DEPARTMENT OF RPUBLIC HEALTH AMD WEL

MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 028 63-029951

Registration District N | tatri S, STATE FILE NUMBER
DO NOT WRITE AMENDED =ghiration Lisirict No ]

ON THIS STUBR 1L ED A1 5 issa
2. USUAL RESIDENCE (Where deceased lived.

1. PLACE OF DEATH If ingtitution: Residence befara
Vs 300

a. COUNTY a. STATEMiBSouri b. COUNTY admiusion)
Rev. 4/ 59 b. CITY (If oytside corporate limits, give TOWNSHIP anly) Length of stay in 1b . CITY Inside Limits

Tgam St. Louils 12 dm Tg\'?VN Ste louls Yes X No [

¢. FULL NAME OF If HOT in hospital, give locarion) Intide Limita d. STREET ] 13i i i i
P TA { i DT {If cutside, give lacatian)] Redide on Farm

NETTUTION Deaconess Hospital X No 6518 Nashville Ave. Yo O No XD

3. NAME OF DECEASED First Middis Last 4. DATE Month Day Year

{Type or prinf) LILLIE NMI GAUS- Dg:m Euguﬁt 6 1963

5. SEX 4. COLOR OR RACE 7. Married J Never Married [ |8, DATE OF BIRTH | 9. AGE [la3t birthday) | IF UNDER | YEAR | IF UNDER 24 HR

Fmale mite Widowsd [ Divoreed [ 3-12-]-8% 77 Mnnthsl Days Hours | Min.

10a. USUAL OCCUPATION {Give kind of work done | 10b, KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12, CITIZEN OF WHAT COUNIRY

CHR R FE e ven If cerired) Own hane St. Louis, Mo. Usa

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Fred Hunike Margaret Thanas George Gaus

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

(Yes, k 3 [ (If you, give war or dates of sarvi]
e, nkof vnknewn, yo v Gaw_ge Gaus’ wwe

18. CAUSE OF DEATH (Enter only one causs par line TOr (3], O], IR (X% INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

(MMEDIATE CAUSE () GAXC inomatosis

T |DATE AMENDED

DOCUMENT

Conditions, i any,1  DueTO @y P@PLllary adenocarcinoma of endometrium | 4 yrs,

which gave rise 1o

- S /7 A

lying cause lest.

PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but n3t related to the lerminsl PART )1, If decamsed was femole wm
disease condition given in PART | [a) there a prwnnnt) in last 90 days.

Arteriosclerotic hypertensive cardiovascula R | O Unknown
19. WAS AUTOPSY 200. ACCIDENT  SUICIDE  HOMICIDE 20%. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 11 of item 18.)
PERFORMED? [m| O 0
YESY] NO([
20¢. TIME OF Hour Month, Doy, Year
INJURY a.m, -

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

p.m.

20d. INJURY QOCCURRED 20e, PLACE OF INJURY (e.g.. in or about home, | 204, CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK farm, factory, sireet, offica bidg., etc.)
NOT WHILE AT WORK []

21, | attended the d d from 5 24 58 7 5 ta 8 6 61 and et saw R:-:. alive on 8"6" 63

Be m on the data siated above, and to the best of my knowledge, from the causes atated.

MEDICAL CERTIFICATION

Death oteurred at

222 SIG [Degree or title) 22b, ADDRESS 63h N. Grard B].Vd. [22c. DATE SIGNED
gfg %—G‘_L,W'/ St. Louis, Mo, BuTeb3

730, BURIAL, CREMATION, | 23b. DATE T3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION [City, town, ar county) (State}

"Hirial™ ™ | 8-9-63 St. Paulls Churchyard St. Louis Co., Moe
24. FUNERAL DIRECTOR ADDRESS N E RECD. BY LOCAL REG. 26, GISTRARS 51 A"I'LIR .
JAY B. SMITH, Maplewood, Moe ‘AL 7 1963 4,,7 M 12

(Licansed Embalmer’s Statement on Reverse Slde)

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




-STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision.

Studens

Signature of Student Embalmer

Licensed Emba
-+ P, Q. Address

Nole - The above MUST -BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR!TING
with the above constitutes grounds for revocation of license). N
If embalmed by a STUDENT, he also shall sign in his OWN’ handwrmng
o If 1h|s body |s not embalmed fact should be so stated above




