No. _ ,",_Mhimlry Reglatration District No. ﬁ_[__g__g_?:___'kegisrur'l No.
DO NOT WRITE AMENDED I.F-,tE_- GO 40 A -
ON THIS STUB LY JUL & 2 19b3 ]
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where lle:und lived. If institution: Residence before

a. COUNTY JH e N S 0 N 5. STATE /”/.f.fd(ﬁlcow" Jh C'/(.fdl/ admission)

b. CITY {If outside carporate limits, give TOWNSHIP anly) Langth of s1ay In 1b €. Inside Limin

V5 300
Rev. 4759

TOWN A)RNSﬂs Ty LiFE rgwu MAIJ'H.I ery Yos 3 No D)

<. FULL NAME OF {If NOT in haipiral, give locarion) Inside Limirns d. STREET (If outside, give locatian) Reside on Farm
HOSPITAL ADORESS

|Nsmu1|0NJ"T_ JosSE PH HOSPITRL Yes I No D 2272 £, 9_[‘7_.#,5‘7;’ Yes G No X
3. NAME OF DECEASED Firat Widdle Tast 4. DATE Manth Day Yeoor

{Type or print) OF
JAMES £, GREGATH | v#m July &, 1963
5. SEX &. COLOR OR RACE 7. Married D8  Never Married [] [6. DATE OFBIRTH | 9 AGE (lest birthday} | IF UNGER 1 YEAR | IF UNDER 24 HR

/Uﬂ /‘E Gﬂ e, Widowed [, Divercad [ & 30//?03| 6 a Months l Days Hours | Min.

10a. USUAL OCCUPATION {Give kind of work done KIND OBUSINESSE WW 11, BIRTHPLACE (City and sate or country) | 12. CITIZEN OF WHAT COUNTRY

dyrl working life, even if retlired ‘ : .
ETIReD Depr Heap AREA_/QUJE ‘Kawnsas Crry Missooril 4.5 4.
13b. MOTHER'S MAIDEN NAME 7] 14. NAME OF HUSBAND OR WIFE

13a. FATHER'S NAME

Witneem Grecary ANNA  HoFFMAN MaRIE CREGCHTH

I5. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. [17. INFORMANT Address

{Yes, 2‘}00’ unknown) | {If yes, give war or dates of sarvice) 2& E GJKEGJ 7.” ié _f J' &ry MO’
18. CAUSE OF DEATH (Enter only one cayie per ling fou jop v wiee o TNTERVAL BETWEEN

PART |. DEATH WAS CAUSED BY: QONSET AND DEATH

IMMEDIATE CAUSE (a) %ﬂw 7&&642—- F nonlitt,

1

229 Dasl

3

TDATE AMENDED

-
Z
w
=
S5
o
[0}
o

Conditions, if any,] DUE TO (b) 3 6}4—:..

which gave rlss to
DUE TO (¢) M M J t’:;um_,

above causm (8),
PART 1. OTHER SIGMIFICANY CON‘)\“ONS CONTRIBUTING TO DEATH but not relsied 10 the terminel PART (L. If decosssd was femasle was

stating the under-
diseary condision given in PART I {a there a pragnancy in last 90 days.
W w}—% ] O Yes l O Ne | [ Unknown

lying  causa lest
19. WAS AUTQPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. CESCRIBE HOW INJURY OCCURRED. (Enler nature of Inluty in PART | or PART Il of iter 18B.)
PERFORMED? | D o

YES[J NO

20, TIME OF Hour Monih, Day, Yoar
INJURY a.m.
p.m.

20d. INJURY OCCURRED 20%. PLACE OF INJURY [e.g., in or about home, | 20f, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [] {arm, factory, street, office bidg., etc.)
. .NOT WHILE AT WORK [

21. | attended 1he decesied from %W /? 6/ to (@"a ‘y_ "“'._'Ll.“' “wm’““ en ' 2 /?6 E4

) Death occurred at /' P (/4| m on the dste sated above, and to the best of my kno ge, from the causes stated.
22c. DATE SIGNED

iy S I, | Bort Kidepdine el 7563

23a, BURIAL, CREMATION, . 23¢. NAME OF CEMETERY QR CREMATORY [23d. LOCATION (City, town, or county) . (5tote)

- P Memorsde Pork Cmerery #A & vl
/ 25. DATE RECD. BY LOC N 26, REW'S SIGNATURE
sas GTy M 7-3-C3

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

. ﬁoy_d

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

orge K

BY AFFIDAVIT OF

ITEM NO.

{Licansed Embaimer’s Statement on Reverse Side)




STATEMENT BY. LICENS‘ED EMBALMER

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

or by : i X7 Student Embalmer No.

r.

working under my personal supervision,

Student

Signature of Student Embsimer

Licensed Embalmer No

- P.O. Addressm "

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in h|s 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.




