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Coroner cannot certify to o death dye to noturol causes.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

must be casuolly related,

seases in Faort |

O

FILED NOV 15 1958

Registration District No. ...

e IYISIUN UF DBEAL A UF MlaAIURK]

STANDARD CERTIFICATE OF DEATH

/?( .. Primary Ragistration District No. 3“_9 Q g

................ 34366

e

1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceosed lived. If institution: Rasldcnjc before
. N admission)
. COUNTY Jeckson o- STATE Hissouri b “OUNTY Jackson
b. ClTY (If outside corperate limits, give TOWNSHIP enly} | Inside Limits c. CITY P/’lnside Limits
OR . -]
roww _Independence Yos MO row  Imdependence - 90" veg weo
- 7
c. Egkh{_‘:&%gF {1 ROT inhospital, give location)|Length of stay in 1b d. STREET (If outsida, give locatian) Reside on Farm
INSTITUTION  Resthaven 9 MO ADDRESS 1504 Truman Rd. YesO Nod
3. NAME OF Firet Middie Last 4, DATE Month Dey Year
DECEASED . . . o
(Typeor print) . Cathrine E Griffiths o Nove 3 1956
5. SEX 6. COLOR OR RACE 7. 8. DATE OF BIRTH 9. AGE (In years | IF UNDER } YEAR I UNDER 24 HRS.
/ marrigp [ Never marrien [J ta¥t birthday) [Ffenths | Dawe | Hours | Min.
F hil WID) e ovorcen ()] 2.0p.1879 77 a a

1102, USUAL OCCUPATION {Give kind of wokk done

during most of working life, even if retired}

100_, KIND OF BUSINESS OR INDUSTRY

11, BIRTHPLACE (City nnd state or country)

7

13. FATHER'S NaAME

Adolthus Eall

J2.CITIZEN OF WHAT COUNTRY?

U.S.A.

Nurging . u______Bzishnlw_England
14, MOTHER'S MAIDEN NAME

Frederioha Abrecht

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
(¥en. no, or unknown)

No.

l LS yea. give war or dates of service)

16. SOCIAL SECURITY NO.|17. INFORMANT

None

PART 1. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (g)

, Address

Pecord from Rsskhaven

Congestive heart failure-

18. CAUSE OF DEATH [Enter only one cause per line for (@), (&), and ().}

INTERVAL BETWEEN

Arteriosclerotic Cardlovascular dlsease

ONSET AND DEATH
g
f

anil!mna. t_f any, DUE TO () %M"‘—
witle are risg fo . .
above ‘vanse (). Auricular fibrillation. - .
stating the under- i
= lying cause last. DUE TO (¢) b
= PART 1). OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{q) . 13. ;.;SF 3‘1::‘21;??
(=
o<
o L‘/ .2 2 \ ves [J no
E 20a. ACCIDENT SUICIDE HOMICIDE | 200. DESCRIBE HOW INJURY OCCURRED, (Enter nature ufmjury in Part I or Part 11 of item 18.) T
gl-. 0O O a
(%N N - ' - - o
: 20¢. TIME oF  Hour  Month, Day, Year
] INJURY - a. m. - - .
=1 pP.-m. '
]
E [ 204. INJURY DCCURRED 20¢. PLACE OF INJURY {e. 9., in or ehout home, | 204, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT | NOT WHILE [ farm, fuclory, freet, oﬂice bldg., ete.)
WORK AT WORK

2. I-attended the deceased from

to _11-3-56

and last saw

Death occurred at ,

?‘/gz—/ DI

‘-f_; alive on 11-3 56

2 2, E" on the date stated above; and to the best of my know[odﬁe from the causes atated,

2o, SIGNATURE'

ADDRESS

-‘gﬂtgrt

Drs. Grabske & Link

/htﬂ:?ﬂ’

10901 VHnner, Ipdep., Mo.

22c, DATE SIGNED

11-3-56

23a. BURIAL, CREMATION,

Burtad ™"

23b. DATE

Nov 5,1956

23¢. HAME OF CEMETERY OR CREMATORY

" Mound Grove Cemetery

23d. LOCATION (Ciy, town. or county)

Aackspn Co,’

(State)

o/

24, FUNERAL DIRECTOR

ADDRESS

H.W, Stahl Funeral Home, Indep. Mo,

/537K

25. DATE RECO. BY LOCAL REG.

ﬁ. REGI;AR’S SIGNAT

fLicensed Embalmer's Statemaent on Raverse Side)

AN




el o1 AON

STATEMENT BY LICENSED EMBALMER

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

byme, oF by .ot g P , Student Embalmer No,.......

working under my personal supervision..

e -
Student.............. TV Signed g«gé é.) -

Signature of Student Embalmer

Licensed Embalmer No.s9.0

P. O. Address 0

A=

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

If ernbalmed by a STUDENT, he also shall sign in his OWN handwriting.

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

. .




