Doctor, coroner, ete. muit use only standard nomenclature in item 18. No symptoms will be listed. Al

dineazas in Part |'must be casually related. Coroner cannct certify to o death due to natural couses.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

TR MY IQIWVIN T (1A 11T Y MiQ2WE R

ALED JUL 295 1956

Ragistration District No. oo

STANDARD CERTIFICATE QF DEATH

/?{ f......Primary Registration District No. .

DJou

STATE FILE NUMBER

e 2042

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whaere deceased lived. If institution: Residence bafora
dmission)
. COUNTY o. STATE ., . . COUNTY °
“ Jackson dissouri  Jackson
b. CITY (If outside corporate limits, give TOWNSHIP anly) | Inside Limits e. CITY : é Inside Limits
OR : . OR
TOowN' Kansas City Yes Y MNob town Independence _493 [ | Yegp Neo
- ¥ t
. Eg;g-n’_‘mggf: {If NOT inhospital, give location)|Length of stay in 1b * d. STREET (I outside, give location) Reside on Farm
iNsTITUTION St Marys Hospital 1 day ADDRESS 2722 Westport YesO NoO
3. NAME OF Firat Middle Last 4. DATE Month Dag Year
DECEASED oF
(Type or print) Robert R. Rinacke DEATH  Jy r}r hi :'1:_[9 o)
5. SEX 6. COLOR DR RACE T 8. DATE OF BIRTH 9. AGE (In pears UNDER 1 YEAR |IF UNDER 24 HRS.
2 . MARRIED Iﬁ r‘uEVER mMarriep (] | latlf;rlhdnv) mmuu.l Daws | Houra l Min.
male white wiooweo [ pivorcep [ June 6, 1902 l

10a. USUAL OCCUPATION (Gize kind of work done
during most of working life, even if retired)

Plant Supervisor

Chevrolet Div.

104. KIND OF BUSINESS OR INDUSTRY

Kansas ity

11. BIRTHPLACE (City and atato or countey)

o
Mo

12. CITIZEN OF WHAT COUNTRY?

USA

13. FATHER'S NAME
Frank Rinacke

14, MOTHER'S MAIDEN NalME

Bessie Carter

15. WAS DECEASED EVER IN U. S. ARMED FORCES) 16. SOCIAL SECURITY NO.{17. INFORMANT
(¥ex. no. or unknown) | {If yra. give war or dates of servica)
no. _none 487 09 39LL | Mrs.

18. CAUSE OF DEATH [Enter only one cause
PART |. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE {a}

per line for (a), (1), and (c).]

Jenenatio. [Fafasis 41 A‘bvaqa

Address

=]

INTERVAL BETWEEN

ONSET AND DEATH
Z ot

2 Ml

Xﬁaq 7‘4#/

Death occurred at

Conditions, if eny, DUE TO (b)
, :ﬂmh gare ris {o /
ove  couse (8 '
stating the und Cf A agltib e
J‘lm;vtermer BUE TO (&) “&4 N“—f AP
> ving cause last
=} PART I1. OTHER SIGMIFICANT CONDITIONS CONTRIBUTING TO D“H BUT NOT RELATED ‘rd"ms TERMWINAL DISEASE CONDITION GIVEN I PART I(n) . ‘9- i‘:‘;tismg;?
= ?
-
b} | ‘f \ ves B wo O
:{ 20a. ACCIDENT SUICIDE HOMICIOE | 205. DESCRIBE HOW INJURY OCCURRED. (Enter natire of injury in Par: Tor Part IT of item 18)
g ) g g
;:l ¢ TIME OF Honur  Month, Day, Year
9 INJURY  a. m. T
E p-m. )
E | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (¢. ¢, in or about home, | 20f. C1TY. TOWH, OR LOCATION COUNTY STATE
WHILE AT D NOT WHILE D farm, factory, street, office bidp., ¢tc))
WORK AT WORK
‘. 1 attended the o‘ecuaed‘ fram 7‘ 3 - Q . te A Al 4 and last saw ’fwﬂ'_' alive on 7-¥- ré

_mon the date u-red above; and to the best of my knowledge, fraf the causes stated.

23a. Wﬂunnu
AL (Specifp)

Burial

Mt Washinetonfcém.

Kansas City, Mo,

29. 816G orm » Mdy?j',,m or titte) . o . ADPRESS  _ o i . DJTE SIGNED
/% mD i} L 20 PO ANirAAR /CA(A5 7 4T
230, DATE 23, NAME OF CEMETERY OR cnsmmnv N 2. LOCATION (City, toton. or coundf} (State)

1/1/ 56
ADDRESS

24, FUNERAL PIRECTOR
(E:P 4Ln<Lﬂn¢,,—/Independence, Mo,

25, DATE RECD. BY LOCAL REG,

T b. 56

26, REGISTRAR S SIGNATURE

heva’ Pranalalf

{Licensed Embalmer’s Statement on Reverse Side)




—e— -

.

e

e . ".STATEMENT BY.LICENSED'EMBALMER

‘v
+

I hereby cert:.fy that the body whose, name is recorded on the reverse side of this certificate was em
. : ' Ty o e -t

LT = T+ 3 < - T R L LETIR P » Student Embalmer No..........

working under my personal supervision..

Student......ooviaiiieriiir ittt iiaeaaaa
Signature of Student Embalmer

Note: -The above MUST BE SIGNED BY THE LlCENSED EMBALME—Rm hxs OWN HANDWRITING. (I
. to comply ‘with the above constitutes grounds for revocation of hcense)
If embalmed by a STUDENT, he also shall sign in his OWN handwntmg

If this body is not embalmed, fact shouid be so stated above,
- t A L ] .




