%0 | o fDAUG 161954 STANDARD CERTIFICATE OF DEATH LA L4
,BIRTI; NO. ) . REG. DIST-. NO, /f E PRIMARY REG. DIST. NO._MRepi.rlmr':Nn "3 307

1. PLACE OF DEATH 2. USUAL RES|IDENCE (Where decossed lived. If institution: residence befors
a. COUNTY a. STATE b. COUNTY rdinimlon),
I Jackson Missouri Jackson
b, CITY (1t ide corpurats limits, writse RURAL and giv . LENGTH OF c. CITY . Realdence
R outeide sorp u_ “ * * w':.;.up) csrAY tin this place)l}. OR . E?w or mc;‘wmrlfmmwt::'
TOWN Kansas City — t [LATOWN Kansas City e D
d. FULL NAME OF (If not in hospital or institution, give streat nddress or location) Fo. STREET (If rursl, ghve location) A ?
HOSPITAL OR '~ ADDRESS , 37~
INSTITUTION 315 West 9th,Morgan Hotel 315 W. 9th, Morgan Hotel D
3[5%%%5\5%% a. (First) b. (Middie) ¢. (Last) 3. DS-I'I-:E (Month) (Day) (Year)
( Type or Print) AUGU ST NUSS DEATH July 1]4 5}4
5. 5EX {) | 6 COLOR OR RACE | 7. MARRIED. réls\\;'gscrgsnmen. 8. DATE OF BIRTH 9. AGE u-:’:e:r- ¢ veeR | Y0 | 9 boen u w.
. [ . {Bpacify) . t ¥ on Days | Hours | Min.
Male Whi.te widowed 9 | April 2, 1869 § |
10a, USUAL OCCUPATION (Give kindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE 12, CI
dona d; most of working liIo.ounn!! l:l‘.::'d) - DUSTRY (City and State cr an:gn Countrev} I COUTh:%ERr\"?OF WHAT
Hanutac turer | Trunks Evansville, Indiana
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
. Philip Buss { Barbara Dea inni i
15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECUR};I'C;I' 17. INFORMANT'S SIGNATURE OR NAME ADDRESS

{Yee, 0o, or unknown) | (1 yos. xive war or dates of cervice)

no

18, CAUSE OF DEATH col
 Enter nly enecauseper { I DISEASE OR CONDITION
Hime for (a3, (b and (¢ | , PIRECTLY LEADING TO DEATH" )

~This does ol mean ANTECEDENT CAUSES
the mode of dging, suck | Morbid conditions, if any, gising PUE TO (b)

none Miss_mmzl_mm_izzm._zﬂ.,_x._am_Mm_
) MEDICAL CERTIFICATION INTERVAL, BETWEEN
: g . ONSET AND DEATH

ez heart follure, asthenia, rise to the abore caure {a} stating i
| ‘wte. It means the dis- the underlying cause last. oo /g
case, injury, or lea- DUE TO () s
| tion which caused dcaﬂl 11. OTHER SIGNIFICANT CONDITIONS b‘ ~
Conditions contributing o the death but not q
related Lo the direase or condition causing death.
19a. DATE OF OP.F‘FE)A'& 18b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
YES D NO @/
21a, ACCIDENT (Specily) 21b. PLACE OF INJURY (e.g.. inorabout | 2lc. (CITY, TOWN, OR TOWNSHIF) (COUNTY} (STATE)
SUICIDE homs, farm, fastory, street, office bldg..810.)
: HOMICIDE ~ .
21d. TIME (Month) (Day} (Year) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
F . . WHILEAT ) NOT WHILE
INJURY . = . WORK AT WORK
2. T hereby certify that I altended the deceazed from , 19 , lo , 19 , that I last saw the deceased
alive on , 19 , and thai death occurred al _____ m., from the causes and on the dale sialed above.

GNATU Geo. C Kbalhofer,

egree or title) § 23b. ADDRESS k. DATESIG__ED
:1 Citece) o s 2 it ciitrys Beass | P

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

S &7,
24a, BURIAL, CREMA- uyDA‘rE 2, AME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or county) _.\(smﬁ)
TgN.REMTAL (Bpeclfy) 7
uria - ][6 - & Forest H:Lll K . . .
DATE REC'D BY LOCAL 25, FUNERAL DIRECTOR'S SIGNATURE ADDRESS
G
7-/6‘-5? STINE & McCLURE UND. CO. K.C.MO.

(Ticensed Embalmer’s Ststemeat on Rewverse Side)




ST.ATEMENT BY LICENSED EMBALMER

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

DY M€, OF BY «oreeeeesaennasssemeeesasaeseessnssmnnssnreeesassmanaessnmmensensasneens v , Student Embalmer No...........

working under my personal supervision..

Student . ..oievimiiiiiiinies e e ez e amaeaeas
Signature of Student Embslwer

Licensed Embalmer No...4/. 7’

P. O. Address j)f‘.‘—i?

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

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

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

*




