THE DIVISION OF HEALTH OF MISSOURI 58—‘042004

cnll'l;, -
Welfare STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER
wblic
ervice I P bD—E.C . 1 ‘1@"“““‘- District No. ....ﬁ”.,............,.3.1..8_Primury Rag_isiruiion District N°-1.0_0.3 ___________ Registrar's I’*1083’2____
K = =
{7 PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Rasidency before
300 a. COUNTY o. STATE Miss Ouri b. COUNTY “d"y?'.;ﬂ)
-57 b. cu‘rv (If outside corporate limits, give TOWNSHIP only] | Inside Limits c. cnv If3ide Limits
vom  St. Louls Yos [J Mo (J om St Louis Yes[J Mo [
c. Egk&.ﬂﬂ:ﬁ%gF (If NOT in hospital, give location} | Length of stay in 1b R%EESS (IF cutside, give location) Reside on Farm
4 . ADD
P mstivTion POR Clty Hosp. A/ ? )-]-333 McPherson Ves [] No ]
NAME OF DECEASED First Middla Lcs? 4. DATE Month Doy Year
(Type or print) OF
DEIBERT A, MORGAN DEATH 11 =10=58
5. SEX 6. COLOR OR RACE| 7. marrIeb[ ] NEVER MARRIED[X] 8. DATE OF BIRTH 9. AGE {In yaors {F UNDER i YEAR| IF UNDER 24 HRS.
- 8_12-18 6 fast birthday) [ Months | Days Hours Min.
male (e} white wipowes(] g otvorcer[]
10a. USUAL OCCUPATION (Give kind of werk done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and srata or country) 12. CITIZEN OF WHAT COUNTRY?
durin, 1 of working life, wvan if ratired) |NDUS1I'RY R
optiaian Opticial Kansas City, Mo. 9| USA
13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. HNAME OF H_USBAND OR WIFE
John Morgan Jennie Kaiser -~ none
w
a [ 15- WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
g (Yes, no, or unknqwn)| {If yas, give wor or dates of service) m]: oW Mabe l HU.I’S t R Kans as ci tv ‘ fI 1
a 18. CAUSE OF DEATH {Enter only one cause ine for {a}, (b). ond {c).) /\ INTERYAL BETWEEN
w PART 1. DEATH WAS CAUSED BY: . ONSET AND DEATH
w ’ IMMEDIATE CAUSE (a) AUt AARAE A4 -’dw
@
=
g_" Conditions, if any, DUE TO (b)
>'__ which gave risa 10
bo {a}.
2 o } Y20./
| 8 z lying couse last DUE TO (c) !
g =} = PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not raloted o the terminal diseose condition given in PART | (a) 19. WAS A PSY
& EEx . PERFFRMED?
<+ &)= ves[¥] no [
- x = 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter ncture of injury in PART | or PART Il of item 18.)
X O O O
¥ E -
: : j U| 20¢. TIME OF Hour Month, Day, Year
B =8 INJURY  am.
s Q= .m.
2 = P
E % 20d. INJURY OCCURRED 2e. PLACE OF INJURY {0.g., inor chouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
= w WHILE ATC] NOT WHILE D farm, factory, strest, office bldg., etc.)
2 3 WORK AT WORK Vo)
E 21. | attended the deceased from ya . L] and last uwt alive on
% ath occurred of - m “ men the date stated above; and to the best of my knowledge, from the couses stated.
| & NATURE egrae orgitle) 3 | 22b ADDRESS - ATE sxcm-;u
= ] f aroedey /S Foc W 4 /f
|
I 230, BURIAL, CREMATION, | 238, D 23c. NAME OF CEMETERY OR CREMATORY H234. LOCATION (City, town, or county) (St}
' REMOVAL (Specify)
remova 11-11 358 Kansas City, Mo.
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD, BY LOCAL REG.

28. REGISTRAR'S SIGNATU
Sheil, Kansas City, Mo. Nov 1258 Jﬁ Jy ﬂ B S

Li 4 Embal 'e an Revarss 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 Me, OF DY oot bbb «» Student Embalmer No. ...................

working under my personal supervision.

Student eoviieiii i e s ra e eeas Signed T e e e e
Signature of Student Embalmer

Licensed Embalmer l\loq‘?"’?\I
P. O. Address...ég'/ f&x—ow

....................

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.
S . |8 t




