THE DIVISION OF HEALTH OF MISSQURI

58-040035 _

+e

Health, "
. Welfare STANDARD (ER"H(A‘! OF DEATH STATE FILE NUMBER
Public
Service F”-Ea D EC 8 ‘Igss_gish'mkm' Distriet No. / 5{17 Primary Ra_gismnion District No.,"..[,é'..gz.__.‘ _____ Regisrmt's No.,_5_45?__.u
1. PLACE OF DEATH 2, USUAL RESIDENCE (Whers deceased lived. M institution: Residence bcj_ore
. COUNTY . STATE b. COUNT mission
W o ° Jackson ° Mo. COUNTY 33 cksolf ,)
1-57 b. CgRY (If outside corporate limits, give TOWNSHIP enly) Inside Limits (% CITY Inside Limits
TOWN_Kansas City veeitd o) 14 0 10w Kansas City Yesg] No[J
c. Fg;—F’LITHAEEJSF (If NOT in hospiral, give location) | Length of stoy in 1b d. STR%EES (If outside, give location) Reside on Farm
H Al . ADDRE
isTiTUTioN _General Hospital B ) 21,27 NcCoy | ¥esO N
3. NTAME OF DE)CEASED First Middle Last 4. DATE Month Day Year
{Type or print OF
Nell % B. Koelmel peath 11 17 58
5. SEX B 6 COLOR OR RACE] 7. magrIEp[INEVER MaRRIEDL] 8. DATE OF BIRTH 9. A:GE' E,I_n':;er; ':;’:I?E?g;f‘ﬁ |:°l:NDER ?:“tRSA
- = ir ay, ] rs s
; Female White woonenf] > oivorceo(]| 6-2=1897 61 |

Wa. USUAL OCCUPATION (Give kind of work done

uring 1 of warking lifa, even if ratived}
Litndress

10k. KIND OF BUSINESS OR

INQUSTRY
Gen'i Hospital

11. BIRTHPLACE {City and stata ot country)

Higeinsville, Missouri

(-

12. CITIZEN OF WHAT COUNTRY?

.84

130. FATHER'S NAME

John Short

13b. MOTHER'S MAIDEN NAME

Lillian May Guard

14, NAME OF HUSBAND OR WIFE

William Koelmel

15. WAS DECEASED EVER IN U. 5, ARMED FQRCES?
(Yes, no, gr unknqwn)'(lf yos, give wor or dates of service) L

16. SOCIAL SECURITY NO.

96=26=-0899H

17.

INFORMANT Address

saRuby Miller 1918 Tanrel X .G

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

INTERVAL BETWEEN

PART |. DEATH WaAS CALISED BY:
IMMEDIATE CAUSE (o)

Aspiration Pneumonia

ONSET AND DEATH

24. FUNERAL DIRECTOR

ADDRESS

loral Hills Mem,Chapels, K.C.Mo.

25. DATE RECD. BY LOCAL REG.

e v Ee T -

PV -

24. REGISTRAR'S SIGNATURE

m
a
a
7
[u]
i
=
31}
=
£
g_" Conditions, if any, DUE TO (b)
S whilch gave rize to
= above causs {a), } 4
= tating th dute
8 g l’y;’n:;“:uu:-w:n::. DUE TO (C) uql ~
s ZfE PART Il. DTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but ot refated 1o the tarminal disease condition given in PART | {a) 19. WAS AUTOPSY
I b PERFORMED?
EA H YES[] naf]
5. 2 W] 200 ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART H of item 18.)
= Zfu
o0 o O
S <NST 20c. TIMEOF Hows Meonth, Day, Yeor
5 apd INJURY  a.m.
§ é E3 p.m.
ETS 20d. INJURY. OCCURRED 20e. PLACE OF INJURY {e.g., inor ocbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
= WHILE ATD NOT WHILE O form, factory, street, office bldg., etc.)
& % AT WORK
E ) 21. | attended the deceated from 10-21"58 , 1o 11_1?—58 and lost sow i‘l::‘ alive on 11-17-58
E -E Death occurred at . 2 P.M. m on the dote stated gbove; and to the best of my knowledgs, from the couses stated.
s 3 220. SIGN egiee or mlu) 22b. ADDRESS 22c. QATE SIGNED
5
b K.C. General Hospital 11-~17-58
(43 23a. BURIAL, CREMAT'ON 23b. DATE LZ]T: NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Ciry, 1own, or eounty) (State}
RE {Specity)
g [ Burfat 11-19-1.958 oral Hills Mem,Gardens IKansas City, 14
g
K
]
<4

{Licansed Embalmer’s Stotemant on Reverve Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
By 1, O DY ittt ettt ettt vt ve et et e ae e e eiaraarentaeaneaane , Student Embalmer No. ..........c........

working under my personal supervision.

Student

Signature of Student Embalmer

P. O Address..

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). \

o

If embalmed by a STUDENT, he also shal} sign in his OWN: handwriting. - -
If this*body is not embalmed, fact should be so stated above.

[




