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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

isecsas in Port | must be cousally related.

A, J. Williams

[ED AUG 27

THE DIVISION OF HEALTH OF MISSCURI ~

STANDARD CERTIFICATE OF DEATH

1gsa_gislrc1ior! Drisrricr No.

/ L'/? Primary Registration Dis!rin Ho.

v

...... _ 58-029252
ATE FILE NUMBﬂb?Sz

,/ ()D,Z_ .......... - Registrar’ s No. No. T WTw

1. PLASE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. [f institutj Renden;}&l( 0?
. COUNTY . STA b, COUNTY 1)
o P JACKSON ¢ MISSOURI /(J/d
b. CITY {If outside corporate limits, give TOWNSHIP only} Inside Limits c. CITY Inside Limits
OR ¥ Nel] | g® OF Y N
TGN KANSAS CTTY - M~ rom  KANSAS CITY ¥ Nl
c. Fg%él‘?IAMEDOF ([ NOT in hospital, give location) | Length of stay s 1b d. SLREETS'S {If outside, give location) Resids on Fam
H AL DR , ADDRE :
wstiruvion VA HOSPITAL 4D years 2307 EAST 85TH Yos ] Mo
3. NAME OF DECEASED First Middle Last 4, DATE Month Day Year
(Type or print) OF
CHARLES C. SCHNEIDER DEATH & L, 1958
5. SEX o 6. COLOR OR RACE| 7. MARRIEDfiE) NEVER MARRIED[] 8. DATE OF BIRTH 9. AGE (In years |FUNDER | YEAR] {F UNDER 24 HRS.
lost birthday} | Montha | Days Houre Min.
Male White wooweo[] ~ oworceo(J|March 13, 1877 a1 |
10a. USUAL QCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR H. BlRTHPLACE’{Ci!y and state or country) 12, CITIZEN OF WHAT COUNTRY?
during me st of working life, even if retired) INDUSTRY,
Who”fesale Meat Sandusky, Ohio U.S5.4A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

William Schneider Iouise Pratt 1 Maude
lg— WAS DECEASED EVER IN U, 5. ARMED FORCES'P. 15. SOCIAL SECURITY NO.| 17. INFORMANT Address
(Yas, no, qi_ghsmwﬂ)l(lf yeou, give wsﬁﬁurn of service) N oNE VA Hospital Official Records , K. c . Mo,

PART I.

Condltions, if any,
which gave rise ts

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (o)

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

Exsanguinating, diffuse, mucosal & submucosgal

INTERVAL BETWEEN
ONSET AND DEATH

oue To v Gastrointestinal hemorrhage

obove causa (a), W p
z o e 1o } DUE TO (cf@gets Disease of Bone (Osteitis Deformans) 51 g
[=)
E PART i, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dissose condition given in PART | (g} 1%. 'gAS AOUTOPST
N . - . ERFORMED?
i| Ulcerative aortic atherosclerosis with arteriosclerotic aneurysm i YES® No[]
£t 20e. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter naturs of injury in PART | or PART 1l of item 18.}
(17
v O [ d
5[ 20c. TIME OF Hour Month, Day, Yeur
a INJURY  am.
H p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (o.g.. inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, .ctory, street, office bldg., etc.)
AT WORK

,gl. ottendad the deceased from JU1Y 25, 1958 .oAugust 4, 1958
Death occuered at i vITALY _A_ m on the date stoted above; and 1o the best of my knowledge, from the causes stated.
220. SIGN £ . - {Degree or title) o 22b. ADDRESS 22c. DATE SIGNED
ﬂwtﬂe"-“' w.p. VA Hospital, 4801 Linwood, K.CiMo. 8-4-58
RM'I;lON, 21b. DATE T3c. NAME OF CEMETERY OR-CREMATORY 23d. LOCATION {City, tawn, ot coumy) {State)
wci M
L™ Wog-¢-/25 7l Mapre Hill Ceselery | Kalsas O Ty

/

Abbyb

So

%ﬂ CQE&("

25. DATE RECD, 8Y LOCAL REG,

ffJ’\S_F Panil

24. REGISTRAR'S SIGHATURE

gy, W,

on Reversa Side)

:‘Me/mis_l



STATEMENT BY LICENSED EMBALMER
I T - . N . AP, : M

1 hereby certify that the body whose name is recorded on the reverse side of thxs cert1f|cate was embalmed

- at

Student Embalmer No ...................

working under my personal supervision.

Student
Slgnature of Student Embalmer

B DU . o .
’ . ~1Llcensed Embalmer No.. &W

P. 0. Address %Mf‘"’(f

Note The above MUST BE SlGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. ( ure
. 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.




