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Sa

rd
. PLACE OF DEATH 2. USUAL RESIDENCE (Whore docessad lived. If institution: Residghce bafore
». COUNTY a. STATE b. COUNTY, admission)
son Missouri Jacksan
b. Ccl,l;f (H outside corporate limits, give TOWNSHIP anly} Length of stay in 1b X CCI’EY Inzide Limits
owN  Kansas City W TowN  Kansas City Yee O Mo OO
c. FULL NAME OF (If NOT in hospital, give locstion) el side Limits d. STREET [If cutside, give location) Reside on Farm
HOSPITAL OR G H v ADDRESS
INSTITUTION ereral ospital es[] No[J 1004 Lydia Yes [J No [l
3. NAME OF DECEASED First Middle Last 4. DAYE Manth Day Yeaar
(Type or print} OF
Lena Ullrich | oeAm 8 23
5. SEX 4. COLOR OR RACE 7. Married []  Never Marrind\g 8. DATE OF BIRTH | 9. AGE (last birthdey) | IF UNhDER 1 YEAR :: UNDER 24‘ HR
Widowsd [J Divorced [ - i Months | Days ours Min.
| _hhite q-5 alféé 72
IOa USUAl QCCUPATION (Give kmd of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 13. BIRTHPLACE (City end state or country) | 12, ClTIZEN OF WHAT COUNTRY

dyring mogy of worknngjfe, even if retired)
I;a FATHER'S N% ’
15. WAS DECEASED !b&a lz U.5. ARMED FORCES?

(Y% ynknawn) I {If yeos, give war or dates of service)

Igb. MOTHER’S MAIDEN NAME

17.

lﬁ.%OCIAL SECURIT% NQ.

1 c’Hzﬂrtc;mou

18. CAUSE OF DEATH (Enter only one causs per line for {a), (B), and {c).
P DEATH WAS CAUSED B

ART 1.

Conditions, If any,

which gav

above cause

IMMEDIATE CAUSE [s)

f DUE TO (b}
@ rise to

(a),

stating tha under-

lying cau

se  last, DUE TO (<)

Cerebral thrombosis

17

{

(4.
RIME OF HUSBAND OR WIFE

INFORMANT

Address

INTERVAL BETWEEN
QNSET AND DEATH

PART |l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART LI, If deceased was female was
disease condition given in PART | (a) there a pregnancy in last 90 days.
II:]YelI O Ne O Unknown
19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART If of itam 18.)
PERFORMED? |m] a 0
YES Q NO 3
20c. TIME OF Hour Month, Deay, Yeer
INJURY am.
p.m, -

200, INJURY OCCURRED

WHILE AT WORK [}
NOT WHILE AT WORK [

-

20e. PLACE OF INJURY {e.g., in or about home,
‘farm, tacipry, street, office bidg., etc.}

20f. CITY, TOWN,

OR LOCATION

COUNTY

STATE

Death occurred at.

2. | artended the deceased from_B_Mg_—— _8-_23—5_9.___._..und last lﬁr}t& slive on 8 23 59
a 10:40 A M,

22n. SIGN.

m on the date stated above, and to the best of my knowledge, from the cavies stated.
{Degree or title} 22b. ADDRESS 22c. DATE SIGNED
LY
2400 Cherry 2557,

23c. NAME OF CEMETERY QR CREMATORY

23d. LOCATION (City, town, or county)

{Srare}

(F"ZS'-—{?S‘?SS
HEILERT FUNERAL HOME KANSAS CITY, MO.

CD BY lOCAl. :
S A7 A

REG.

2T rtdnRRars sncﬁiruner

Peéuvy/

{Licenaed Embaimer’s Slatemen! on Reverse Side)




el ' .

VR Lhw

-5

STATEMENT BY LICENSED EMBALMER

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

-

Student Embalmer No.

or by
working under my personal supervision.
v/
Student Signed
Signature of Student Embalmer
Licensed Embalmer No._éQZ_S’_

P. O. Addres .
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.




