Rl DIVISION OF HEALTH - STANDARD CERTIFICATE OF DEATH

NDED

T”RmrrMS\ (QEQ Nl n_jsséif/;_Jrimary Registration District No. _-_J_,_Q__o__'!'_':_-Regl'nrlr'n No. ---_m

' 59-039954

. STATE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased Fﬁn.-d If institution: Residence befare
a. COUNTY 1 8. STATE b. COUNTY mizsion)
JncKSo ) E JocK<end
CITY (If outsiga corporate limits, givgIOWNSHIP anly) Length of stay in 1b c. CITY Inside Limits
OR .

TOWN AN SO = \ ‘§-0 % TOWN AASA S 0 ‘ ( Yes TRNo O

€. FULL NAME OF 0T in hospital, give jogatign Imy Limits d. STREET [IF cutsjde, give locatign) Reside on Farm
HOSPITAL OR, . ADDRESS |
INSTITUTION o ‘ {| Yes BN D L/J. I/.‘t‘. oS pea Yes O N.,/ﬁ |

rd

DOCUMENT

BY AFFIDAVIT OF

3. NAME OF DECEASEDS-" First h) iddle Last 4. DATE Mofth Day Year |
(Type or print) 3 C OF |
Brrme 5 ﬂg&q: L4 6D DEATH 12 i S
5. SEX 4. COLOR OR RACE 7. Married ] Never ried [] |8 DATE OF BIRTH | 9- AGE (last birthday) | IF UNDER | YEAR IF UNDER 24 HR
. n - Widowed [J Divorced E,.—-.}q\ ’ . Months | Days Hours Min.
10a. USUAL OCCUPATION (Give kind of:ork done | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE {City and state or country) | 12, CITIZEN OF WHAT COUNTRY
during mest of working life, even if retired) . .
Retired Carpenter Ilinois U.S. A,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN[U ( ) 14. NAME OF HUSBAND OR WIFE
Mahida n«rl{ D, /
. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. INFORMANT Address
(Yes, no, known) | {If yes, give war or dates of service) A N . .
N6 496209-3550 [Vernon R. Schad, Kansas City, Missouri

MEDICAL CERTIFICATION

18. CAUSE OF DEATH (Enter only onae cause per
[

ART 1.

Conditions. if any,

which gawv

sbove cayse

stating the under-

lying cau

ine (a). (b), and (2). & INTERVAL BETWEEN
DEATH WAS CAUSED BY: \ ‘ \ . ONSET AND DEATH
IMMEDIATE CAUSE () '(' | D - N\ c oA VSCa 5SS
Guvcieo \aw \_.\_-* Mat ond
DUE TO 1)
e riss to
(a),
¢ last. DUE TO (c)

PART Il

OTHER SIGNIFICANT CONDITIONS) CONTRIBUTING TO DEATH but not related to the terminsl

disease condition given in PART | (a

PART I, If deceased

was  female was

there a pregnancy in last 90 days.

[ ves

'I:]Nn

l O Unknown

PERFORMED?
YES [ NO

19. WAS AUTOP?’ 200. ACCBENT

SUICIDE  HOMICIDE
a O

20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of infury in PART | or PART Il of item 18.)

Houl
a.m.
pm,

20c. TIME OF
INJURY

Month, Day, Year I

20d. INJURY OCCURRED
WHILE AT WORK

0]
NOT WHILE AT WORK []

20e. PLACE OF INJURY {e.g., in or about home,
farm, factory, street, office bldg., ex.}

o’

206, CITY, TOWN, OR LOCATION

COUNTY

STATE

2.

Death occurred ot

1 attended the deceased fro

-

\ eo_/l

.—M 4 m on the date stated gbove, and to the best of my

nd lost saw pi aluve o

Il.nowledgr"?sg- the couses :‘f

.2 i N
725, suenan) W/

22h. ?\DDRE

A4

23s. BURIAL, CREMATION,
QA Removal

REMOVAL (Specify)

23b. DATE

/
12-4,1959

23c. NAME DF CEMETERY OR CREMATORY

23d. LOCATION (City, ower/
&

ounty) {

rden

Migsouri

lswy

.24

= Stine & MecClure, Kansas City, Missouri

FUNERAL DIRECTOR

ADDRESS

25. DATE RECD. BY LOCAL REG.

/22 SF

26. REGISTRAR'® SIGNATURE

{Licensed Embalmer's Statement on Reverse Side)




*

LI

STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision. ‘7// -
” .
Signed <! 4&% /—4 c::Z’//W,&

Student
- : Licensed Embalmer No.__~ ,Z é Z [«
r%)%;’ﬁéo % W

, i L] .
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F(ure‘to con

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. .

Signature of Student Embalmer

A €




