THE DIVISION OF HEALTH OF MISSOURI

S. No.300 n : p
v | FIEJADR'16 1949  STANDARD CERTIFICATE OF DEATH  ur e o L2 L2
'SIRTH RO. REG. DIST. NO. __AZL PRIMARY REG. DIST. _AQ_L Kegistrar's No. _........1&11_
1. PLACE OF DEATH : 2. USUAL RESIDENGE (Whaers decossed lived. I § Tdenos Satore
. COUNTY STATE . ad:imion
* Jackson * Missouri bCOLINTYJackson [
b. CITY (If outcids corpurata limits, writs RURAL scd give gzml;(ENGm OF ¢. CITY (If outaide oorporate Hmits, write RURAL anJd give townahip) ;e
ngh!; iln )| - z ]
Town  Kansas City Cmls SYFARS |- TOWN Kansas:City :
ﬁ d. FULL NAME OF (If not in hospisal or institation, give strest | nd.dr-or location) d. STREET (It rursl, give Jocation) G
o HOSPITAL OR ADDRESS
o INSTITUTION.  General Hospital No. 1 - 2829 Kensington {-
ﬁ SDNEAC%ESOEFD 8. (First) b. (Middle} ] c. {Last} 4. DATE (Month) (Day) (Yean)
H (Typeor Py Mabel KA TH ERINE Kuehneman DEATH 3 20 1949
& 5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 0. AGE {In years] I UNDER 1 YEAR | & Gwoen 3 Wia,
B . DOWED, DIVORCED (Bpectty) £ last birthday) |Mantha| Dess | Hours | Btin.
5 Femade | Warre | Manpocs T |Dea-5- /878 |70vears|” ] l
2 |t 10a. USUAL OCCUPATION (Gitve kind of work | 10b. KIND OF BUSINESS OR IN. | 1. BIRTHPLACE (Btate or forsign country) 12, CITIZEN OF WHAT
<4 #dnﬂn‘ most of working 1ife, even if recired) DUSTRY / COUNTRY?
o OUSEWIFE " Neoworw  [owra U.5. A
< 13a. FATHER'S NAME e . 13b. MOTHER'S MALIDEN NAME 14 NAME OF HUSBAND OR—W-EE
[ - . P
C@iMpiss 878 BRroven | Paue I EHn EMan
,E}f 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | T7. INFORMANT 'S5 S|GNATURE OR N ADDRESS,
< (Yee. 10, 0r unknown} | (If yes, mive war or dates of service) NO. P A *} ‘?5?“ NQ rbll Aff
! o Nowe AVL A KUENNEMAN 7
| 18, CAUSE OF DEATH ASE Of CONDITION MEDICAL CERTIFICATION INTERY; Mgfggim
i i Enter only onecauseper | !. DIS! O .
7 |[ imotor (s, (b, and (o) | DIRECTLY LEADING TO DEATH" (s Pulmonary congestion and edema
i «Thia does mat mean | ANTECEDENT CAUSES
Q|| tne mote of aring, such | Aforsiz consitions, i e, gistng DUE TO 0 Myocardlal fibrosis
] s heast fatiure, asthenia, lﬁh‘c‘umﬁg;a caute cg]) sating Ao - .-
& |iete. It means the dia- ronary terlosclerosis
o ease, infury, or complica- S DUE TO (c}. CO ar
5 || tion wohich coused death. } 11. OTHER SIGNIFICANT CONDITIONS : .
< Conditions contributing to the death but not 9 D\
3 related to the disease or condition causing death.
25 || 19s. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION ' i : 20, AUTOPSY?
Z TION ves X O
= . . - . . . YES wo
o || 2ta: ACCIDENT (Bpacits} 21b. PLACE OF INJURY te.s.. ks orabout | 21c. (CITY, TOWN, OR TOWNSHIF) (COUNTY) (STATE)
b SUICIDE home, farts, factory, street, offiee bldg..eme.) -
R CHOMICIDE .- — . . | ... . . i
g 219. TIME (Month) (Day) (Yes) (Houn) | 21e. INJURY occunnzn 21f. HOW DID INJURY OCCUR? - “‘ -
. oF WHILEAT[™] NOT WHILE
i INJURY WORK AT WORK
S 22, I hereby certify that.I.atiended he deceased from _ March 1 D) 1909 to _ March20, 19_119_ that T last saw the deceased
é alive on March 20 19_9, and that death occurred al _E_M-m ., Jrom the causes and on the dale stated above.
"
%
&
2

m% Wm. W.% (Deplennma)(l

Zib ADDRESS

Med. Dir. Gen'.l Hosp.

23%. DATE SIGNED

3-21-h9

Y OR-CREMATORY -

%"NBE E JOA\IFM‘CREMA— 24b, DATE | 24c. NAME OF CEMETER
{Bpacily)
JRIAL -22/Y4 9 Mz. Wl.rﬂmarby
DATE REC'D BY LDCEAGL REGISTRAR'S SIGNATURE ..
3-22 . ¢yF L0l

TION (Olty, town, or county) .(Bhta)
ElZR &S, LTY MlsSouml _
0/- B

25 FUNERAL DIRECTOR'S SIGNATURE




STATEMEN'&‘ 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___

Student Embalmer No.

working under my personal supervision.

SEUGENE e rannensenrncenracerncnsnrnnnnene Signed J dwﬁ

Student Enbaln-r
Licensed Embaimer No. é/ w53
P. O. AddressA— ,Z:@.qm

Note: The sbove MUST BE SIGNED BY THE. LICENSED EMBALMER in his OWN HANDWRITING. (Failure to gorfiply with
the above constitutes grounds for revocation of license.}

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




