THE DIVISION OF HEALTH OF MISSOURI

L)

G UNFADING BLACK INE—MAKE A PERMANENT RECORD

lne tor (a}, (b), and (¢}

*Thiz does no meen
the moce of difing, such
as heart feilure, asthenia,.
ete. It means the diy-
ease, infury, or complica-

. 300 Cf 860
> FILED AUG 3- 1955 STANDARD CERTIFICATE OF DEATH e i, O
- ’
'mirrn no 5179 44_5&/ Jne. D1ST. wo. _ [/ 27 eRiMARY REG. DIST. No. /28 2 tegistrers No._u.‘__g(.;?..%..(:)..
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decsased lived. If institution: residence befors
D a. COUNTY Jaokson a. STATE Missouri b. COUNTY Jaokson adinisston?,
b. C&F‘Y (It outsids corpurate limjts, write RURAL aad ‘:"n.nhi '%'T LENGT]: ’EF c. CEP( (If outalds sorporats limits, write RURAL and give township)
1o D) iEn thi e}
TOWN Kanses City Y ‘days™| 10WN Remnsas City 4%
d. FULL NAME OF (If ot in bospital or institution. give straot sddres or locstion) d. STREET (! raral, give loeation) ST u
HOSPITAL OR ' ADDRESS
INSTITUTION Conley Maternity Hospitel 19 4200 East 9th St.
3, BIE%ME %IE ®. (First) b. (Middle) | ¢ (Last) Py DSF (Month) (Day) (Year)
{ Tepe or Print) MARY PATRICIA KREMER DEATH 7 = 15 = 55
5. SEX \ 6. COLOR OR RACE | 7. MAR%EB‘ m&&%’ 8. DATE OF BIRTH . 9, :f:‘b&wn o oot | | e u s,
, (Bpacily] } onf Days | Hao Min.
Fomale | White Tnfant S | 7=12~55 | g [
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- { 11. BIRTHPLACE (Btats or foielgn aountry) ' “# |12 CITIZEN OF WHAT
dane during mowt of working life, even If recired} DUSTRY a CQUNIRY
an Nonse Missourl «Sefe
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NMAME OF HUSBAND OR WIFE
Andrew leo Kremer Genevieve Maries Domann | Vos e
iS. WAS DECEASED EVER IN U.S. ARMED FORCES? ‘ 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yea. 0o, or unknown) | (If yas, give war or detes of service) NO.
No Vehe e 7
18. CAUSE OF DEATH ' MEDICAL CERTIFICATION m;:g}lﬁgﬁr.gﬂu
J 1, DISEASE OR CONDITION TH
- Enter only onecsseper | T oe oty LEADING 7O DEATH"(,, _ Congenital malformation of the heart

ANTECEDENT CAUSES

Morbid conditions, if any, gieing DUE TO (B)
rise to the aboor equse (a) Hating |
the underlying cause last.

DUE TO (c)

tion which caured death.

1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not
related to the disease or condition eausing deoth.

T owift ‘t’%onme)
. ‘ i ™ 2105 Indépondence Ave.

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

7=-15=-5

(State)

24c;" NAME OF CEMETERY QR CREMATORY

1 M7 OlueT

24a. BURIAL, CREMA- | 24b. DATE

TIQ| EMOVAL (Spedity)

1Ba. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
TION
_ ves [ 1 wo [
21a. ACCIDENT (Bracily)} 21b. PLACE OF INJURY (ex.. inorabout | 2fc. (CITY, TOWN. OR TOWNSHIF) (COUNTY) (STATE)
A SUICIDE, borme, farm, {sgtory, surest, offics bldy..e10.) . .
z HOMICIDE
g .| 2id. TCI)ME (Moznth) {Day) {(Yer) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
| . o WHILEAT[—] NOT WHILE
J‘. INJURY m. | "Womk [ AT WORK
; 2] hereby "c'_ei-'lrzyy that I atiended the deceased from — T=128 1988 o T=15 19 B8 that I last saw the deceased
ﬁ - alive on =15 19 55 and that death geeurred at m'n.,jrom the causes and on the dale siated above.
o |l 2 sIGN 23b. ADDRESS Bc. DATE SIGNED
g

25. FURERAL DIRECTOR' S SIGMATURE ADDRESS

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE

71753 LAy,

(Licensed Embmlmer’s Staternent on Reverse Side)




-t
*
.

. STATEMENT BY LICENSED EMBALMER |
ol
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by....L...,....-..:.--J
1e
................................................................ ererevmeeeaemeeee s eaeanny Student Embaimer Mo. ___J

working under my persona! supervision,

S5tudent sesvraccsnannnnasn fesarsaanraeianns

Student Embalmer . _
. i T Licenzed Embalmer No... § /:5
.o © P, O..Address ~7{ CD

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply'

the above constitutes grounds for revocation of license,)

'If this body‘is not embalmed, fact should be so stated above. - : L A

-_C"-\‘.‘ faat T S N -




