Rl DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

59“"’

~60-046231

STATE FILE NUMBER

DED E ly |:1rgg|q:)i]ri59hllgsn /yf Primary Registration District No. [.g_g_:'_"‘m____REQIstrar ‘s No’ e e g e e
1. PLACE OF DEATH 2. USUAL, RESIDENCE (Where deccased lived. 1f institution: Residence before
s, COUNTY a. STATE ' b. COUNTY admission}
J ACKSON MISSOURT DE_KAIBR
b. CéIRY {If oytside corporate limits, give TOWNSHIP only) Length of stay in 1b c. C(IJ;Y . Inside Limits
TOWN TOWN . ’ N N
KANSAS CITY MISSOURI 55 Days o CAMERON . € o O
c. FULL NAME OF (If NOT in hospnal give location) Inside Limits d. STREET _ {If cutside, give location} Reside on Farm
rh%ﬂ'lrun Y N ADDRESS h{ N
°N  V.A. HOSPITAL, KC,MO, “g 0 6Ll PARK AVE. “o*g
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) D?;TH
MORRTS M MOKLER oy , 0
5. SEX 6. COLOR OR RACE 7. Married®F]  Never Married [ ]8. DATE OF BIRTH | ¥ AGE (last birthday) l:‘UNhDEn 1 YEAR |: UNDER 24 HR
Widowed [ Divorced [ onths | Days ours Min.
ITE 3-1-88
10k, KIND OF BUSINESS OR INDUSTRY] 11. BIRTMPLACE {Ciuty and state or country) | 12, CITIZEN OF WHAT COUNTRY

DOCUMENT

BY AFFIDAVIT OF

TIRED

10a. USUAL OCCUPATION {Give kind of wark done
during most of working life, even if retired)

13a. FATHER'S NAME

13b. MOTHER'S MAIDEN NAME

NOT APPLICARLE | SPRINGFIELD,

NANCY IORGT

14, NAME OF F

MARY 1,. MOKLER

USBAND OR WIFE

15, WAS DECEASED EVER IMN U.5. ARMED FORCES?

(Yes, no, or unknown)| (If yes, give war or dates of service}
!18. CAUSE OF DEATH [En;er only one <ause per line Tor (n;, {E;, an% [N ? INTEWAL BEIWEEN

ONSET AND DEATH

16. SOCIAL SECURITY NQ. 1

7. INFORMANT

Address

p&%

gﬁl/fi//fmmwfﬁc"ﬁb iy M35 6o

26. REGISTRAR'S SIGNATURE
oL ,@

PART I. DEATH WAS CAUSED BY:
immeDiaTE cause () Encephalomalacia, right cerebral hemisphere
Conditions, if any,]  OUE To (nAtherosclercosis, generalized, severe
whith gave rite to
above cause (a),
stating the undee-
lying cavse last, DUE TO ()
z PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART |li. If decassed was female was
g disease condition given in PART ¢ {s) there a pregnancy in lsst 90 days.
Lfl r[:l Yer ] O No l [ Unknswn
o-“_—- 19. WAS AUTOPSY 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART It of irem 18.)
= PERFORMED? 0 a o
o] YESR nOO
- .
& 1 20c. TIME OF  Hou Manth, Day, Year
> INJURY a.m.
g p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [] farm, factory, straat, office bldg., etc.)
NOT WHILE AT WORK [J
.3
L veies e st o 9=30-F0 12480 LU MR LTI
m Daath Dccun'gd at m on the dale stated above, and to the best of my knowledge, from the causes stated.
!
I'-;? 22a. SIGNATUR Degres or title) 22b. ADDRESS 22c. DATE SIGNED
2 CZZMW D, 5
= VA HOSPITAL, KANS 11-2 =60
23a. BUREAL, CREMATION, 23c. [YAME dF CEMETERY yOR CREMAIORY 23d. LOCATION (City, téfwn, or coun (Smey
MOVAL pecify) . A 4)
w0 | el a8 Loy (tge Cormre)lr W) e
.ﬂ Fun IRECTOR 25. DATE RECD. BY LOCAY REG.

{Licensed Embalmer‘s Statemnent on Reverse Side)

As1e ./
/4

]




0961 6 ¥ 930 SX!

- STATE.MENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision. ' %j/
Student Signe

Signature of Student Embalmer {

-

. Licensed Embalmer _ZL
- : - P. O. Address

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

L .
L)




