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All diseases in Port | myust ba cousolly related.
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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

[LED MAR 9 1958, e

THE DIVISION OF HEALTH OF MISSQUR]

STANDARD CERTIFICATE OF DEATH

. p9=005555.°

STATE FILE NUMBER
Primary Reqishurion District No/ﬂﬂ_‘-—- ........... - Registrar!s No. . 8 .?

| ~TerTET T
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whore deceosed lived. If insgitutign: Reudgnca before
a COUNIY Jackson a STATE b. COUNTY Jac 1asion
b. CIOTRY (lf sutside corporate limits, give TOWNSHIP only} inside Limits €. CBTRY Inside Limits
townKansas City Yes ] No [J q _’3‘ TOWN Kansas City YouX] No[J
c. Eglgg;l{:l:‘f\%m: (IF NOT in hospital, give location} | Length of stay in 1b 4. i'll;'%%%'gs (If outside, give location) Reside on Farm =
INsTTUTION 3009 Bellview 52 Yrs 3009 Bellview Yes [] N
3. NTAME OF DECEASED First Middle Last 4. DATE Manth Dgf Year
(Typa or print) OF 1
FRANK T FUCHS SR o 59
5. SEX ‘ 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE 0 FUNDER 1| YEAR| IF UNDER 24 HRS.
N{ale ‘”h 't MARRIEDENE‘VER MARRIEDD 1 L:-:::; Months | Days Hours Min.
wiooweo[] ¢ pivorcep[ ] 2/8/86 73
10e. USUAL OCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stare or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, syen if ratired) INDUS R ) A
Paper Cutter( Retired) Central Paper Box] Ausiria U s
139. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAMD OR WIFE
ichael Fuchs Barbara Weber | Mary T.Fuchs
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY NO.| 17. INFORMANT Address
Yes, e rver we Il yas, give war or dotes of servica’ X 3
(ot gy ] 4 vene o et 1486-10-2111 | Mary T.Fuchs 3009 Bellview,K C Mo.

PART I.

Conditions, if any,
which gove rize to
abeve enuse {ao},
atating the undar-

18. CAUSE OF DEATH (Enter only one cause per lina for (a), (b}, and {c).}
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

?ﬂc

//;Pc /ﬁcc—f MO in ca

INTERVAL BETWEEN
ONSET AND DEATH

£ Ak

2 2 Iy,

Dusm(b;/j’/tf’dv ‘4 (%paf/yﬁ?"ugmza}

}DUETO(C)AE ,_eggg}/g C??l'c: T 5 ety

L 2 M

WORK

WHILE ATD NDT WHILE ]

farm, .ctory, strast, office bldg., etc.)

g lying covsee last,
5 PART Il. OTHER SIGNIFICANT?)IHONS CONTRIBUTING TO DEATH but net ralated te the tarminal dissass condlilon §lven in PART | ‘(2 19. EAS TOPSY
ERFORMED?
Y = 7.
i v Covcdiae o7 inw o,f,-fﬁ.«u-A /(lll(y 15! ves[] wo [
2| 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. “{Enter nature of injury in PART | or PART Il of item 18.) 4
w
8 O O O
8 20c. TIMEOF Heur Month, Day, Year
8 INJURY o.m,
z [l
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

21. | attended the deceased From - A 2 - /é. - ; i and last saw h
Death occurred at ey ¥ t

* alive on -_

-—

= m on the dote stated obove; ond to the best of my knowledge, from the couses atated.

220 H agrea or titla) 24 22b. ADDRESS 22¢. QATE SIGNED
L0l L=, //;u,gcy./){. Rt g
230. BURIAL, CREMATION, | 73b. DATE 23c. NAME OF CEMETER\' OR CREMATORY 23d. LOCATION {City. 70 wn, or county) A (S1are)
REMOVAL (Specify)
Burial 2/17/59 Calvary Cemetery K C Mo.

24. FUNERAL DIRECTOR

Mellodv MeGilley Bylar Linwood & Main

ADDRESS

25. DATE RECD. BY LOCAL REG.

K C L&j'n“d Embolmer’s Slﬂfcm:{!écvm%

26. REGISTRAR'S SIGNATURE

ADreprat nenahaldl
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I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

by me, or by

STATEMENT BY LICENSED EMBALMER

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

working under my personal supervision.

Student .o e e s e e

Signature of Student Embalmer

P. O. Address....m..

, Student EmbalmerNo. ...............-

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.




