SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

MENT OF PUBLIC HEALTH AND WEL FAH-
AEnrYaHE.Mncf No. - d_y w-—.Primary Regisiration District No. /0 a

=61-041290

‘__L.____Regim'ar'l New o

STATE FILE NUMBER

AMENDED NOvT [ T e A—
1. PLACE OF DEA‘I’H 2. USUAL RESIDENCE {Whera deceased lived. If institution: Residence before
- - bz - -
3 a. COUNTY ?‘ack son a. STATE Mo .t b.\-sCOUNTY Ja ckson admission}
2 b. CITY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b [ COITY - Inside Limits
L
3 ToWN Kansas City 38 years TOWN Kansas City Yes [ No (]
L <. FULL NAME QF (If NOT in hospital, give location) Inside Limiss d. STREET (If cutside, give location) Reside on Farm
u HOSPITAL\OR ADDRESS
< INSTIVTION 3516 Summit v Mo D 1120 West 38th St, |0 Mg
Y
3. NAME OF DECHASED - First Middle Last 4, DATE Month Day Year
(Type or prin'l_L - OF
IRENE MABEL SUTORIUS DEATH 11 6 1961
5. SEX 6. COLOR OR RACE 7. Married [J Never Married [J 8. DATE OF BIRTH | %: AGE (last birthday) | IF UNhDER 1 YEAR _IF UNDER 24 HR
i i -2 Months | Days Hours Min.
I female white Widowed OF Diverced [] 7}_’_ years
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY{ 11. BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY
g most of werking life, even if retired)
“Horsewite Qwn-home Jacksonvilley I1l.] U.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSRAND OR WIFE
Henry Mavor no record Paul B. Sutorius
auf 15 ECEASED EVER N U5, ARMER FORGEA? . | 16. SOGIAL SEGURITY NQ. | 17, INFORMANT _ _ -y Address e . . -
. (Yes, n r unknown) {If yes, g:ve war or dates of servica) v
| %8 [ or none Mr. Robert A, Sutoris, 1120 W. 38th
= 18. CAUSE OF DEATH (Enter only one cause per line for (a}, (b}, and {c). i INTERVAL BETWEEN
i E PART ). DEATH WAS CAUSED BY: . ONSET AND DEATH
s z IMMEDIATE CAUSE (o] t 'ﬂ Cumdnpnia &y het
2] 8 )
E a Conditions, if any, OUE 70O (b} C r = b ~a ! c - e z, !l rHeg
A which gave rise to
> above cause (a), [
= stating the under-
| lying cause last. DUE TO (c)
. z PART I1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH but not relsted to the terminal PART 1Ll If deceased was female wad
' g disease condition given in PART 1 (a) there a pregrancy in last 90 days
| § ' O Yes l O Ne | O Unknown
E 19. WAS AUTOFPSY 202, ACCIDENT  SUNCIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART I or PART 1l of item 18.)
& PERFORMED? a (m] 0O
U YES ] NO
-] . X
‘ & | 720c. TIME OF  Hou Month, 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
E 2 WHILE AT WORK ] farm, factory, strest, office bidg., erwc.)
» NOT WHILE AT WORK [J
v}
) — ;
é E 21. | attended the deceased from ’ q 5‘5 mMTL:_‘_‘—und last saw Eler:‘ alive OII_ML
3 g Death occurred at S 00 P ng! on the date stated above, and to the best of my knowledge, from the causes stated.
-
%ﬂ - 5 . SIGNATURE | _ N {Degree or title) 22b. ADDRESS CP 22¢. DATE SIGNE]]
[ '] R § - ‘-- — -
TR . 751 ££772TF K11y Tabs
< L, CREMATION, | 23b, DATE Z3c. NAME OF CEMETERV OR CREMATORY 23d. LOCATION (City, town, or county) {Stare)
3 a MOVAL { ify) .
2 zle ﬁE Py ) -F bl |Mt. Moriah Cemetery |Kansas City, Mi'ssouri
> L 4 FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 25, REGISTRAR'S SIGNATURE
J >
: =|° WAGNER FUNERAL HOME, K.C. Mo. /- 7/ M

{Licensed Embalmer's Statemen? on Reverse Side)




of ¢ -

- P . VN e PP, - " - PR . By ab, . L e mE . .W¢a

. . T,
TN e SR WA T e B?"
) STATEMENT 8Y [ICENSED EMBALMER
I e B R T R

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

or by /0%’&%%5’ f &M Student Embalmer No. & P2

working under my personal supervision. d
. Lyee Jp /4/ e M
&
Slgned%p /' Ty ” a
: |

ticensed Embalmer No. 5 /é 2
P. O. Address ﬁ/,f Ao

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

. with the aboye consmutes grounds for revocation of license). S o

A ‘:_: If‘em imed By,‘a SfGDENT" 1) > also shalf sigrmyin*his OWNT handwrmng« A . &3\ : T
) It this body is not emBanmed fact should be so stated above. ©* - [N N B SRS -
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