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All diseases in Part | must be causally reloted.

FILED APR 16 1958

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

gistrotion Dulnc: No. ____[__?___...._____..____Pnmury Reglshuilon Dmrlz! No. a--d.-z------.._, chnstrur s No. No.

58-014593

STATE FILE NUMBER

1. PLACE OF DEAT N 2. USUAL RESIDENCE (Where decgased lived. If institution; Resudonc. before |
o COUNTY  J.ackKson - sTatE Missourl b conty  Jack Sﬁn’,ﬂaSQ‘
b. CITY (If outside corporate limits, give TOWNSHIP only) tnside Limits c. CITY Inside Limits I

& Independence Yes (X Mo [ om  Independence Yes (X Ne |
c. FULL HAME OF (Hf NOT in hespital, give location} | Length of stay in 1b d. STREET (If outside, give location) Reside on Farm
HOSPITALOR 3700 Northern Yrs ADDRESS 3700 Northern Yos [ No (K

3. NAME OF DECEASED First Middle Last 4. DATE Manth Da Year
(Type o pin) META JOHANNAH ~ WITTHAR o L 6 1958

5. SEX 6. COLOF.E OR RACE| 7. MARRIED{ ] NEVER “ARR[EDE.} 8. DATE OF BIRTH 0. AGE LI::':::;; ;::l':)'ERg::AR I::::DER 2:":'525.

Female White wiawen{ ] ovorceod|  Jan 22 1892 &b J
10a- USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) w 12. CITIZEN OF WHAT COUNTRY?
durin orking lifa, aven if retired) INDUSTRY . o
"ROKE"™ Jackson Co. Missouri U. S, A

12a. FATHER'S NAME

Fredrick W. Wittkar

13b. MOTHER'S MAIDEN NAME )
Caroline Borgman

14, NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVYER IN U, 5. ARMED FORCES?
(Yes, 4 vnltmvm)‘ {IF yas, give war of dotes of servica
ifs) b S Sl 4

16. SOCIAL SECURITY NO.[ 17. INFORMANT
none Miss Lydia Wi

Address

tthar 3700 Norithern Blvd

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
MEDICAL CERTIFICATION

PART 1. DEATH WAS CALISED BY:

IMMEDIATE CAUSE {a)

18. CAUSE OF DEATH (Enter only one cause per line for {a}, (b), and {c).)
Bijlateral Lobar Pneumonia

INTERVAL BETWEEN

ONSlir Aﬁé[ﬁgl—i

Conditiens, if sy, « DUE TO (b) Influenza 60r 7 Days
which gave rine 1o

Trering the. under }

Il;:r:g 9::“". lc:i. DUE TO {c) qgo x

PART {l. QTHER SIGHIFICANT CONDITIQNS CONTRIBUTING TO DEATH but not reloted to the terminol disease conditton given in PART | (o}

Cebral Palsy-Birth

19. WAS AUTOPSY -
PERFORMER?
YES[ ] N

20a. ACCIDENT SUICIDE HOMICIDE 2%0b, DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
O O ]

20c. TIME OF .Hour Manth, Day, Yeor

INJURY a.m.

p.m.
20d. INJURY OCCURRED . PLACE OF INJURY {a.g., inor abouthoms,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, street, office bldg., etc.)
WORK AT WORK
T
21. 1 antended the deceased from Uct 10 1947 . to 4-6-58 ond lost sow t" aliveon _ 2—0—08
Death cccurred of 4 . 45 A m on the date stated above; and ta the bast of my knowledge, from the couses stated.

22e. QGNATERE -‘@

{Dogree or title)

22b. ADDRESS

S .@ .o 10008 Last

2%c. PATE SIGNED

62nd.Raytown,ip.4-7-58

23a. BURIAL, CREMATION, | 23b. DATE

BULIET™ | 4-8-1958

23c. NAME OF CEMETERY OR CREMATORY

Woodland Cenmetery

23d. LOCATIOR (City, town, or county)

Indepadndence

{State}

Misgoedhi

24. FUNERAL DIRECTOR ADDRESS

Floral Hills Mem Chapels Inc K.

25- DATE RECD. BY LOCAL REG.

C.MO #~F-.S5°4

26} REGISPRAR'S SIGNATURE .

[Licensed Embalmes’s Statement dn Reverse Side)
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{ STATEMENT BY LICENSED EMBALMER

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

DY M€, OF DY i it e e e e aar et e ea— e aeaaetnr—aan e annrns , Student Embalmer No. ...................

working under my personal supervision.

.

I\(Iote: 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.



