All diseqases in Fart | must be causally related.

Turner

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

gistrotion District No. ... /yf ............ Primary Registration District Ne. . ..

.99-009404
STATE FILE NU 544

/aﬂ-t-.r Registrar's No., =i &d

1.. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. [f institution Res&dq%efore
a. COUNTY JaCksm a. STATE I“Iissouri b, COUNTJaCkson admi s pfon)
b. CITY {lf outside corporate limits, give TOWNSHIP only) tnside Limits c. CITY Inside Limits
orR Yes ] No[] |k ¢] oRr 1 Yesfl MNo[]
TOWN Kansas City 4AY 0 tomn Kansas City o
. F(L:J),%;‘_I NA&\%OF ()f NOT in hospital, give location) | Length of stay in 1b . d. SBR%ET {It cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS )
| INSTUTIONY £, Hospital 0 yrs 7219 Lydia Yes ] No&j
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeor
(Type or print) . OF
JOHN C. GEIGER PEATH 3rd 24th 1959
5. SEX o] & COLOR OR RACE 7’MARR|EDE|NEVER warrieo[ ] 8. DATE OF BIRTH 9. AGE (I years IF UNDER i YEAR| IF UNDER 24 'HRS
. lost birthday) | Months | Days Hours Hin,
Male White winowen [ ] pivorcen[ ] 7=-7-89 69 wyrs l l
108, USUAL DCCUPATYICN (Give kind of work done | 10b. KIND GF BUSINESS OR 11. BIRTHPLACE (Ciry and stote or country) 12. CITIZEN OF WHAT COUNTRY?
fo, svan if retired)

ORDEI AN Hechanic

Py HENURIRT, KS

Sandoval,I11i

nois

13a. FATHER"S NAME

JOHN B.

GEIGER

13b. MOTHER'S MAIDEN NAME

CAROLINE MERTON

14. NAME 07&!{;6/76/69 WIFE

MzbLE Geiger

15. WAS DECEASED EVER IN . 5. ARMED FORCES?

(Yo, no, or unknown)! {1 Y“"‘giv' war or dates of service)

Yes ¥

16, SOCIAL SECURITY NO.[ 17. INFORMANRT

493-22-3134

V.A. Hospital,

Address
Kansas City,Mo

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

PART |. DEA

which gave rise

IMMEDIATE CAUSE (a)

Conditions, if any,

obove couse {4,
stating the undar-

TH WAS CAUSED BY:

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

INTERVAL BETWEEN
ONSET AND DEATH

DUE TO (b)

to

}

ESIRA

DUE TC () __Arterioseclerpsis: cerebral vessels

:30

March 18,
3

Dﬂ oceurred at

z lying couse lasi
E PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diseose condition glven in PART | (d) [9. WAS AUTOPSY
g R . PERFORMED? ¢
Fy Arterial hypertension Yes[] no[]
5| 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter aatura of injury in PART For PART Il of item 18.)
w
© [ a dJ
G| 20c. TIME OF Hour Month, Day, Yeor
2 INJURY g.m.
k3 p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome, [ 200. CITY, TOWN, OR LOCATION COUNTY STATE
wHIL D NOT WHILE D farm, factory, street, office bldg., erc.)
WOR A AT WORK
21, § ottended the deceased from 1959 , 1o Ma ’"C‘l 2;}_, 1959 W i 4

m on the date stated above; and 1o the bes! of my knowledgu, from the causes stoted.

22a. sm E ; {Degree or title}
L'}

v 22b. ADDRESS

22¢. RATE SIGNED

A.

= MD V.A. Hospital,Kensas City,Mo 3-24L-59
23a, BURIAL, CREMATION, | 23b. DATE 23c. NAME OFﬁf#yE//R CREMATORY 23d. LOCATION (City, tewn, &1 county} . {Srare) .
U |MAR.26,1959 |D,W.Newcomer's Sons Kansas City Missouri
24. FUNERAL DIRECTOR ADDRESS Mlssourl 25. DATE RECD. BY LOCAL REG. | 24. REGISTRAR'S SIGNATURE
D.W.Newcomer's Sons, Kansas City| 3.5 TP Pl W

_



> - ;
L
STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name-is 'recorded on-the reverse side of this certificate was embalme
by Me, OF BY et e s e e , Student Embalmer No. .................

working under my personal supervision.

Student .o e Signed,. M//{/M

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

Signature of Student Embalmer

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

P. O. Address..... 4/69/44

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

Licensed Embalmer No, 4{9 '3}




