5. No, 300

v. 10.48

I

LACK INE—MAEKE A PERMANENT RECORD

WRITE PLAINLY—USING UNFADING B

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

35891

) . Enter only onecause per

FILED OCT 2 8 1053 State File N04
o
BIRTH NO. REG. DIST. NG, _.LV_Z_ PRIMARY REG. DIST. NO. LQ._% le'nmr’.l!;fo .......... ? m?igm—
1, PLACE OF DEATH 2. USUAL RESIDENCE (Whern deceassd lived. If inatitution: fesidence before
. COUNTY . STATE . . dintmeton) .
. Jacksen * Missouri b COUNTY  Fmekson "
b. CITY (It cutclds corpurate Hiits, write RURAL and rin ¢. LENGTH OF ¢ CITY d. 1 Residence within lmits of
R . (ln thh placa) OR "' cliy op incorparsted T
Town  Kansas City °| T2 yr TOWN  Kansas City WS~
d. FH'O-SLPv'II'AAh:,EOOF (If not in hospital or lnstitution, give strect address or location) . ASDTDRREES (If rursl, give location) j}’o F
INSTITuTion. 812 Beacon 812 Beacon 4
3 aaE%ME %IE 8. (First) b. (Middle) L4 ¢. (Last} 4, DATE (Manth)  (Dey) (Yean
(Typeor Prine)  NCORA s, MENTER DEATH Oct 9, 1953
5. SEX ' 6. COLOR OR RACE | 7. Vh;"IARI:'}EB NIE‘\;'EECIEBRREED. 8. DATE OF BIRTH 9.I.A‘GE Un y-)gn l:; UNDER | YEAR | (F UNDER u HES,
4 . {Bpacily} it birthday ooths | Diays | Houm | Min,
Fem White Yarried August 13, 1880 | 73 yrs l |
10a. U?UAL OCCI;l'P'Ao'I;ION ((li:::;r;;!::‘;:rdl; 10b. KIND OF BUSINESSD?JgrEJ‘; 1. BIRTHPLACE 00\ 1ot State or Foreige Country) 'ztglI_lTh}%%';l'OFWHAT
Housew ———— Boliver, Mo, (o) U. S,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND'OR WIFE
James Hall | Rosetta Blevins Walter J, Menter
I5. WAS DECEASED EVER IN U, 5 ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Y-.ﬁ ., o usknown) I (If yea, givo war ar dates of servics) NO. ’
e None James Menter 6606 E, 9th K. C, Mo.
MEDICA ERTIFICATION o INTERVAL BETWEEN

18. CAUSE OF DEATH
line for (a}, (b), and {(c)

*This doer not mean
the mode of dying, such

as heort faflure, asthenia,
efe. " It means the dis-
case, infury, or complica-

I DISEASE OR CONDIT]ON
DIRECTLY LEADING TO DEATH‘(a)

ANTECEDENT CAUSES

Morbld conditions, if any, giving DUE TO (%)

ONSET AND DEATH

rise to the above cause (o) dating

the underlying cause last.

DUE TO {c)

tlon which caused death,

1t. OTHER SIGNIFICANT CONDITIONS M_ é : ,&:

:{4—4@7 _
D AgOM?_

Conditions contribuding to the death but not
related to the diseare or condition causing death. [/,’{,by.a
19a. DATE OF OP'IE'IFE)AIG 19b. MAJOR FINDINGS OF OPERATION 0 1
U\ | w0 X
21a. ACCIDENT (Bpacity) 21b. PLACE OF INJURY (e.g..fooraboas | 2Tc. (CITY, TOWN. OR TOW‘P_"JSHIP) (COUNTY) (STATE)
SUICIDE home, farm, factory, atrost, offlce bldg., ete.} : i
HOMICIDE . : -
21d. TIME {Moath) (Day) (Year) (Hour) 21e, INJURY OCCURRED . HOW DID INJURY
, ) WHILEAT[ ] NOT WHILE
INJURY : = | "work AT WORK
2. T*l;greby certify t auended the deceased Jrom _M, 19%, to _Mz_, 195_,_3_, that I last saw the deceased
alive on . ’ 1355_’, and that death occurred ai _22 AR m., from the causes and on the dale staled above.

A

BURIAL,

norg REHfV% M}

NATURERT ¢

r

», Lehner

(Degree or title)

0O

23b. ADDRESS

/02

' 4/() )7;;, '&ys:smm

24b, DATE

Oct 12, 1953

Z4c, NAME OF CEMETERY OR.CREMATORY
Mt, Washington Cemetery

249. LOCATION (City, town, or connty) . (State)
Kamsas City, .Mo.

DATE REC'D BY LOCE?;L

' /0 —/0-53

REGISFRAR'S SIGNATURE

{Licensed Embalmer's ;uumcm on Reverse Side)

25. FUNERAL DIRECTOR'S SIGNATURE

Sheil Funeral Home

ADDRESS

K. €. Mo.




STATEMENT BY LICENSED EMBALMER

| 1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embaln
DY ME, OF By L.ttt icteie e sieccaeaercte s sassmrarnan s rrm e tbanabaeenann . Student Embalmer NoO...............

working under my personal supervision..

Student.......cooioii it e
Signature of Student Embalmer

P. O. Address 7{6

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 handwntmg

¢ this hody is not embalmed, fact should be so stated abbve.

_ - i . - -
L - .



