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efic. myst use only standard nomenclature in item 18. No symptoms will be listed.

All diseases in Port | must be causally reloted.

Harold Passman

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
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STANDARD CERTIFICATE OF DEATH

/ V? Prim
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STATE FILE NUMTR.,
ary Rag_ishn_t_i_orl District NO-.___[_Q_Q_)-—-. ______ Regiltrmfs No ‘¢ ( )6

1. PLACE OF DEATH 2. USUAL RESJDENCE (Where deceased lived. [figstifution: Residence before
o COUNIY  Jackson o STATE MiSSOUFL b COUNTYJCKSOTwdmssient
b. CIOTRY (If cutside corperate limits, give TOWNSHIP only} Inside Limits c. ng Inside Limits
Towy Kansas City Y] %o [ J|1OF" 1oy Kansas City vk No[J
c. ﬁg%;_I?:EEOF (lf NOT in hospital, give location) | Length of stay in 1b T ¥4 iTJRDIFEQ%ES (If ounside, give location) Reside on Farm
erioTioMenorah Medical Centier 18yra. 3320 Woodland Ave. Yes[] No[]
3. NAME OF DECEASED First Middie Last 4. DATE Month Cay Year
{Type or print) OF
He Fromm DEATH I 1 58

v

5. SEX

6. COLOR OR RACE

7

White

*MARRIED[ | NEVER mARRIED[ ]

wipowel[ ] &~ prvorcen[]

8. DATE OF BIRTH

3-30-8l

FUNDER 1 YEAR
Months I Days

IF UNDER 24 HRS.
Hours I Min.

. AGE (In yeara

Io.?li'.nhduy)

100. USUAL QCCUPATION (Give kind of work done

10b, KIND OF BUSINESS OR

11. BIRTHPLACE (City and state or country)

12. CITIZEN OF WHAT COUNTRY?

durin, st of working life, aven if retired INDUSTRY e
mE FER " | unkrnown Grosslantheim,Germaony| U.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Menassah Fromm Helen Kupferman Bertha Fromm
1:. WAS DECEASED EVER IN U, 5, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
{Ye or ynknqwn}| (I yas, give wor or dates of sarvice)
Ry |y o 495-24-3818| Martin Fromm, 6540 Penn X.C.Mo,

PART L

18. CAUSE OF DEATH (Enter only one ca
DEATH WAS CAUSED BY:

use per line {a), {b), and (c).)
L}
M@Mf -“«7 oaw-&a.f .
L]
DUE TO {b) _0_“&4“4- -’M "f
1]

IMMEDIATE CAUSE {a)

Conditions, if eny,
which gave rise 1o
gbove cavse {a),
stating the under-

!

DUE T0 (¢) ”

INTERVAL BETWEEN
SET AND DEATH

LoTtuwasyy

alloveo

WHILE AT
WORK

)

NOT WHILE
AT WORK

3

farm, foctory, street, office bldg., atc.)

g lying couse lost.
- PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEJTH but not related 1o the terminol disease condltion given in PART i ( 19. WAS AUTOPSY
s - o l PERFORMED?
g Yo YES BT NO[]
2| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART ) or PART Il of item 18.)
w .
v [l | |
S| 20c. TIMEOF  Hour Menth, Day, Yeor
I INJURY  am.
E p.m.
20d. EINJURY OCCURRED 200. PLACE OF INJURY (e.g.. inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

Deagfreccurred ot

21. | attended the doceosed fr

<
el

Y S E—

n the

dlnsf'mw}':;"'“alincn.&af L,/ ?9'2

d.ul- stated above; and to the best of my kmwln{ , from the couses stoted.

{Degrae or '“W o

22b. ADDRESS % 2‘12/0/(1/5;5?

. , CREMATION,
REMQY Specify)
purial

IEE;ATE
4/2/58

3. NAME OF CEMETERY OR CREMATORY -

Hoge KHil

WA 7/
23d. LOCATION (City, town, or county) {Srare)

Kansas Clty,Missourt

24, FUNERAL DIRECTOR

ADDRESS

J.P.Louls Funeral Home,K.C.mo.

4 Embal .

{Li

25. DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SSGNATURE
5/ -d -5 W
—

on Revarse Side)




STATEMENT BY LICENSED EMBALMER

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

o LTSS o U .» Student Embalmer No. ...................

working under my personal supervision.

Student .cocoeeiiiiiiiir e e e e Signed ... A Lt INARLANMYLON........................
Signature of Student Embalmer

P. 0. Address.......coovveneevrivnnenrarenenns

-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. -




