THE DIVISION OF HEALTH OF MISSOURI

0. 300
o | FuED sEp 25 g5 STANDARD CERTIFICATE OF DEATH st o L 20
! BIRTH NO. re. oisT. no. __ L Y 2 PRIMARY REG. D1sT. N0. @O A= iivtrars Na4ﬂ‘—19.
q 1. PIESEwaF DEATH 2 U?I;\lné.. RESIDENCE (Whare -s.uu.éOuJ.d. I institation: reidence before
a. T _a. STAT b. NTY adinirafon?,
Jackson ~ Migsourl Jagkson
b. CITY (11 outcide corpurate Umita, write RURAL .ndg:i.';.hip) C. A%’E?[EL}L: pt?f,) C. ng - d. E‘::;’“"i;:nwr?u‘dmwtg
TOWN  Kansas City years toun Kangas City Yol =
d. F}l‘.‘%’lS.PII\l_I.ﬁAI\i\-EoOF (I not in hospital ot IMGW g-oL-iﬁ" ees OF ItanLloa) \. ASJLE‘?F%ES o nl:rsl. give location) ’)?‘I ?
INSTITUTION Linmont Nurs_i_ng_ ome 58 Fremont ~ v
3 ALaME OF ‘a. (First) b. (Bfﬂddl?r ¢ (Lasy) 4. DATE {Month)  (Day)  (Year)
(Typeor Printy.  Bligzabeth Giegberger DEATH - 16 - s
5. SEX . 6. COLOR OR RACE | 7. MARF‘S’:'EB, NIESESC%QRRIED. )2.. 8. DATE OF BIRTH 9. AGEhiIhl;:'c)nrl th' Hi:::l lDfF.I.l F UNDER 1 MES.
. . {8pacil; oD H .
Female | White widdwed = | 12.03.1872 ;7 [ P e e

10a. USUAL OCCUPATION (GiveXkind of work | 10b, KIND OF BUSINESSD%FS_ETI'{'I\; 11. BIRTHPLACE

(C.uy aad State or Foraign t‘annny] 12. CIT'%EN?FWHAT

d ! t of working lifs, sven if rotired) -

b 7 Ui ) ol at Home ) Switzerland &
13a. FATHER™S NAME 13b. MOTHER™S MAIDEN NAME 14. NAME OF HUSHAND’'OR ¥I E

Jacob Hauetter Mary Grunther ,J_u;
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECUREI'C"( 17. INFORMANT' S5 SIGNATURE OR NAME ADD
_(Yea.no,or unknown) (Il yes, xiva war or dates of sorvice) .

No —— None Mrse Geo. Davis h238 Forest
18. CAUSE OF DEATH . . MEDICAL CERTIFICATION INTERVAL BETWEEN
i. DiSEASE OR'CONDITION . - ‘ T y B ONSET AND DEATH

i, Eoter only one carlss per
line for (a), (b), and (&)

DIRECTLY LEADING TO DEATH'(a)

ANTECEDENT CAUSES

Morbid conditions, if any, giring DUE TO (b)
rise {0 the above cause (o) stating
the underlying cauae last.

*Thir does nol meen
the mode of dying, such
a# heart fallure, asthenia,
ete, It meana the dis-

ﬂ. C..{‘_Ll"—t—o—é-eLLLOJJ—S

PLAINLY—USING UNFADING BLACK INKE—MAKE A PERMANENT RECORD

case, infury, or complica- DUE TO (c)
o tion which cavaed death. | 1. OTHER SIGNIFICANT CONDITIONS g'fu
= - Chnditions contributing to the death but nol - - ae - L{ .
g related to the disease or condition causing death.
ofl 19a. DATE OF OP_FEJAN- 9. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
i) : -
é - YES D NO D
@l 212, ACCIDENT (Bpecify} 21b. PLACE OF INJURY (a.e..inorabout | 2Tc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

. | a‘gﬁECDIEDE | vome,farm, fastory, street, office bidy., e10.}
3 21d. TIME (Mopth) (Dsy) (Year} (Houn 2le. INJURY OCCURRED | 211. HOW DID INJURY OCCUR? ——
WHILE AT NOT WHILE
0o, INJURY - = | WoRK AT WORK .
- . B -
2| 22. 1 hereby certify that I’gilmded the deceased from L_l_-_)_b,_,‘w , lo hd )19_, that I last saw the deceased
? alive on -, > -‘, 19____, and thal death occurred al m., from the couses and on the date slated above.
[:. G {Degree or title) &[ 23b. ADDRESS " | 2%. DATE SIGNED
JM% q-/¢ s §

REMATORY 24d. LOCATION (City, town, or county)

ington Kangg s Clty, Mo,

25. FUNERAL DIRECTOR"S S| GMATURE ADDRESS

Mellody=MoGilley-Bylar Kansas City, Moe

(5tate)

24a] H A
TION EMOVAL (Bpectty)
il

WRITE

Mt. Wash
DATE REC'D BY LOCAL

REGISTRAR'S SIGNATURE
REG. -
? 1755 w

(Licensed Embalmer's _gunmeut on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of thia certificate was emb
by me, or by ........... Neeeresecaacesasereeetetsienssianeisnenastsvrrrsonnrannansenny RPN . Student Embalmer No............

working under my personal supervision..

Student.....ccocvmaumnieccecicrvessscsisisronnnasnenas  Sigmed, Tl 0 T e T
Signsturs of Student Embalmer

P. O. Address/\/c?%

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 handwntmg.

T* this body is not embalmed, fact should be so stafed above. -

LY " - -




