WRITE PLAINLY—USING UNFADING BLACK INE—MAEE A PERMANENT RECORD

ALED 26 g THE DIVISION OF HEALTH OF MISSOURI 8718
MAR <0 1343  STANDARD CERTIFICATE OF DEATH Sate File o
"BIRTM MO . .. .. . REG. DIST. O, _L&G__ PRIMARY REG. nm’ﬂ_mﬁ. Registror's No._._z.d._._._.._.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare decoased lived. If institation: residence before
a. COUNTY a. STATE _ ., i b. COUNTY adimimlon)}
Jackson Missourdi Jackson L k’ |
b. CITY (If cutslde corpurate Limits, write RURAL and give ¢. LENGTH OF ¢. CITY (If outalde corporate Limite, write RURAL and give Ic-'uhlp)
mmhip] STAY in this place) OR m
TOWN Independence famiteriw ___TOWN ___ Kansas City 3
- d. FULL NAME OF (If not in bospital or inatitution, dvo strwat address or losation) d-A%Ti;REEESrS (1f rurst, give location)
NSTITOTION Independence Sanitarium 738 Lewis st. /
3DNEJ‘\SI\EEQ%FD a. (First) b. {Middle) ¢. (Last) 4, DS}-E (Month) (Day) (Yaar)
MhuwamJ Lutzie Kranz DEATH Mar., 9, 19L9
6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (In years| * UNDER ¢ YEAR | O momER 1 wmL
0 WIDOWED, DIVORCED [Bpaciiy} last birthday} Monl.h, Days | Hours | Min.
male white Widowed Ao Dec, 2, 1874 i |
10a. USUAL OCCUPATION (Qwekind of werk | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (8iate or foreign sountry) 12, CITIZEN OF WHAT
done during most of working life. even if retired) DUSTRY N N C) COUNTRY?
; er Higgingville, Mo. American
13a. FATHER S NAME 13b. MOTHER™S MAIDEN NAME 14. NAME OF HUSBAND OR WiFE
¢ John Kranz u i
I5. WAS DECEASED EVER IN U.5. ARMED FORCES" 16. SOCIAL SECURITY | 17, INFORMANT'S SIGNATURE OR NAME ADDRESS
(Y, 0o, or unknown} | (If yes, sive war or dates of service) NO. .
e na _ —— Mr. Al. Kranz, Kansas City 3, Mo.
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
1. DISEASE OR CONDITION TH
.ﬁmﬁizg;'mnﬁ?g DIRECTLY LEADING TO DEATH"¢5) Di esbetes: Meﬂ?li_kt 4 8, “‘lith ganp‘rene; vezrs
R — ANTECEDENT CAUSES of left leg
*This does not mean | ANTEC Perirheral Vasculsr disesse 6 months
the mode of dying, such | Aforbid conditions, if any, giring DUE TO (b)
a# Beori fallure, asthenia, | ride to the above cause (o) stating . S .. . -t - *
de. It meana the dis. | the underlying couse last. Senescence _ﬂ! o X
tﬂl‘.“ﬂft‘m“cfﬂnﬂkﬂ' . DUE. TQ () ke A R
tion which caused death. | 11, OTHER SIGNIFICANT CONDITIONS G P T
Conditions contributing to the death but miot eneral aPtPI’ 086181“0313
related to the disease or condition cousing death,
19a, DATE OF OP'IEI%AI'J 19b. MAJOR FINDINGS OF OPERATION ' 2, AUTOPSY?
3-4-49 ..Gangrene of left foot and leg to knee ; ves L1 wo
21a. ACCIDENT {Bpacity) 216, PLACEOF INJURY (e.g..inoraboat | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) . (STATE)
SUICIDE homs, farm, factory, street, ofos bldg., e1a.)
HOMICIDE )
21d. TIME (Month) (Day) (Year) (Hour) 210, INJURY OCCURRED 21t. HOW DID INJURY OCCUR?
oF S . WHILEAT ] NOT WHILE
INJURY WORK AT WORK
- - - 40 .
22, [ hereby certq\jy that I attended the deceased from 12-28 19 49 5-9 , 18,27 that I last saw the deceased
aliveon _ 7 , and that death occurred al ll.lQA m, from the causes and on the date stated above.

23c. glﬂa SIG£E09

Ba. SIGNATU% (;/ / Degmnnina Ann%argp -.101‘1@1 Bm:\k Bldg.
24b. DATE

BURIAL. CREMA-
TION REMOVAL (Bpedty)

removal

24¢, I\A'HE oF CEMETERY OR CREMATORY «Z4d. LOCATION (City, town, or county) (State) -

Higginsville, Mo. :

DATE REC'D BY LOCAL
REG.

FUMERAL ola:cron 8 SIGMATURE ‘ADDRESS
@ W___Igdependence, Mo.




_
‘{"};\.

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 ——coeee....

....... , Studant Embalmer No. -Z 4) 2

working urder my persona! supervision.

Sign iﬁ.r.

Student Eu\blluor

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

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



