MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ; Y= Oy
OEPARTMENT oF PU BL':&::a:i:nT:i_u:: :o.w_?z_ Primary Registration District No.‘-iz‘ﬁukeqiuur'l No. __-.,_/ STATE FILE NUMBER

DO NOT WRITE
ON THIS §TUB AMENDED

1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before

a8 COUNTHOHITEAU a. STATE Mi Baouri b. COUNTY Honi teau admission)
b. CITY {If outside corporate [imits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits

1oWN L, INN TOWNSHIP 2HRS. 1own J ame gt own Yo O No &

c. FULL NAME OF {If NOT in hospital, give location) Inside Limits d. STREET (If cutside, give location) Reside on Farm
HOSPITAL OR

INSTIUTION 2403 B of Jamestown esOl Nofff 3M{""Bast on State Route 41 Ye1 (§ No O

3. NAME OF DECEASED First Middle Last 4. DATE Manth Day Year

(Type or print) JOHN EDWARD GENTZ SCH D?.:TH October 17 » 1962
5. SEX 5. COLOR OR RACE 7. Martied B Never Married (] |8. DATE OF BIRTH | 9~ AGE (lest birthday) | IF UNDER 1 YEAR | IF UNDER 24 PR
Male White Widowed [] Diverced [ /10/1891 71 Months I 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 COUNTRY

Bsu&mi‘ o&wTMafven if retired) own Real Eatate Monite‘u county' MO.' Us‘
132, FATHER'S NAME Bugnemeets et an: 14. NAME OF HUSBAND OR WIFE

J. M. Gentsach Margaret Haldiman Lulu Hogsman
15. WAS DECEASED EVER IN L.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address

(Yes, no, or uﬁnoown) I(If yes, give war or dates of service) hgs_lh_lslu HI‘B. Lu_],u Gent 2 sch. Jame Bto'n. Mo.

18. CAUSE OF DEATH (Enter only one cause per line f INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: QNSET AND DEATH

IMMEDIATE CAUSE (a)
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Conditions, if any, DUE TO (
which gave rise to

sbove cause (a),
stating the under- a
Iying cause last, DUE TO ¢ =

PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART LIl. If deceased was femala was
disease condition given in PART | (a) there a pregnancy in last 90 days.

I O Yes I O Neo I 0 Unknown

19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
PERFORMED?, a a a
_ YES[J NO

20%. TIME'OFy H{pr Month, Day, Year
INJURY 0 B mr L e o
p.m. N . -

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

£

"
[ -
¥.” MEDICAL CERTIFICATION

20d, INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or sbout home, | 204, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factory, street, office bidg., ete.}
NOT WHILE AT WORK []

I a’ﬁended the deceased from ?- /_ .h d ?&Mﬂd last saw m-s'live OH_MML

—De;t'h ocgurred ot \q on the date stated sbove, and to the best of my knowledge, from the causes stated.
/iﬂl‘

-

USE BLACK INK
SOR

TYPEWI?ITER RIBBON

22b] ADDRESS 22¢. DATE SIGNED

: . 1o lre-r3¢y

23a. BURIAL, - 3b. B 3:. NARE OF CEMETERY OR CRE B ATION [ u{lcwn, ar county) {State}
REMOVAL (5 P ’

Burial 4 10 20/1962 agonic Ceme

24. FUNERAL [RECTOR E RECD. BY L REG.
Hugh EB. Williams, Californiae, Mo. /&/ /

{Licensed Embalrmer 1/54mm on Rev/erse Side)

SHOULD'®RRAD

BY AFFIDAVIT OF

ITEM NO.
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hereby certlfy th ~\"bt::dt’ “whosé nare® it rec'Brded on%the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student
Signature of Student Embalmer
“ ':c:‘\ il ' —-o Q‘ "‘ \, )\4
.
A Y N,
-y Note: The above MUST BE SIGNED BY JHE LICENSED EMBALMER in his OWN HANDWRITING
wnh tﬁe Q‘bqve ;on@tytes g_roupds..'ior revocaﬂomof'hcﬁn ). s N '\é c..) ;1‘
If émbalmed by a STUDENT Ve also shall sngn in hig OWN" handwhnhb‘ﬁ -
- If Thls body |s not embalmed fact should be so stated above. \ i :
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