THE DIVISION OF HEALTH OF MISSOUR| 59_018070

ealth, _
W:!I!me STAN DARD CERIHHCAT! OF DEATH é STATE FILE NUMBER
ublic
ervice lﬁ LEU JUN 9 1959gg|sm:hon District No. oo 1/_ _y é wnPrimory Registration District No.a_...ou.,.z ,,,,,,,,, Reg_isfrnr'.s No.___z___%___?____..
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Res‘;dence before
300 a. COUNTY Jackson o. STATE  Missouri b COUNTY Jacksor m-sslon)/
-57 b. ClTRY {If outside corporate limits, give TOWNSHIP only) Inside Limits c- CgRY inside Limits
town Independence Yos (2] Mo [] town  Independence Yoshel No[]
c. FULL NAME OF (If NOT in hospital, give location) | Length of stoy in 1b 700 . STREET {If outside, give location) Reside on Farm
o OSPITAL OR Independence Hospital 10 yrs. ADDRESS 2515 So Northern Blvd ve:s[] Nof]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Y eor
{Type or print) _ ! OF
ALBERT K SCHERER DEATH May 26, 1959
5. SEX 6 COLORORRACE| 7., prigofr]never marrieo[ ] 8 DATE OF BIRTH 9. AGE (In yaurs ;ﬂ:ﬁERg::AR IF UNDER 24 HR,
R : as v in,
Male , | White , wioweo[} ovorcen[ 3| Oct. 7, 1923 35 l
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) . |12, CITIZEN OF WHAT COUNTRY?
during most of working life, even if ratired) IND i"ll'RY . .
Minister urch Hamilton Ontario Canada USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDER NAME 14. NAME OF H_UsBAND_ OR WIFE

All dissoses in Port | must be causolly related.

LN, LT, dik.d

Michael Scherer

Julia Kosa

Twyla Scherer

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
(YN6=|, or unknqwn]| [If yes, give war or dates of service)

18. SOCIAL SECURITY NO.

20-4L-8£572

17. INFORMANT . Address
Twyla Scherer 2515§ So. Northern Blvd.

USE ONMLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
MEDICAL CERTIFICATION

PART |. DEATH WAS CAUSED BY:

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

INTERVAL BETWEEN
ONSET AND DEATH

IMMEDIATE CAUSE (o) _ Lymphatic leukemia chronic with infiltration ears

of all tissues except heart.

which gave rise 1o
above couse (a),
stoting tha wunder-

Condltions, |f any, } DUE TO (b)

tying covss last. DUE TO (¢}
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the tarminal disecse condition given in PART { (a} 9. WAS AUTOPSY /
4/{ PERFORMED?
0 vesE] NO[]
0. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
| O [
2c. TIME OF Houwr  Month, Day, Year
INJURY a.m,
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.qg., inor abouthome,{ 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, foctory, street, office bldg., etc.)
WORK AT WORK

21. 1 ottended the decoased from 1949

, 10 5—26—59 and last iuwm'aiive on 5-26—"_)9

Death eccurred at 12:08 P, ‘M m on the date stated above; and 1o the best of my knowledge, from the causes stoted.
22a. SIGNATURE ( egre O 22b. ADDRESS 22c. QATE SIGNED
Drs. Grabeke & 7 ”kA 10901 Winner, Independence, Mo.| 6-1-59
23a. BURIAL, CREMATION, | 235. DATE 23c. HAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) {State)

Rzgovm, (Spgcify) 5-39 - 59

Mound Grove

Independence, Missouri .

4. FUNERAL DIRECTOR ADDRESS

Roland R. Speaks Independence, Mo

25. DAJE RECD, BY LOCAL REG. p 28. REG)STRAR'S SIGNATURE ~
o=~ L9~ 579 Ly

[Licensed Embolmec’s Statemant on Reverse Side) N

Lo




STATEMENT BY LICENSED EMBALMER |

I heteby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
DY ME, OF By oo e e e et e e s tan s areen , Student Embalmer No. ..........c.coe.unns

working under my personal supervision.

Student oo e e Signed ..,
Signature of Student Embalmer

Licensed Embalmer No¥é¢a ......

" 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}.
‘ 1f embalmed by a STUDENT, he also shall sign in his OWN handwriting. - T
If this body is not embalmed, fact should be so stated above.

X .




