URI DI\_II_S_ION OF HEALTH — STANDARD CERTIFICATE OF DEATH
EILED Vs

ENDED

DOCUMENT

BY AFFIDAVIT OF

6138
Registrar's No. ______ -

9046849

Regmra'!oaNislct&im_j__xzn--__himaw Registration District No. __

1. PLACE OF DEATH

2. USUAL RESIDENCE (Whern‘ deceased lived. If institution: Residence before

during mgst of working life, even if retired)

a. COUNTY a. STATE b, COUNTY admission)
Jaokgon Mo, Haokson
b. Cé'l;f {If outside corparate limits, give TOWNSHIP only) Length of stay in 1b <. C(I)L‘I’ Inside Limits
ToWN Kengas City L9 Years rown  Kansas City Yer X No 3
c. FULL NAME OF (If NOT in hospital, give location} Inside Limits d. STREET {If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS
WSTTUTON g4, Mary's Hospital Yo N0 250} Bdmes v O Nk
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) DEOII\:TH B
Franges i tz it . 1959
5. SEX 4. COLOR OR RACE 7. Married [J Mever Married { X (8. DATE OF BIRTH | 9- AGE (iast birthday) [IF uﬁho'E( -IDYEAR |HF UNDER 24 HR
Widowed Di e Months ays ours Min.
Female White tdowed O v=i U |peo 22,187 80
10a2. USUAL CCCUPATION {Give kind of work done | 10b, KIND OF BUSINESS CR INDUSTRY| 11. BIRTHPLACE (City and state or country) [ 12. CITIZEN OF WHAT COUNTRY

(Yehrg, or unknown) { (If yes, give war or dates of service)
.

None

18. CAUSE OF DEATH (Enter only one causa per |

&

Willigm J, Sohwartsz 2544 Ho

Home Home Wez, Kansags UaS.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Jacob Schwarte Frances Bauver None
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14. SOCIAL SECURITY NO. 17. INFORMANT Address

imes

INTERVAL BETWEEN

ina.for {a), (b), and (c).
5 .
PART |. DEATH WAS CAUSED BY: Ml Aadl 31522 ND DEATH
IMMEDIATE CAUSE (a)
Canditions, I£ any, DUE TO (b) %—ua.( m‘f O Cad /O é{-ﬁd/bﬂa
which gave rise to - N
above c;uu d(u), 3 m \/ ’ ! /
stating the under-
lying ® cavse lest, DUE TO () é’e/s«m ad. &W o f/'ew
z PART [I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 1. If deceased was female was
g disease condition given in PART | (a) there & pregrancy in last 90 days,
E(_J ' [ Yes l [0 No l [0 Unknown
E 19. WAS AUTDPSY 200. ACCIDE SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURREI Enter najure ofdniury in PART | or PART 1l of irem 18.)
[ PERF%V&? a O .
¥ YES & NO [ letl. elory. S' A2~
S Z.'HME OF Hour Month, Day, Year //
= 1 Y a.m.
a —
v ¥ am. } 2‘- ZY -
20d. INJURY OCCURRED 200. PLACE OF INJURY {e.g., in or zbout home, . CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK (] , factary, strept, office bldg,, etc.) ~ - f{/
5 NOT WHILE AT WORK ’% ) zZaAAW -’ L AAA_ &cz P Aud ¢4’
g 21. 1 attended the deceased from /{/-Q_Q — ks q to. r/"z‘?/ = 4 q and last saw Eg'_alivn on I/JZ x"’ —~d ?-
oy Desth occurred at m on the date stated above, and to the best of my knowledge, from the causes stated.
9 22 B TGMATURE {Dearee or _title) 22b. ADDRESS N 22? DAJE SIGNED
I° W W /8 ~
%OW %D' H178 / ¢ /V-(C. 34\}'?
-{23-. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Cily, tewn, or county) )
REﬂAl {Specify)
+ Removal 12-26-59 Holy Rosary Cemetery
25. DATE RECD."8Y LOQCAL REG.

4. FUN

ERAL DIRECTOR

~ ADDRESS

Mellody-MoGilley=Eylar -1800 E, Linwood

(& 257

EGISTRAR'S SIGNATURE

Y /4

(Licansed Embalmer's Statement on Reverse Side}

1



STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision. M‘;/
Student Signed
Va4

Signature of Student Embalmer

V/
(g

Licensed Embalmer No ; ; &j

. Ve
P. O. Address %&M—’

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comg
with the above constitutes grounds for revocation of license). ‘
If embalmed by a STUDENT, he also shall sign in his OWN handwrmng . .
If this body i% not embalmed, fact should be so stafed above.




