Health,
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it iAWt B 1Tated-

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Port | must be cousally refated.

|
NEERN

THE DAYISION OF HEALTH OF MISSOURY

STANDARD CERTIFICATE OF DEATH

_________ o28-021000. .

STATE FILE NUMBER

QBRsistration District No. 42 Priemary Registration Disiet Mo 1000 Regivirar's No.____TOD.____._
. PLACE OF DE'ATH o 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befor
= CONTY  Bychanan - o. STATEMi sgouri b COUNTY Bychandrse /
. C(IDTRY (If ourside corporate limits, give TOWNSHIP only) Inside Limits c. CITY é/ / ? Inside Limits
TOWN St. Joseph Yes [k %o [] Tom St. Joseph Yo ] No[]
c. FULL NAME OF (lf NOT in hospital, give location) | Length of stay in 1b d. STREET {If outside, give Iocunon) Reside on Form !
HOSFTALOR6507 King Hill Awv. yrs. A0DRESS 6507 King Hill Avdeves n@
3. E{TAMGE :F r?:)CEASED First Middle Last 4. DS;E Month Doy Year
e se Rose Lee Kieffer pearn June 30, 1958
5. SEX 6. COLOR OR RACE| 7. MARRIED] ] NEVER MARRIED[ ] 8. DATE OF BIRTH 9. AGE' (bl‘n‘;:ar; ::‘J:.I‘JER ;:EAR |;£:DER z:ﬁl-:zs.
Female || Wnite wDoweD (g orceol]] Aug, 5, 1868 | gyttt |
10a. USK.JAL OCCUPATlPN (fiivn kind of w‘ork done | 10b. KIND OF BUSINESS OR 11. BIRTHPL ACE {City end stots or country) 0 12. CITIZEN OF WHAT COUNTRY?
Hodlﬁn r|'|eou’ojfb ang life, aven if retirad) |NDUSTRY0wn home Platte COuI’lty Mo . U . S . A .

13a. FATHER'S NAME

William Dougan

13b. MOTHER'S MAIDEN NAME

Sarah E. Newton

14 NAME OF HUSBAND OR WIFE

William Kieffer

15. WAS DECEASED EYER IN U, 5. ARMED FORCES?
(Yas, N 6 unlmqwﬂ)l (If yos, give war or dotes of service)

16. SOCIAL SECURITY NO,
norie

17.

Lucille Gnolfo 6507 King Hill Ave.

INFORMANT

Address

18. CAUSE OF DEATH (Enter only one cause per line for (o), (b), and {c).)

INTERVAL BETWEEN

PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (o) __ Cerebral Thrombogis 2 days
Contions f s, DUE TO (5 Cerebral Arteriosclerosis unknown
Icl ave rise to
above ‘c’:uu ‘('U). } t - .
statl - or=
; paing the wnder 10 (0 Arteriosclerosis 3%2.X unknown
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralsted 1o the termingl diseass condition given in PART 1 (a) 19. WAS AUTOPSY
& PERFORMED?
s yes[] noK)
=1 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1l of item 18.)
8 oD o O
3[ 2c. TIMEOF .Hour Month, Doy, Year
o INJURY  am.
1 p-m.
20d. INJURY DCCURRED 20e. PLACE OF.INJURY {e.g., inor about home,} 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD HOT WHILE 0 farm, foctary, street, office bldg., etc.)
WORK AT WORK

21. | attended the decsased from

-
»

s 1o

a

Death oicurred at

tiom von I s APTIL 28, 1958

m on the date stated above; and to the be'ST of my knowledge, from the causes stated.

L

zze.)u.g', URE

-

%%
Zie- BURIAL, CREMATION, | 236, DATE yy
Burial " Wuly 2, 1955

{Degree or title)

0

LA

- ADORESS 50]. T1linois Ave

St

Josenh . Missouri

22c. QATE SIGNED

ﬂ/zo/ng

23c. NAME OF CEMETERY OR CREMATORY

} Mt. Mora Cemetery

T
2

3d. LOCATION (City, town, or county)

St. Joseph, Mo.

(Smt-)

24. FUNERAL DIRECTOR
Clark FuneraI Tom

gt. Joseph

Mo

: 2P
{Licansed Embalmes’s Sto nt evefze Side)

25. DATE RECD. BY LOCAL REG.

26. REGISTRAR'S SIGNATURE

Zetw Ll Psocle L




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 1iriiiiiiie e iie e rsr s s rrs s s e s raa s eassnnrnrnsssbbaar s e mn e neann ., Student Embalmer No. ............cceuu..

working under my personal supervision.

Student .o e e Signed ...
Signature of Student Embalmer

- Licensed Embalmer No é/rz-s
g P. O. Address g7/, 2,

" 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.

+ -




