THE DIYISION OF HEALTH OF MISSOURI

awllere o STANDARD CERTIFICATE OF DEATH — *?T%;PE%EESSS
h::::::o I.| ) ~ istration District N /yf Pri Registration District No. /D c?j_.,,- Regi ‘s N 514135
I I¥ Fn n [‘:T ‘O‘ 1qq§ngu ration District No y rimary Registra R egistror s Ne. - B 5, P ot
I "T. PLACE OF DEATH 2. USUAL RESIDENCE (Whers deceased bived. |f institution: Residence befora
w0 f - COUNTY Jackson > STATE Missouri b COUNTY 5o ksoﬁdmm
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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Inside Limiss

Yas@ No [] |

&, CBTRY {If cutside corparate limits, give TOWNSHIP only)

OR
52 town

. CITY

Inside Limits

e

TOW _ Kansas City Kansas City Yos® Ne[]
c. Egls_é_E;JAEﬂ%gF {If NOT in hospital, give tocation) | Length of stay in 1b d. SBRD%E'QS {If outside, give location) Reside on Farm
Al ‘ Al E
INSTITUTION Menorah Medical Centter 54 YRS 3716 Wabash Yes [] Noiy
3. NAME OF DECEASED First Middle Last 4, DATE Maonth Day Y ear
{Type or print} OF
-Sarah T Rosen pEatH  Sept., 17 1958
5. SEX y | 6 COLOR OR RACE 7‘umn|so{:] NEVER MARRIED ] E/ DATE DF;%T‘_L’ 9. AGE (In yeors JF UNDER iYEAR] IF UNDER 24 HRS.
- Aaxt birthgay Months | Doys Hours Min.
Female White wioowen®] * pivorcen[ ABPREX ]
100, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country} 12. CITIZEN OF WHAT COUNTRY?
during most of working life, sven if retired) INDUSTRY
Housewilfe Home Poland U.S.A.
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Carl Hipsh Cellg =w—=m=~m~ Abe Rosen
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? F6. SOCIAL SECURITY Ho.| 17. INFORMANT Addrass
(Yws, no, or unknawn)| (if yes, give wor or dates of sarvice)
Ko l o -~ Menorah Medical Center
[ 18. CAgS?uo_f: DEEK?’I—EE\;L? EJAIL)J'S?S Ec;:uo ppwline for (@), (b), and (c}.) ]%TERVAL BETWEEN
Al . : . - -~ INSET AND DEATH
IMMEDIATE CAUSE () a.o{, rr  wfe A‘q 0 Cadlenl’ ! 3
7

Cenditions, if any, DUE TO (b,

which gave rize to }

above couse (a), ‘\
toti h dar- B
ry?n;"gc::u:.u?u:: DUE TO (C) H Q 2}

PART II. OTHER SIGNIFICANT CONDITIONS CDNTEIBUTING TO DEATH but not related to the tarminal disscse condition glven in PART | (a)

19. WAS AUTOPSY

MEDICAL CERTIFICATION

w PERFORMED
a.éa./‘-r Too vEs[] NO
20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture ¢f injury in PART | or PART Il of item 18.)
J O -0

2¢. TIME OF Howr Month, Day, Year

INJURY  am.

p.m.
204. INJURY QCCURRED - 20s. PLACE OF [FJURY(; .g., inor abouthome,] 20§, CITY, TOWN, OR LOCATION COUNTY STATE
\VHILE ATE] NOT WHILE D tarm, factory, street, offu:a bidg., etc.}
AT WORK
21. | artended the deceosed from / Yro ., to W f? /"J‘E and last saw hl * alive on 9//7/-’ r
Death oc;rrred at f_‘- P. m on the dute stated above; and to the best of my knowladgn, from Ihe causes stated,

% (Degrea or titla} 2 22b/)DRESS ¥op £ 6 3 22¢. PATE SIGNED
S W aky A.D Kosar G ey, Adrida
23QUR’%A%ZREMATION, 23b. DATE é 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or eounty) {State)
RE AL {Specily)
uria Sept, 18 1956 _ Sheffield Kansas City, MO,
24. FUNERAL DIRECTOR ADDRESS 25 DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE

J.P.Louls Funeral Home K.C.MO.

?f/fo"f’ -7

(L d Embolmer's &

on Reverse Sida)
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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 B, OF DY it ir ettt e s st en e s e e anven et e et en e e an s ., Student Embalmer No. ..........cc.covven

working under my personal supervision, ‘

Student et Signed 5 ,[é

Signature of Student Embalmer

l.icensed Embalmer

P. O. Address... JY— Q ./.&’..

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fa:lure
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.




