. 300 n ED ey THE DIVISION OF HEALTH OF MISSOURI 3(),?92
. -
20 LLDOCT 7 1954  STANDARD CERTIFICATE OF DEATH Stete Fite No
BIRTH NO. _ REG. DIST. wO. / sz PRIMARY REG. DISY. N0, _/ OOy Repistrar's No 4369
1. PLACE OF DEATH i 2. USUAL RESIDENCE (Wbars deconsed lived. If institaticn; resklence before
a. COUNTY . ‘2. STATE b. COUNTY sduimioa}.
] Jackson Missouri _
b. CITY . TH OF . CITY
oR (If outside corpurats Umita, -rlunml--nd‘::-;uw §TA1?E¥|EM-,-'S—\ [ on d.l:{?:;!dg_im ““um“‘:.ﬂ
TOWN Kansas City 70 yrs. || TOWN Kansas City ¥ %0
d. FULL NAME OF {If 2ot in hoepital or juasitution, ire streot sddress or location) «. STREET (11 eussl, pive loaation) —1 f
HOSPITAL O W \DDRESS
INsTITUTION 1210 West 69th Terr. N 1210 West 69th Terr. & 5 0
3. NAME OF o (First) b. (Middle) =% G (Last) ‘ I 4. DATE (Month) (Dey) (Year)
{ Twpe or Print) MARY E. RIEHL pEATH  Sept. 13, 1954
5. SEX } | 6 COLOR OR RACE | 7. MARR!EB, glsvggc :\ésnmsn, 8. DATE OF BIRTH 9, AGE s resm] v w0En ViR | W oo s,
y {Bpaciiy) } onths! Days | H. Mia,
Female White dowed o @ | peb, 26, 1865 89 ' ™1
m:; nt'lggﬁ; Ef.ﬁ’,".ﬁf.'.f,’.i‘ Gk kiadof work 10b. KIND OF BUSINESS O IN. n.‘sm‘mmcs (Gity aad Sertoor Torsin Cousteyt | 12 CSIIJTJ_IZ%P{?FWHAT
at _home | Missouri ]
138, FATHER'S NAME 13b.. MOTHER' S MAIDEN NAME 14, NAME OF HUSBAND'OR ¥IFE °
Unknown | === Moeller I Emil Riehld
I5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY Ln. INFORMANT 'S S!GNATURE OR NAME ADDRESS
(Yas. 8o, or unkeown) | (If yes, give war or dates of servies)
no none Irs.Fred Johnson, 1210 W, 69 Terr,.K.C,,Mo.

18. CAUSE OF DEATH ] MEDICAI.. CERTIFICATION INTERVAL BETWEEN
_Enter only onecauseper | |. DISEASE OR CONDITION (\ TH
Jime for (a), (b, and (5 | D'RECTLY LEADING TO DEATH‘(a) QN \J\ 0—42/
*Thiz m nol mean ANTECEDENT CAUSES &Q& {
the mode of dying, auch | Aorbid conditions, if any, giring DUE TO (B} -’“4-0— LY ':EJU-'& Q-C»QEM(A

ot heart follure, asthenia, | rite fo the above carse (a) stating

de. It means the dis- the underlying couse lost. ' *
case, infury, or complica- DUE TC () oy a .“L‘b L‘L‘Q'U WM . /\3]
tion which cauged death, | 1). OTHER SIGNIFICANT CONDITIONS . '
" Conditions contributing to the death bui ot I%M o and 0’&%__ g
related to the disease or condition cousing death.

19a. DATE OF QPERA- | 19b. MAJQR FINDINGS OF OPERATION ; L 20, AUTOPSY?
TION . £

Yo 0 n YES D v
21a. ACCIDENT (Bpacify) 21b. PLACE OF INJURY (s, s oraboat | 21c. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE boma, farm, tagtory, street, offics bldg..eve.) ,

HOMICIDE, :
21d. TIME (Month}) (Day} {(Year) (Hour} 21e. INJURY OCCURRED | 2If. HOW DID INJURY QCCUR?

oF . WHILEAT [ NOT WHILE

INJURY m. | “work L.l ATWORK

2. I hereby certify tha: I auendcd the deceased from 0N aA] 19_1;1_‘!- lo 195_‘-f that I last eaw the deceased
alive on 13- , and that death becurred al __| the causes and on the dale stated above.

2. SIGNATURE « W1l80N (Desruorzma) 23b. ADDR ATE S
Nedtu &WM 233\ J\M@Uﬂ,\ "T 3.5_4-

WRITE PLAINLY—-—'-US!NG UNFADING BLACK INE—MAKE A PERMANENT RECORD

2a. BURIAL, CREMALY 24b, DATE 24, umz OF CEMETERY OR CREMATORY rzu LOCATION (City, mwn@e}qn:y) (Stats)
TIQON, REMOVAL (Bpacity} - :
urial 9=16-5); Mt, Washington | Ci souri
DATE REC'D BY LOCAL REGISTRAR'S SIGNATURE 25, FUNERAL DIIECTOI S SIGNATURE ADDRESS
9. 13. ¢ “heve, Ininehalf BUINE & McCLURE UND. CO.  K.C.MO.

(Li s Staterneat on Reverse Side)




STATEMENT BY LICENSED EMBALMER ? -f

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emba
DY ME, OF DY oottt it ieiineaaaeraasaassaanaaas PO , Student Embalmer No............

working under my personal supervision..

Student......oovomn i ieiiiiiraaaaaeaaa Signed..
Signature of Student Embelmer

Licensed Embalmer No, 9 .....

P. O. Addressuﬁic ﬂ‘({

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fa
to comply with the above constitutes grounds for revocation of license), °
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
7 this body is not embalmed, fact should be so stated above.




