V.5, No.300 F’LE THE DIVISION OF HEALTH OF MISS0URI 41813
.S, No. =1l h
o ) DJAN 12 1950 STANDARD CERTIFICATE OF DEATH P
'BIRTH NO. REG. 0OIST. NO. _LZ&_ PRIMARY REG. DIST. NO. _L_@»Reammnmm.ﬁ.ﬁggu
1. PLACE OF DEATH ' 2. USUAL. RESIDENCE (Where deconsed lived, 1If inatjtution: residence before
a, COUNTY a. STATE . . b, COUNTY diniseion),
Jackson Missouri Jackso'nm "
b. CITY (1t outalde corpurate limita, write RURAL and give ¢. LENGTH OF €. CITY (If outaide enrporate limits, write RURAL szd give towmhbip)
OR wownship) STAY ;-) R
TOWN Kansas City ”ﬂ TOWN Kansas City
. FULL NAME OF {If not ia bospital or instiution, give strect address or locatlon) d. STREET (If rural, give location) e
HOSPITAL OR ADDRESS
INSTITUTION _ General Hospital Nol 1 1429 Holmes g A
3. gE%%E SOET'.') a. (First) b. (Me:ldle) c. (Last) ] 4 DS;E (Month)  (Day) ~ (Year)
{ Type or Print) Jacob : . Schnitz DEATH 12 18 51
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED 8. DATE OF BIRTH , i 9, AGE (Io yesra| IF UNDER 1 TEAR | ©F UNDER z Hps.
/}4 [ W iq_oﬁ DIM?};ZED ca.-?f ) - ? Tast birthday) Monﬂul Days | Hours | Min.
N & N-2c =7 |

dnnd mm of wnrkln( life, svan II tired)

12, CITIZENOF WHAT
X 2) e f?

13a. FATH S N 13, HO'THE;/ MAl NAME 14, NAME OF HUSBAND OR WIFE

PPN

{3 WAS nkms?\sﬁf'n IN.iU S.ARMED FORCES? | 16. /L /gyﬂmﬂﬂ Q}h@ cj‘ s smr;;y ADDRESS
o, nown you, ive war of dates of service} /i i)
A . Chprd 1/l 70 093>/

18, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAY NETWEEN

| Enter only onecauscper | 1. DISEASE OR CONDITION . ONSET AWD DEATH
Jine for (a), (b, nd () | DIRECTLY LEADING TODEATH*(y” “Malnutrition, dehydration, azotema

102, USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESSD%IS'\;THVIY- 11. BIRTHPLACE 2]“ IPAM::M;I T

*This does not mean ANTECEDENT CAUSES i

1he mode of dying, such | Morbid conditions, if any, giving DUE TO (b)
as heart fallure, asthenia, | ise to the above cause (o} stating

de. It means the dis the underlping cause last.

eare, injury, or complico- i DUE TO (c} :
tion which caused death. | 1. OTHER SIGNIFICANT CCNDITIONS B - - g{g hd

Conditions coniribuling to the death but a0t
releted to the disease or condition causing death.

G VUNFADING BLACK INE—MAEKE A PERMANENT RECORDE

19a, DATE OF OP_FI%AN- 15b. MAJOR FINDINGS OF OPERATION ) . . S 2. AUTOPSY?
7 ves ] wodfX) |

21a. ACCIDENT (Bpecify) 21b. PLACE OF INJURY to.s..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) ) (COUNTY) {STATE) '
h SUICIDE . homa, farm. factory, strest, office bldg.,et0.) . . . |
2z HOMICIDE X .
g " il 21d. TIME . (Monoth) (Day} {(Year) (Hour 2le, INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?

F | WHILEAT ] NOT WHILE .

i INJURY ‘ = | “work AT WORK
E 2. T hereby certify that I atiended the deceased from — NOVe 20 18l  to_Dec. 18 | 1951 , that I last saw the deceased
; alive on _.M, 1.9_53, and thal death occurred al _J.l.:.).;SAm., from the causes and on the date stated above.
E ’?.3b. ADDRESS 23c. DATE SIGNED
%)
B
L=l
[
3

L 4L -:-9—.52’ 9% ®

(Licensed Embaimer’s Statement on Reverse Side) '




STATEMENT BY LICENSED EMBALMER

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

Student Embalmer

working under my personal supervision.

StudBNT veceveraenmuntmucuruanansannassanss
Student Embalmer

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 license.)

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




