| DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
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59-029209

STATE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare decessed lived. If institution: Residence before
. COUNTY . STATE b. COUNTY. dmission)
’ Jackson * MEssourt Jackson e
[*% C(I)'I;( (If outside corporate limits, give TOWNSHIP only} Length of stay in 1b . %‘l;( Inside Limirs
TOWN TOW Y N
_JKansas 01ty 28 Yra. _ 5° ?{ansas CLty w& NoD
. FULL NAME OF g j1zl. i ide Limi . STREE i ide, give | i Resid F,
€ P NANED lc&?%ﬂigg’sd’l‘ﬁ cHté?ﬁJe nside Limits ARl (if cutside, give location) eside on Farm
INSTUTION 401 Fast S6th- Y& No ] 401 East 36th Ye O Ne X
3. NAME OF DECEASED First Middla Last 4, DATE Month Day Year
{Type or print) OF
Rebecca Mtller PEAM August 1959
5. SEX 4. COLOR OR RACE 7. Marrisd [] Mever Married [J |8. DATE OF BIRTH | % AGE {last birthday} | IF UNhDER 1 YEAR _IF UNDER 24 HR
Widowed Divorced [ Montha Days Hours Min.
Femgle White d Approx, 78
10a. USUAL OCCUPATION (Give kind of work done | 10k, KIND OF BUSINESS OR INDUSTRY| t17 BIRTMPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during most of working life, aven if retired) .
Housewife Kansas City, Mo, S. 4.
o T4.” NAME OF HUSBAND OR WI

13a. FATHER'S NAME

Jacobh Mayer Sinal

Home
13b. MOTHER'S MAIDEN NAME

Annag Brill

Abraham Miller

FE

15. WAS DECEASED EVER IN U.S. ARMED FORCES?
{Yes, no, or unknown){ (I yes, give war or dates of service)

i 10)

16, SOCIAL SECURITY NO,

17, INFORMANT

Address

Lillian Sinei Lo Salle Hotel K.C.

MO'

DOCUMENT

T owens

BY AFFIDﬁV}T\OF

MEDICAL CERTIFICATION

IMMEDIATE CAUSE (a)

18, CAUSE OF DEATH {(Enter only one cause per line for (b, ani
PART L. DEATH WAS CALUSED BY:

INTERVAL BETWEEN
ONSET AND DEATH

WHILE AT WORK [
NOT WHILE AT WORK [}

farm, factory, strest, office bldg., e1c}

Conditions, if any, DUE TO (b}
which gave rise to
above couvse (a),
siating the under-
lying cause lass. DUE TO (¢}
PART 1i. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART ill. If deceased was female was
disease tondition given in PART | (8} there a pregnancy in last 0 days.
I O Yes 3 Ne | [ Unknown
19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in PART | or PART Il of item 18.)
PERFORMED? ] a 0
YES ] NO[J
20c, TIAE OF  HouF  Month, Day, Year |
INJURY a.m,
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about homa, | 204. CITY, TOWN, OR LOCATION COUNTY STATE

| attendad the decessed frem

e, and last saw :f;' alive on

21,

Death ociurred at.

m on the date n;{d above, and to the best of my knowledge, from the causes stated.

(Degrea or ftitle

Sheffiel

22b. ADDRESS

) A
ETERY-ON CREMAYERY
d Cemetery K

Q|

c. DATE SIGNED

55

-J.P.Louls Funeral Home X.C.Mo

25, DATE RECD. BY LOCAL REG.

Pl e o df

L Fero-s7

{Licerised Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed k

or by Student Embalmer No._______
working under my personal supervision. %; : o—b
Student Signed

Signature of Student Embalmer [ £d

Licensed Embalmer No. ; ’7 6

P. O. Address [CC’ /

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




