THE DIYVISION OF HEALTH OF MIS50UR!

STANDARD CERTIFICATE OF DEATH

1ealth,
Welfare
*ublic

Service

%

Primary Raqmrmnon District No _[__o_-ﬂ)-—_- _______ Registrar's No

58-044107 °
STATE FILE NUM85987

!LE!J JAN 5 195§gistmtioq District No.

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased livad. |f institution: Residence b: fore

. COUNIY . STATE ] ] b. COUNTY admissio
30 a Jackson a Missouri Jackson
-57 b. CITY (lf outside corperote limits, give TOWNSHIP only} Inside Limirs c. CITY Inside Limits
9%y Kansasg City ves (Eno [ || 0?3 romy  Kansas City Yos I No[]
I c. FULL! NAM%OF {lf NOT in hospital, give location) | Length of stay in 1b d. STREET {If sutside, give location) Reside on Farm
HOSPITAL OR ADDRESS :
wsTiTution ot, Luke's Hosp. 72 yrs 4221 Wyoming Yes (] Mo (X
3. NAME OF DECEASED First Middle N Lu.ﬂ 4. DATE Month Day Yeooar
(Type or print) k OF
JULIANNA FR.OESCHL DEATH & Dec, 17, 1958
5. SEX y | 6 COLOROR RACE| 7. 8. DATE OF BIRTH 9, AGE (I IF UNDER i YEAR] IF UNDER 24 HRS.
MARRIED[_JNEVER MARRIED[] . n years -
1 birthday) | Menth, D Hour Min,
i Female White woowen® % pvorceo[j| EFeb 20, 1865 Grglirthder) onths l A I "

| 100. USUAL CCCUPATION {Give kind of work done
' ring most of working life® if retired)

INDUSTRY
Hoqets

10b. KIND QF BUSINESS OR

11. BIRTHPLACE (City and state or country}

12. CITIZEN OF WHAT COUNTRY?

W

| 15. WAS DECEASED EVER IN L. §. ARMED FORCES?

(Yc%mwn) (If yos, give wor or dates of service}
——

13k, MOTHER'S MAIDEN N

f : &“NAME oF H%BAND oR WIFE z y

fsnmnr 5 dr ?702 7/

PART . DEATH WAS CAUSED BY:

1B. CAUSE OF DEATH {Enter only one cause,
IMMEDIATE CAUSE {a) i

DUE TO (b}

which gave rlse to
above cavse (a),
stating tha under-

Conditiens, il any, }

INTERVAL_BETWEEN
ONSET DEATH

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

WHILE AT NOT WHILE
WORK O AT WORK £

21. | ottended the deceassd from

Deoth occurred at

farm, factory, street, office bidg., ete.)

g lying cawse last. DUE TO (<}
z PART |I. OTHER SIGHFIGANT CONDITIONS CONTAMBUTING TO GEATH but not related fa the terminol diseass condition given in FPART | (u) 19. WAS AUTOPSY
by ; » PERFORMED?  j
i AU vEsSd No[]
| 200. ACCIDEN suICH HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Eater nature of injury in PART | or PART I of item 18.)
w
v ] ] O
;’ 20¢. TIME OF Howr  Month, Day, Year
a INJURY  am.
E p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (s.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION " COUNTY STATE

and lost saw hi ® alive on

All diseases in Part | must be causclly related.

i, L. Spafford

2s. DATE RECD. BY LOCAL

CATION {Clty, town,

26. RECISTRAR'S SIGN

-

‘/fC’m ra o L %W

{Licensed Embalmer’s Stotement on Reverse Side)




Sodpagpcd

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 BY et ta b s r et e e e n e re s , Student Embalmer No. ...................

working under my perscnal supervision.

N sonsenritd & Bne P,

Signature of Student Embalmer

Licensed Embalmer No........cccvnvinennens

P. O, Address.....cocovoevveriineiinninniesnns

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




