N1} 3) {\:UV 3 1957 THE DIVISION OF HEALTH OF MISSOUR! 23848

STANDARD CERTIFICATE OF DEATH State File Nowwmn
v. 10.48 - - L 4506
' BIRTH NO. REG. DIST. NO. /yz PRIMARY REG, DIST. o, _[OO2 Registrar's No i mmemsmrsemnunn
i 1. PLACE OF DEATH j 2 USUAL RESIDENCE (Whem d d lived. If & idabce befare
& COUNTY  seckson * STATE Missouri b. COUNTY Jaokson dmimion).

b. CITY (If ocutride corpurste limits, write RURAL and give

township)
TOWN Eansgs City

¢. LENGTH OF c. CEI;! (I1 outside corporate limits, write RURAL and give township)

i e R Kansas City +ﬂ ¥

d. FULL NAME OF {1f not in hospital ot Institution, glve sttact address or lscation) d. STREET (If rura), give location)
HOSPITAL OR ADDRESS
INSTITUTION St.Mary's Hospital 3115 Charlotte St,
3. NAME OF 8. (First) b, (Mtd.dle) €. (Last) 4. oATE (Month) (Duy)  (Year)
. (Type or Print) Jack - Wasil Sigodn DEATH _Octe 20 1951
. 5, SEX 6. COLOR OR RACE | 7. #IAD%R':EB EIEG'CE’EQEMBRREED 8. DATE OF BIRTH ‘ 9.I:GE (la vc)lrn ;;‘ uxl:.n 1 TEAR | OFoUnDeR momas,
{Bpacify) t ¥, oh! Days | Hours Mig,
Male /) | White Widowed s | May 9 1888 [ |
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- 11. BIRTHPLACE, (Btats or foreign sountry) 12_ CITIZEN QF WHAT
ing m { yorking life, even If retired) UNTRY?
cabinet Yaker Kellog Switchbom®d| Co Russie i
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
No Record , No Record | May S4gode
15. WAS DECEASED EVER IN U_S.ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
[Yew, o, or unknown) | (If yes, wive war or dates of serviee} NO.
No 494127674 Mrs Berhice Fehrenbach Kensas City, Moe
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
 Enter only onacausoper | |, DISEASE OR CONDITION _ - ONSET AND DEATH
line for (a), (b}, and (¢) DIRECTLY LEADING TO DEATH (a) {J M .

*This dots not mean | ANTECEDENT CAUSES iz ﬁ 2 b
the mode of dying, such {  Morbid conditiona, if ary, giving DUE TO (b)

a8 heart fallure, asthendia, | Tise to the above cause (a) stating

de. It means the dis- the underlying catrae last.

eate, injury, or plica- DUE TO (c) i
tion which coured death, | 11. OTHER SIGNIFICANT CONDITIONS - . . q m O

Conditions contribuding {o the death but not
related to the disease or condition crusing death.

19a. DATE OF OP%%?\; 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
ves L] wo (B
21a. ACCIDENT {Bpacify) 21b. PLACE OF INJURY (s.g..fnersbent | 21c, {CITY, TOWN, OR TOWNSHIP) ({COUNTY) (STATE)
SUICIDE, home, farm, factory, strest, offics bids.. s10.)
HOMICIDE
21d. TIME {Month) (Day) (Year} (Hour} 2te. INJURY OCCURRED | 21f. HOW DID INJURY QOCCUR?
WHILEAT[—] NOT WHILE
INJURY WORK AT WORK

‘2. T hereby cﬂj’y %%I altended the deceased from L& = Fee 1905/ 1o ML, 19877, that I last saw the deceased

~ Olive on. . IQJ:L, and that death occurred at Mm ., Jrom the eavses and on the dale stated above.

T hiteman  (Degrogortitte} |.23b. ADDRESS |?3c DATE SIGNED
uD ,511/W% 2757

WRITE PLAINLY—USING UNFADING BLACK INK—MAEKE A PERMANENT RECORD o

RE thREMA- 24b. DATE 24c. NAME OF CEMEFERY CR CREMATORY 24d. LOCATION (Clty, town/or county) - (Btale)
Bpeciiy) =
Td‘ Octe 24 1551 | Green Lawn Cemetery gensas City,  Missouri
bATE RECD BY I..(I:AL REGISTRAR'S SIGNATURE 25, FUNERAL DIRECTOR™S S1GNATURE ADDRESS
MrseC.L.Forster Kansas City, Missouri

(Licensed Embalmer’s State:nent on Reverse Side)
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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 e .

Student Eabalmer Mo, '
working under my personal supervision.

S5tudent cevavenrrcccane feseraaressranansaas ’ .. I o2 Tl N & A
Student Embalmer

Licensed Embalmer No. %/7 s:j>
P. O. Address ffl/ (O 2720

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with

. gig . . .- . e o - - P
If this body is not embalmed, fact should be so stated above. - . s
Pqmonsl 2 oo TN W TGNt




