'

No.300 ol ‘ 4 ! .
FILED MAY 6 1354 SYANDARD CERTIFICATE OF DEATH et Fie No
N arrTH no. REG. DIST. MC. 22 f PRIMARY REC. DIST. Wo./ 002 . Rrgu!mr.lNo.........j...'....?...(:.)‘..@..
o 1. PLACE OF DEATH 2 USUAL RESIDENGE (Where decsased lived. If loatitation: residesce befors
a. COUNTY a. STATE b, COUNTY e suinforion)., ©
JACKSON - MISSOURT - 925‘??‘
b, CITY (If outeide sorpurate limits, writs RUBAL and give §T LENGTH orll c. CITY
townahig) (in this pis, - dv m-pcmu: mr
5 TOWN KANSAS CITY teepl S sT. LOUIS - N /
FULL NAME OF o STREET
3 d. iR (If not ia hospital or institution, give sirest addres or lorstion) ADDR& (1! runal, give keation)
o INST 'TUT‘C’!L!EI:EEANS ADMINTISTRATION HOSPITAL 2031 ALICE AVE
B 3 IAME OF a. (First) b. (Middle) NG (Last) 4 DATE  (Montt) (Day)  (Yean)
F (Typear Print)  THURODORE . DIECKMAN oeatk Aprdl 19, 1954
. & 5. SEX D | 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, (8. DATE OF BIRTH 9. AGE (In years| ¥ weoen o Vi | & owoem o rm,
§ WIDOWED; DIVORCED (Spacits)fy Iast birthdag) | Montha ] Foos i
; Male White Never ed “|February 8, 18 67T . - l
E m:.‘.,.. usum. Sf.?f:’.mm (v ind of wark: 10b. KIND OF BUSINF._SSD(‘)J%T wf " BIRTHFLACE‘ (City «ad Stace or ,mis Conntry) Ecé:grﬂ%?pwﬁ“
& | _laborer 0Odd _Jobs St. Louis, Missouri DA,
< il3a. FATHER 'S NAME 13b. MOTHER'S MAIDEM NAME 14. NAME OF HUSBAND’'OR ¥IFE
g -—Frank Dieckman Pophia Sanders | — .
2 ||'75. WAS DECEASED EVER IN U.S.ARMED FORCES? [ 16. SOCIAL SECURITY (17 INFORMANT' S SIGNATURE OR NAME ADDRESS
- (Yew. 0o, or unknown) | (If yes, give war or dates of service) NO. | . '
T . Yes WWT : ag City, Mo. Official
- 18. CAUSE OF DEATH . -+ -MEDICAL CERTIFICATION . . INTERVAL, BETWEEN
i || Enter onty cnecausper DISEASE OR CONDITION . Recordsl ONSET AND DEATH
2 |i line for (a), (b}, and (¢) D'“E"‘TLY LEADING TO DEATH® (5) _ﬂancinnma_nLEsnm 3% Mo,
g “This does 5ot meon ANTECEDENT CAUSES .
the mode of dying, such | Aorbid conditions, if any, giving DUE TO (b} __Bilateral Pulmonary Tbe 4 Years
j as heart faflure, asthenia, | Tise o the above cause (o) dating
€ |l ac. 1t means the aip. | he underiying cause lagt. - . :
» care, infury, or complica- DUE TO (c)
% || tiom which cansed death. | 1. OTHER SIGNIFICANT CONDITIONS L
= ' " | conditions contritiuting to the death but not . 1 r
g ‘ relgied o the disease o1 condition causing deafd. Oo2x -/
= || 19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
Z TioN :
= .. ves (] wo E
o. ||2a AccioENT . (Bpacity) 21b. PLACEOF INJURY (s kuorabout | 21¢, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
' : -SUICIDE - bome, farts, fastery, surest, offios hidy., ete)
R HOMICIDE - R
g 214, TIME (Mooth) (Day) (Yess) (Houws) | 21e. INJURY OCCURRED | 2. HOW DID INSURY OCCUR?
oF .. . HH]'LEAT HOT WHILE .
| INJURY TA il
E.
Y

FEALTH Or LU

THE DIVRION Or

12025 ~

BUR!AL CREMA-

Gf 3 "'I"Ef".'l'l'.'.'.'l'.'.'. (RIS

2. T hereby certify that [ attended the decessed from Fehruary 2,15 5h, to Aprdl 19 _ 1954 X

, from the couses and on the dale slated above.

(XX Hnd that death occurred at 122550 m.

)7 /’ @? or title)y

24c. NAME OF CEMETERY OR CREMATORY

23b. ADDRESS

VA Hospital, Kansas Gi}j, Mo, j

23c. DATE SIGNED

L/20/5h

24d. LOCATION (Qity, town, or county)

(Btate)

¥Y-20-997

iSTRAR'S SIGNATURE Z .

é-“ﬂ"g“ﬁa':. "pp.20/9 5¢ — S7.Lsvis Adis seuml
DATE REC'D BY LOCAL 25. FUNERAL DIRECTOR' S S1GNA -1 3 ﬁﬂo. N
e 733/ /.’9& Lo/ e




[

s ‘ STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emba.

Fo S o o - - B - 3 g Qs , Student Embalmer No.............

working under my personal supervision..

SHUAEDE - eeeinnieeerrressesnreenzeseteneeeennne Signed. %‘%’(%

Signature of Student Embalmer o inmmrmmmmmmmmmmmmmmmmmmmmmmetmmemme

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

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

¥* this body is not embalmed, fact should be so stated above. : -




