ALED AUG 21 1950 THE DIVISION OF HEALTH OF MISSOURI ’ o 501’61

.5, Ne.300

v, 10.48 STANDARD CERTIFICATE OF DEATH - .. rie we
BIRTH NO. REG. DIST. NO. Zﬂf PRIMARY REG. DIST. NO. z’_;,'ll Remﬂmr:N’o...j/f.‘a.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers daceased lived. 1f inatitution: residence befors
b 8 CONTY  Jacksorn » STATE 114 ssouri b COUNTY Jagkson “imimon:
b. CITY (I outeide corpurate limits, write RURAL and give ¢. LENGTH OF ¢, CITY {1f outslde corporate limita, write RURAL sod give wwmhm
OR " townahlp!| STAY {lu this place) OR
TowN Kansas City o5 _up Town Kansas' City
FHOL%PN_FANE_EO%F {If oot in hoapital or tnstitation, give atreet address or locstion) d.AS’;l‘[;?REEE:Srs ] rural. ive foestlon) ) Ju O .
INSTITUTION St, Joseph Hospital 1701 Jackson Avenue
3. SEAC%E S%IB o. (Finst) b. (Middle) _ ] c. (Last) - 4 DA-,-E (Month)  (Day)  (Yex)
{ Type or Print) MATTHEW He. KEEFER , M. D. pg,m, July 22, 1950
5. SEX 0 6. COLOR OR RACE ) 7. #FD%R[EB' glscrfggcnésnglso.) 8. DATE OF BIRTH 9. AGE o yen| 7 vexa | TR | & woo o s
. (Bpacity! ) ag Days | B Min,
Male White MarFled ] Jan. 19, 1884 | P =)
102. USUAL OCCUPATION (Givekind of work- | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE
:on.dlu-in] mostof working life, -mﬂnur:l: b DUSTRY '(Bh“ of forsias eoancay) / ‘Z'Cgll.‘lrd'rz%ﬁior WHAT
Physician : Kansas City, Kansas Ue Se
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME T4. NAME OF HUSBAND OR W|FE
John M. Keefer Lena Kuhr Josephine Frame Keefer
! :3 WAS DECEASE:J EVER IN U.5.ARMED FORCES? | 16. SOCIAL SECURLTJ 1I7. INFORMANT S §i GNATURE OR NAME ADDRESS
unkoown) ror sorvioe .
| “Fos ™ MorIdwAS L none Mrs. Josephine Keefer 1701 Jackson
! 18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
f . Enter only onecauseper | |. DISEASE OR CONDITION ONSET AND DEATH

Noe for (8), (b, and {c) DIRECTLY LEADING TO DEATH'(,)
*This does not mean ANTECEDENT CAUSES
{he mode of dying, such |  Morbid conditions, if any, giring DUE TO (5) _-éfﬂ /L««ér % M
o8 heart faliure, asthenia, | rize to the above cause (o) stating
dde. It means the diz- | the underlying couse last. W ) i
eate, infury, or complica- DUE TO (c) otk A \}

tion which oaused death. | 11. OTHER SIGNIFICANT CONDITIONS - - ' ? ! i~
Conditions contributing {0 the death bul not \

related do the dizease or condition cauting death,

19a, DATE OF OPERA- | 1%b. MAJOR FINDINGS OF OPERATION R 2. AUTOPSY?
TION, e W
by ‘ ves:- L1 wo [
2ia. ACCIDENT (Bpwci{y) 21b. PLACEOF INJURY (s.g..inarabont | 21c. (CITY. TOWN, OR TOWNSHIP) (COUNTY) - (STATE)
SUICIDI s home, farm, faotory. atrest, offics bldg..eta.) : i
HOMICIDE ,
21¢. TIME (Moath} (Day) (Year) (Hour) 2ia, INJURY OCCURRED | 21t. HOW DID INJURY OCCUR?
- k WHILEAT[ ] NOT WHILE
INJURY WORK AT WORK
2. I hereby certify thpy I attended the deceased from in 1%_ 7 2' Iﬂ_mat I last saw thc daceased
_éa/ahue op "9 , and that death occurred the causes cnd on the date stated above.
1] " )

SI T -Z . Wi}li amrm:? ortitle) | 23b. ADDRESS Zi. DATE SIGNED
/ Lea/) MD Prof. Bldgo X. C; Mo. B ) '\'

TIONE:‘?JERMI S\F-ALCREMA- 24b, DATE ) 24c. NAME COF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or connty) N (Etate).
ri July 25, 1950 Lit, Olivet Cemet,er,v Kansas City, Mo.

. WRITE PLAWLY—US!N_G UNFADING BLACK INE—MAKE A PERMANENT RECORD- .

| Burigl [)
DATE REC'D BY LOCAL | REGISERAR'S SIGNATURE JINE DIRECHQR'S 816NA AbDRESS  \
7 A ﬁ é_z _, Llasétinsas City, Kan.
! '.‘——' i =

([.n:cnnd Embalmer's Statement on Feverse Side)




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, esb

. .. : Student Embalmer No........ Patsetiatenaenan
working under my personal supervision. udent tabalmer No

Signed....... 3V
S1gNEdeucrarerneesriacnnes Cievnenas ' ?
gne Student tnbainet . Licensed Embalmer No \5% /

" P. Q. AddrmZﬁC’QWJ@?& f @ﬂ

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

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




