v

WRITE PLAINLY--USING UNFADING BLACK INK—MAEE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI 32290‘

F]LE STANDARD CERTIFICATE OF DEATH State File No
SEP 30 1953 _ REG. DIST. NO. /7R PRIMARY REG. DIST. m.ﬁ,zzﬂummum é 3
1 PLACE OF DEATH 2 USUAL RESIDENCE (Where deceased lived. 11 § P p—r—]
a. COUNTY X L&f&yette a. STATE 5% * b, COUNTY:.g i zzmi-lon!.
t. CITY (]'.‘I outzlde corpurate limits, write RURAL and give ¢, LENGTH OF c. CITY 4 hdzxdmn within Hmits of
STAY lace) OR L
oW (flaverly. oo ot ST e TN Dl fizin =R
d. FULL NAME OF (If pot ia haspital or fustitation, elvs irsst sddress or location) || o, STREET (T raral, give location) fol e
HOSPITAL GOR ADDRESS g
iNsTiTuTioN. Kelling Clinde - 7,/
3. NAME OF - (First ; b. (Micdl Last 7
NAME OF a. (First) (Middle) ¢. (Last} | 4. DATE (Menth) (Day) (Year)
(Type or Print) Vera _Krein Stamper DEATH 9= 24- 53
5. SEX 7 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED. ;; 8. DATE OF BIRTH 9, AGE (s reun] WD VAR | o 4
Female / {White PR & | July 7 1897 | bl | oy [ Houm | 2o
lOa USUAL OCCUPATION (Giive kiod of work | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE .. ) = ;112 CITIZENGF WHAT
, o ) USTRY {Civy and State.or Forsign Country) UNTR
e ewi e Hous ewor¥ T1linois / UNTRYE
13n. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND ' OR WIFE
John M. Krein | Caroline Biger | Al, Stamper
I5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16, SOCIAL SECURITY | 17 INFORMANT" 5 SIGNATURE OR NAME _ ADDRESS
(Yll.ﬁ,gunknown) l {I!w.:ﬁ“rordﬂ-oﬁlvﬂu} NO 3 Mrs Pete StampeP(CaI'PO.llton MO)
18, CAUSE OF DEATH - MEDICAL CERTIFICATION , INTERVAL BETWEEN D '
: R CONDITH .
Frinphdyngmeta ume%fzn%?ns "r%%mm-(,, carcinoma of the breast, with metastlse ?7
L : : of" Iiver and. :Lnt.est;lnal tract, also 9/24/53
*This does not mean | ANTECEDENT causes metastises of the kidney and thyroid,
the mode of dying, such | Morbid conditions, if ony, giving DUE TO (D)
|| s heast fatlure, asthenia, | rite to the above cause (a) stating .
de. It means the dix- ,.Meuﬂderlving cause lgst. S =L - . -
case, Injury, or compli DUE TO (c)
tion which cansed death. | 11. OTHER, SIGNIFICANT CONDITIONS
ST Conditions contributing to the death but 7ot 1 o
related to the disease or condition causzing death.
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION N .. - . | 2. AuTOPSY?
TION : - o X N
left breast removed surgically in 19 52 /7 ves (] wo ]
2ia. ACCIDENT L thpectt)y, ., | 210 PLACEOF INJURY (e.s..inoraboms | 2lc, (CITY, TOWN, OR TOWNSHIF) {COUNTY) (STATE)
\ SUICIDE -+ Tx o +| bome.farm, factory, streat, offies bldy..eve.) .. o
HOMICIDE: . P .. . S .
214, TIME (Month) (Day) {Yeas) (Houn | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
iy o | MM e
2, ] hereby certy ﬁh I attended the deceased from _dune 18 (? 52,4, Sept. 1953 , that I last saw the deceased
alive on , and that dggth occurred at ___Pm., Jrom the causes and on the date staled above.
. v (Degrpn or titlob 23b, ADDRESS e, 23z, DATESIGNED
: M "| ‘Waverly, Missouri ‘ R4S 5l
%u.ﬂagE RI 31.. CREMA- | 24b. DATE 2o, NAME or-' CEMErERY OR CREMATORY | 24d. LOCATION (Oity, town, or comnty) (State) |
. (Bpecity) . . ' 4 !
rematlon | 9-26-53 Elmwood Cemetery . . | Kansas City . . . . Mo.
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE / S? ._d 25. FUNERAL DIRECTOR'S 8| GNATURE ADDRESS
-"REG, l
w 2L J.-? « Aoty s Marsha i

v {Licensed Embaimer's Staterment 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 embal
by me, OF By oo i et e e ir i i am e aa s , Student Embalmer No.....co.....

working under my personal supervision..

- "?
Student.......... Spatare of Seadent Eabalony T Signed.:\ A L LA M LA A ...
Licensed Embalmer No.e2.10 ¢2

P. O. Address.g.b_l ............. -

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

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

¥4 this body is not embalmed, fact should be so stated above.




