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NG UNFADING BLACK INE-—MAKE A PERMANENT RECORD

WRITE PLAINLY—USI

fILED MAY

BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI

3

1943  STANDARD CERTIFICATE OF DEATH .
REG. DIST. NO. (22 PRIMARY REG. D1ST. w0, S0 O~ gojisrars Na._".._il?,'?&.

State File No.........

1263

I. PLACE OF DEATH

a. COUNTY

Jackson

7 USUAL RESIDENCE (Woas 2
. STATE .
e ST Missouri

d lived. If & ! feaidence before
dinksfon).
b COUNTY  Jackson {7t

b. CITY (1t cutelde corpurste limits, write RURAL and give §T AI#—:NGTH OF c. Cb Tg (I cutalde corporate Umita, write RURAL and give towaship) L
. nabip) {in this place) .
town Kansas City \i"' R Kansas City j
d. FULL NAME OF (If pot in hospital or lmﬁmtion xive sireot sddross or locatlon) d. STREET (I rural, give loeation) .
HOSPITAL OR ADDRESS
INSTITUTION  General Hospital No. 1 1606 Holmes
3. NAME OF a. (First b. (Middle) c. {Last)
DECEASED M) . Sn 4. DATE (lﬁmh) (gn ) lﬁsr?t%
( Type or Print) arie S. umway DEATH
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH S. AGE (Io years| Ir (DMDER | YEAR | ©* ONDER 4 mis.
/ WIDOWED, DIVORCED {(Spacify) Laat birthday) |Months| Days | Hours | Min,
romale white Feb. 2, 1872 7 [ |
10a. USUAL OCCUPATION (Cive kind of work 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btats or forelgn couutry) 12, CITIZEN OF WHAT
dote during most of working 1ife, sven if retired) DUSTRY 0 COUNTRY?
at home Mi ssouri s Se A
1‘!3& FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME GF HUSBAND OR WIFE
Frank Schneider Elise Klee unknowm,
I5. WAS DECEASED EVER [N U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' 5 S!GNATURE OR NAME ADDRESS
(Yes, B0, ¢r unknown) I (I you, £lve war or dates of service) NO,
no none Alice Stevenson 4610 E, 7th.
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
| Enter only onecouseper | 1. DISEASE OR CONDITION «
liae for (a), (), and (&) | DVRECTLY LEADING TODEATH*,y __ Coronary occlusion
*This does not meen ANTECEDENT CAUSES ‘
the mode of dying, such | Morbid conditions, if eny, gieing DUE TO (b} 5
o Beart fellure, asthenda, | rise fo the above cause (o) stating . . . - }fu~ T B
cle. It meana the dis- | e underlying cause ast.
case, infury, or 1 DUE TO () i - .
tion which caused death, | 1. OTHER SIGNIFICANT CONDITIONS -~ - 2 N cT
Conditions eontributing to the death but not
related to the direase or condition causing death.
19a. DATE OF OPERA- ’| 15b. MAJOR FINDINGS OF OPERATION T M -0 20. AUTOPSY?
TION
o ves B3 3o [
21a. ACCIDENT (Bpecily) 21b. PLACE QF INJURY (es..inoraboat | 2ic. (CITY, TOWN, OR TOWNSHIP) (COUNTY) {STATE)
SUICIDE bome, farm, factory, streat. offics bldg. ew.} - . .
HOMICIDE ] :
21d. TIME “{Month) (Day) (Year) (Hour) 2le, INJURY OCCURRED | 2i. HOW DID INJURY OCCUR?
- OF . AN WHILEAT[—] NOT WHILE
INJURY m. WORK AT WORK

2.7 hereby certify that I atlended the deceased from April 12 , 18 !49 to _April 20 , 18 ,49 that I last sew the deceased

alive on MM 19

, and that death eccurred at

m., Jrom the causes and on the date stated above.

2. SIGNATURE Wile We v (Degroe or title) | 23b. ﬁntgamn '] H 23, DATE SIGNED
— ‘Z - e ir. Gen 0Ssp. -20-
//(/73‘ ‘ J.‘ );t”/(j U : P
24a. BURIAL, CREMA- | 24b, DATE 24c. NAME OF CEMETERY OR CREMATORY - | 24d. LOCATION (City, towD, or county) (State)
Hi5N: REMOVAL . ) , K
buria 4-22-49 Mte 17 Dlivet . anses City, Mo.
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE 25. FUNERAL DIRECTOR' S S1GNATURE ADDREXS
S-S . ¢ Zolrreor | Be P. Doehler K. C. Mo,

(Licensed Embalmet’s Stetement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

o ——

working under my persona! supervision. M a%‘
Signed oL

Signades.ssses s.;;.d.e.';;..E.a;;..';;;’....'......... Licensed Embalmer No //é 6
, P. O. Address /,Wj\cre pr}

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

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

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




