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WRITE PLAINLY—USING UNFADING BLACHK INE—MAKE A PERMANENT RECORD

PEB DEC 6 195

THE DIVISION Of HEALTH OF MISSOUR!

REG. DIST. NO. z Ez

STANDARD CERTIFICATE OF DEATH

. 88819

State File

Capt. John Hall

Frances Caroline Frenth

'BIRTH MO._____ ________________ REG. DIST. N0. _ / J 7 PRIMARY REG. DIST. 0. L € OL _ FKejictrei's Novoo S X

I. PLACE OF DEATH 2. USUAL RESIDENCE (Whers decosssd lived. I! institution: residence befors
a. COUNTY . STATE 4« b. COUNT adinibmion).

Jackson * Missouri Y Jackson
b. CITY (1f outside corpurats limits, write RURAL and glve g‘l‘ LENGTH OF ¢. CITY (If outalds corporata limits, write RURAL sod rive townahip)
towaship) In this place) :
TOWN Kansas City = éu ) Town © 2RatisasoCityad dw.e, /\
d. FH!.-SLPN'PAI‘I‘.EOCI)!F {If mot in boapital or imstitution, give slrect address or Llocstlon) dAsDrDRHFEEEfS (If rural. give location) 2
istitution  Malothta Bost Home —---fo-ecaoao_ 3217 Cleveland Ave., &

3. NAME OF a. {First) b. {(Middle) ¢. (Last) 4. DATE {Month) (Da
DECEASED iy . : ) (Yean)
(Typeor printy B SARAHITH ELIZABETH MAYER ooy Nov. 13 , 19852

5. SEX / 6. COLOR OR RACE | 7. M&%RIED NIE\ngchRRIED 8. DATE OF BIRTH 9, AGE (In n;n ll'l’ UNDER 1 fEAR | W UNDER M mis

Bpacify) t onths [ D) it Min,

Female' | Wnite ARG YL | June 3,1863 _|e'RY [*| ™ ||

10a. USUAL OCCUPATION (Givekind of work | 10b, KIND OF BUSINESS OR IN- | 1. BIRTHPLACE (Btats or forelgn country) 12, CITIZEN OF WHAT
done during most of working life, svan If retired) / UNERY

Housewife Leavenworth, Kansas eDafl,
138, FATHER'S NAME 13b. MOTHER®S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

16. SOCIAL SECURITY
none

i5. WAS DECEASED EVER IN U.5 ARMED FORCES?
(Yoa, po.oronkoown) | (If yes, linlwnr oté-tn of sorvice}

18. CAUSE OF DEATH
_Enter only cnsceuseper | 1. DISEASE OR CONDITION

DIRECTLY LEADING TC DEATH*(5)

17. INFORMANT S5 SIGNATURE

OR NAME .

lHTERWo.L BEFWEEH “
ONSET AND DEATH

line for {a}, (b), and {c)

ANTECEDENT CAUSES .

_Ez'.‘f:"-_

*This does not mean
the mode of dying, such
s Aeart faflure, asthenia,
e, It means the dis-
cast, Infurg, or complica-
tion which coused deoth.

2% . i

Morbid conditions, if any, giving OUE TO (b)
_rise o the above cause (o) sating .
the underlying cause last.

DUE TO ()

3

11, OTHER SIGN!F!CANT CONDITIONS

Conditions contributing to (he death but not
related to the disease or condition cousing death.

B

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION
- : _ ves [ wo X

21a, ACCIDENT {8pecily) 21b. PLACEOF INJURY (es..Inoraboat | 21c. (CITY, TOWN, OR TOWNSHIP} {COUNTY) (STATE)

SUICIDE boms, larm, factory, strees, ofSioe bldx.. et0.)

HOMICIDE
21d. TIME {Moath) (Duy) (Year} (Hour} 21e. INJURY QCCURRED 2)f. HOW DID INJURY OCCUR?

OF WHILE AT NOT WHILE

INJURY WORK AT WORK

2. I hereby

cgpify that ] aftended the deceased from /-

75 3 19

!o//'/.? “ ‘?9—

» that 1 last saw the deceased

____, and that death occurred at 2: 559-1'51 , Jrom the causes and on the date stated above.

e

a) alwennM)_&L,w
“sicarprd] T,

UPIDP [ o/ bk e |

Zic. DATE SIGN

/77 =)

24b. DATE

Y o o55 RST enatdsne

2 BRE MIO \.'r“dLCR MA- / g 24c, NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity, town, of county) (State)
( 1)
"Wemo vala Nov. 95 Cak Grove Cemetery| Kansas City, --Kans,
DATE REC'D BY L.OCAL REG]STRAR S SiGNATURE - 25. FUNERAL DIRECTOR"S SIGNATURE - ADORESS
M Werner Mortuary K.C.Kans,

([icensed Einbalmer’s Statement on Reverae 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, or by —— e

_______ . Student Embdelmer No.

st . O Uennnen

Signed.eeeeens e eteenreevrsravreavanaaacanaans L 25 7
gijl' $tudent Embalmer Licensed Embaimer No. -
P, 0. Address Lfthmn W/M-M»f
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, e S '
N revocatio ) flamrnr CLT, Harnaae
. If this body is not embalmed, fact should be so stated above. - . ‘




