MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFAR

00 NOT WRITE
©ON THIS STUB

AMENDED

V§ 300
Rev. 4/59

USE BLACK INK
TYPEWRITER RIBBON

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

DIRTE AMENDED

Registration Distriet No, _ oo L. 50

#63-045511

12096

Regilrrar'l No. _____-"=""w5%

STATE FILE NUMBER

I e DEC T 21563

"I. PLACE OF DEATH
2. COUNTY

8. STATE Missouri b. COUNTY

2. USUAL RESIDENCE (Where deceased lived.

If institution: Residence before
admilssion)

b. CITY (If eutside carparate limits, give TOWNSHIP anly)

St.Louls

R
TOWN

Length of stay in 1b

c. CITY
OR
TOWN

Inside Limirns

3 Wesks 1 I

St.Louls

Yas E‘/No 0

c. FULL NAME OF ||Dn)

Inside Limits

d. STREET

(If cutside, give location},

Reside on Farm

HOSPITAL OR

.EIOLIS he pual gnre 1

tle Rock

INSTITUTION iy apit&l

Yes [ Nu[]-

ADDRESS “£027 Thekla

Yes (1 No @

1

INSTEAD OF

SHOULD READ

ITEM NO.

DOCUMENT

BY AFFIDAVIT QF

3. NAME OF DECEASED
{Type or print)

First

Carrie

Middle

Belle

Gustafson

4. DATE
OF

Last

Month

CEA™M Ngcember 6,

Day Year

19563

5. SEX 4. COLOR OR RACE

Female White

7. Marriedd}

Widowed [1 Divaorced []

Never Married []

8. DATE OF BIRTH | ¥ AGE [lasr birthday)

If UNDER i} 'YEAR IF UNDER 24 HR

9-2-1887 76

Months Days Hours Min,

10a. USUAL OCCUPATION (Give kind of work done
during syfof working Ilfe, Eveﬂ if retired}

10b. KIND OF BUSINESS OR INDUSTRY

11, BIRTHPLACE (City and stale or country)

SuCre 1 8014 vy

12. CITIZEN OF WHAT COUNTRY

S A

THER'S Nﬂﬁ&b =€
N ver wm5/

13b. MOTHER'S MA|

KL

EN NAME

U”’(/"‘”W Carl

14. NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER IN U.5. ARMED FORCES?

(Yel,wc::r unknown) (If yes, give war or dares of servi

16. SOCIAL SECURITY NO.

Crrl &ostepson

Address

ART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (s)

which gave rise to
above cane (a),
stating 1he under-

Conditions, if any,]
lying  cause last.

DUE TO {c)

18. CAUSE OF DEATH (Enter only one caule per line

TOT (o] (0T o i

M pESTIVE

/f,/f,qef' 7Z7//F-M/Pé‘_

INTERYAL BETWEEN
ET AND DEATH

WEECS

DUE TO (b} /%‘FiﬁDSLfF?OT;L )féﬁ?r\akfﬁse

Ye /xS

#2000

PART 1I.
disease condition given in

EZ R KA

/4/‘? TR0 SABRCS <

OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted to the terminal

| D1 #Beres Mest,

PART | {a)

PART Il

I If  decessed way  female was
there a pregnancy in lact 90 days.

’D Yes | Dfﬁ: | 0O Unknown

19, WAS AUTOPSY 20a. ACCIDENT
PERFGRMED? (n}
YES NO 3

SUICIDE
a

HOMICIDE
O

20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Mjury in PART I or PART 1| of item 18.)

20c. TIME OF Hou Month, Day, Yeer |
INJURY a.m.

p.m.

MEDICAL CERTIFICATION

20d. INJURY QCCURRED
WHILE AT WORK ]
NOT WHILE AT WORK (J

20e, PLACE OF INJURY {e.g., in or about home,
{arm, factory, street, office hidg., etc.)

2. CITY, TOWN, OR LOCATION

COUNTY

_Décember §

21. | anended the azed from

November 16,19 %3

1455

Dealh :occurre

Deﬁember 6 lg-ﬁg’lan 1aw hi alive o

m on the date stated sbove, and to the best of my knowlsdge, from the causas stated.

22x. SIGNATURE,

22b, ADDRESS

22¢. DATE SIGNED.

/2743

y|Degree or titla) 4)

/kﬁ&&

4!?94/.5 g}law} 4,

23a. BURIAL, CREMATION,
MOVAL {Specify)

“EN0

EVIE

23c. NAME O

ﬂ7u v

EME, ER'I’ OR CREMATD
2 e7c,

/Van/

r coumy] Sutc]

24, FUNERAL DIRECTOR

ADDRESS

John Styger & Son 5541 Riverview Boulebard DEC 7

25, DATE RECD. BY LOCAL REG.

23 ZON {City, fuw
J: vur
%3 GIST R’S Si MU

[Licensed Embalmer's Statement on Reverse Side)




T,

STATEMENT BY LICENSED . EMBALMER

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

or by Student Embalmer No,

working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer No.

P. O. Addres@ézg"-f"—- ,/) -

- T R

Note The above MUST BE SIGNED BY THE I.ICENSED EMBALMER in his OWN HANDWRITING (Failure to comply
with the above constitutes grounds for revocation of license). i .

If embalmed by a STUDENT, he also shall sign in his OQWN handwriting.

If this body is not embalmed, fact should be so stated sbove.




