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DEPAR‘I‘MENT OF COMMERCE

F ‘B UREAU OE".IE EBC Eg}fﬁ?

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

5053

Stale File No

Registration District No...... Primary Registration District No...._.lb...a...z—-u. . Registrar's No. 661
1. PLACE OF DEATH: 2. USUAL RES[D].I‘:NCE OF DECEASED: K
Jackson L - o S
(a) Cc.;untv " T S (a) - Statez= Migssouri. . .. ®F Colinty.” Jackson L
(b): City or town__...". 8ag 2 . - ~
(5) City or town Kansas City z

(¢) Name of hospital or institution:
3889 FBast 62nd Street

{If not in hoepital ar institation, writa street pumber or Inﬁ:aothn)
{d) Length of stay: In hospital or institution :

4 yoears

(It outside city or town limits, write "RURAL" and nam/l township)

{Specily whethar

In this community.
years, montihs or days)

(If outsida city or town limita, write “"RURAL"™)

3889 East 62nd Street,

{If rural, give location)

NOe

(d) Street No.

(¢) Citizen of foreign country? (Yes or No)

X

If yes, name country

3. {g) PRINT

Mrs. Louise S. Schuyler

MEDICAL CERTIFICATION

FULL NAME -
RTET T S 20. DATE OF DEATH: Month FEDYUEYY . 11
- veteran, . (£) Socia urity
year 1947 hour. 9 H 30 minute. A. M
name war, Q. No Noe b ,)/
21. I hereby certify that I attended thc%i.:’zased /
5. Color or . 6. {a) Smg[e. widowed, married, 7"7 47 19 %7
4 sec femal o “hite| 2 surced. T2 1dowed ¥
. Sex < e e that T last saw h.. - aliveon e 19057
6. (b} Name of husband or wife .2 .%o, 6. (<) Age of husband or wifeif || 20d that death occurred on the date and hour wlltcd’ above. Duration
unknown alive_.__> ... _years || Immedigte cause of death . __ st e
7. Birth date of deceased July 21 ST
(Month) (Day) (Year) Vf
8. AGE: Years Months Days H less than one day ¥
0 Z. 234?1‘
63 | 6 | M - e e 5
Ohio Due to Y i s
© 9.” Birthplace ...l - [_ |- VAL - -
(City, town, or conaty) (S1ats or loreign ocunl::y)
; at home,,, S e Other conditlons... -
20. Usual occupation (Loclude pregosacy within 3 mothe of deaih)” Q_ﬁ
11. Industry or business x % & r 5 PHYSICIAN
- d 4 S
g 2. Name. . . - Henry Denkamp R S ; AN ——
. . - — - - - B A " 7" Underline
b T - — — - Gemany "q? \ thccausel:o
= U 13.7 Birthplace & p - -- 'which death
tate or foreign country) Of autopsy should be
£ { 14, Matden mame Choree "Eﬁg’elage Y e T rged sta-
tistically.
| Y
g 15. Birthplace @i m“ = conaty) Ge (Sm‘); foceien mum.”) 22, If death was due to externzl causes, fill in the following: :
16. (&) Informant___ ROY_Ge Schuyler: (¢) Accident, suicide, or homicide (specify)
@) Address_5889 Eo 62nd St., KensasCity, Bo|| & Date of oocurrence
. removal (%) Date therest, Z= )a-47 (c) Where did injury occur? e o
. (Burisl, cremnation, or removal) (Mooth) (Day) (Year) (¢) Did lsjttry occur in or about home, on fartn, i industrial place, in nubhc pla.ce?

Place: huna,l or cr—ma!mn Clnc inns tl 3. Ohlo 'y
Signature of funeral director Stlne & McClure

Address 3235 Gilll’tam_,Plam,_K.._ Q..

=l 2. -YT

19, {(a)

(Data received local registrar)
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Dr. James D, Smith
¥

STATEMENT BY LICENSED EMBALMER.

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

, Registered Apprentige No,....

working.under my personal supervision.
i Signedyes > .|

P. O. Address 7 .-

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wit
the above constitutes grounds far revocation of license.) .

F .

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




