SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

I'I‘MINT OF PUBLIC HEALTH AND WELFARK

LELF pimry o

STATE FILE NUMBER

AMENDED Registration District Neo. stion Digtrict No. / 0 22— _ Registrar's No.
—— 1. PLACE OF DEA = 2, USUAL ADENCE (Whgre deceased lived. I|f instjtution: Residence before
! a a. COUNTY : 7 CKJON a. STAT /550#/? b. COUNTY C’LA )/ admission}
w
| % b. Ccl;RY (I outside corporate limirs, gw: TOWNSHIP only) Langth of stay in 1b ¢, CITY { Inside Limits
12 o WKANSAS C/TY SRS | S MNIRTH KAMSAS CITY| volf w0
: l.<|.l c ;%EP“TRTEOOF {If NOT in hospital, give location) Inside Limits d:[‘l;%EREE'I'SS (If cutside, gl; ocation) Reside on Farm
i b 1Nsn1un0r057 EOMT}//C//OS}D/TAL Yos ' No O3 503 ,6:9‘5‘7' '?f.— Yes O NoX
(=1
i 3. NAME OF DECEASED First Middle » Last 4. DOA":I'E Month Year
- T MARRY  —  MUILLER | oc 24 /94/
| 5 8 4. COLOR OR RACE 7. Married (1 Never Marrled (] [8. DATE OF BIRTH | % AGE (Iast bi"hd'v) IF UNDER 1 YEAR IF LINDER 24 HR
: ﬁLE ),/:}// TE Widowed []- DivorcndX /0 __/__/fg? 7 Months | Days | Hours | Min.
' 10a. USURL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE {City and state or coun!ry) 12. CITIZEN OF WHAT COUNTRY
i ¥ of ing e, eyen i ired)
KREJIRED “BAARD™ \SEARS ¥ ROEBUCK \DEERFIELD TioWers| U5 p
: 13a. FAgR 5 NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
; FoRGE /ILLER MARY FRITZ Nons =
15, WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INH Address
(Yes, n nknown)| (If yes, give war or dates of service) | | C
T o v ot o Wies Mary CLECE 907 & Brpnes k0 Mo
= 18. CAUSE OF DEATH (Enter only une cause per line for (8}, {b), and (c}. INTERVAL BETWEEN
- E PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
: 6 g IMMEDIATE CAUSE (a} - y i
o] U ) ]
< 8 o .
i Conditions, if any, DUE TO (b) Laqt
L which gave rise to
E sbove “Sause o) ..ﬂ 4
= s1atin e under-
, Ivinggcause tast. DUE TO {c) %« V Bes oo j
Z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTIW TO DEATH but not relared to the ﬂrmmal PART I1l. If deceased was fermale was
| g disease condition given in PART { (a) there a pregnancy in last 90 days.
' § [D Yes 1 Ne | O Unknown
| E 19. WAS AUTOPSY 202, ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART ) or PART |I of item 18.)
= PERFORMED? O O a
[¥] YES NO O
I | 20c.TmE OF  Houl  Month, Day, Year
-1 INJURY  a.m.
; p.m.
| 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or abour home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
' WHILE AT WORK [J form, factory, street, office bidg., efe.)
' Lt NOT WHILE AT WORK [
a
"oy
} U‘(-‘ 21. | attended the deceased from. /0/-! 3/[/ to. and last saw ;. alive on 2872 d,/G/
o - -
| o QE Death eccurred at /0 b 5F . m on the date stated above, and to the best of my knowledge, from the causes stated.
= ad N ul '
' 3 5 3 2Za. SIGNATYRE P {Degree or title) 22b. ADDRESS | 72 DATE SGNED
1 M & 7220 1.88d AT foy W18 s | vasa57C 7
z “23a. BURIAL, MRS ION, | d3b7DATE 23c. NAME OF CEMET] rzv OR CREMATORY 23d. Loc.od’loﬂc-ry town, or county) {S1ate}
| Pa ify)
2 £| <BURSHL” |oeT 26-/76/ FhoRAL Hikss CEMETERN fan/swsCrry , s,
= < =24, F NERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 26. REGIS S SIGNATURE ~ _.
w > ;
= o UEHLEBHCH 6890 TraoST K(‘f%i /025~ laf %
A3

(L;cennd Embalmer’s Statement on Reverse Side)




M L

L e ey

STATEMENT BY LICENSED EMBALMER

! hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student Signed

Signature of Student Embalmer

Licensed Embalmer No.

P. O. Address

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






