[V
alth, ) THE DIVISION OF HEALTH OF MISSOURIL 58_010223 )
:Il_!ur. FILED APR 2 1958 STANDARD CERTIFICATE OF DEATH STATE FILE NUMBEi 5

ic
rvice Registration District No. .._“.,“M,,____A,Kz___Primc:ry Registration Diswrict No. . £ 2R Registror’s No..__:___é_.:} ______
! 1. PLACE OF DEATH 2. USUAL RESIDEMCE [Where deceased lived. If institution: Residence befor 4
a. COUNTY Jackson a. STATE Migsourit b COUNTY  Taelcgdmgsion)
57 b. chY (If outside corporats limits, give TOWNSHIP enly} Inside Limits ? CgRY . Inside Limiss
1ok, Kansag City ves @ e[ |4 00 (O XAnses Clty Yes& No[J
| e. FULL NAM%DF (1 NOT in hospital, give locotion) | Length of stay in 1b™] J d SERD%EET 42 {If outside, give location) Reside on Farm
HOSPITAL OR Al 55
| henirovion 4266 Clark 60 Years 66 Clark Yes [J Mo (X
kS FTAME OF DE)CEASED First Middle Last 4. DATE Month Day Year
ype or print 0P
ALBERT GRABAM SUHR ceats  March 17, 1958
5. SEX O| & COLOROR RACE| 7. 8. DATE OF BIRTH 9. AGE 0 IF UNDER 1| YEAR| IF UNDER 24 HRS.
Male Whit e MARRIE@ N%VER MARR‘EDD last hi’: ;;:;; Months | Days Hours Min.
WIDOWED 1] oivorcen[ ]| Sept. 16,1880 |2&7 d
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) ¥ ' 12. CITIZEN OF WHAT COUNTRY?
furing most of_working life, sven if ratired) INDUSTRY . . .
Clerk Hereford Assof. 'tDRetlred) Indianppdis, Indiana Ug. S. A, -
13a. FATHER'S NAME 13k, MOTHER®S MAIDEN NAME 14. NAME OF H_UsBAND OR WIFE
JJHenry F. Suhr Virginia Graham Mrs. Agnes J. Suhr
EIJ 15. WAS DECEASED EYER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
2 (Yus, N,a- un&nqwn]| {If yos, give war or dotes of service) 382 - 03_906 1 Tboma_s J - Suhr ’ }4‘2 66 C lark » K . C . MO .
o 18. CAUSE OF DEATH (Enter only one couse per line for [a), (b}, ond (c}.) INTERVYAL BETWEEN
b PART |. DEATH WAS CAUSED BY: - f‘ Z -~ f [ ONSET AND DEATH
w IMMEDIATE CAUSE (o) ChoCare INogma o Ciah oy, ¢ maors .
= - -~ -7
> .
& Canditions, if any, , DUE TO (b)
t w::eh gove rln( !)n } ?g\
above cause (a), L
z tating the under- c
3l:| s oveto 10:
_g- s E PART . OTHMER 51GNIFICANT CON‘DITIONS CONTRIBUTING TO DEATH but not related to the terminal disecse :nndit'ion given in PART | {a) 19. géé:{g}gggg; ‘?__
3 e prleviosclerotic //earf D/ssease YES[] NORE ©
- § Y| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART lor PART Il of item 18.)
= Zfu
v =g O O O
]
o 5 O| 20c. TIME OF Hour Month, Day, Year
5 aopd INJURY  a.m.
g L‘ * p-m.
£ % 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor sbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
ST W WHILE ATD NOT WHILE D farm, factory, street, office bldg., etc.)
2 7 WORK AT WORK .
£ 2. 1 attended the deceased fom o8- M1 drc h 1558 .10 | 7/ March S ondios sopiiingiive on IF March /958
g = Death cccurred at yx- 3 o - A m on the date stated above; and to the Bf my knowledge, from the causes stated.
P 5 I2a. SIGHATURE {Degree or title} O 22b. ADDRESS . 22c. PATE SIGNED
=
$3 . oy, /7 Nichols foad |17 MarSE
' R 230 BURIAL, CREMATION, DATE 23¢. NAME OF CEMETERY OR CREMATORY 234, LOCATION (City, tawn, or county) (Stata}
Specify}
A FREFIRT>-> | 3-1e-58 Forest Hill Kansas City, Mo,
:j 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 28. REGISTRAR’S SIGNATURE
£} Freeman Mortuery EKansas City, Mo. Ar¥F.58 “THFrlva

[Licensed Embalmer’s Statemant on Reverse Side}




STATEMENT BY LICENSED EMBALMER

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

DY M, OF DY it it tra i s s ra s e e e a s snrn ettt ran e v raen ., Student Embalmer No. .............ccesee

working under my personal supervision.

Student .ceevevnriiinnnnn. T T P Py
Signature of Student Embalmer

P. 0. Address. A\....! ‘I%

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

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

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

&




