MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH o -
DEPARTMENT OF PUBLIC HEALTH AND WELFARE/ 62 015505
Registration District No, ..

STATE FILE NUMBER

imary Registration District No. / © @2~ __ pegictrars No.
DO NOT WRITE AM
ON THIS STUB ENDED

2. USUAL RES] (Where docoased lived. I institution: Resid

a. STATE 0. b'cwm\_)ACKSDA/

b. Cci)TY (I outside corporate limits, give TOWNSHIP only) Length of stay in 1b [ CIW

o Kaens  Cohy/ 75 Jrs 15w KANSAS C y FY

c. FULL NAME OF (1f NOT In hospital, gie location) Iside Limits d. sn!EEr (if ide on Farm
ROSPITAL O

sTiTUTioN GezverﬁLblaspnlnl "'j‘/m O TY2Y West 35—-‘%—57‘ v=0 N}

3. NAME OF DECEASED First Middle Last 4. DATE Month Day

o Ne il Thatheimee | oBm 4 5 )¢

s, ;ﬁ 6. COLOR OR RACE 7. Mamried [] Newver Married [ 8. DATE OF BIRTH | ¥- AGE {last birthday} | IF UNDER 1 YEAR | IF UNDER 24 HR
i

V5§ 300
Rev. 4/59

DATE AMENDED

CACU. WMR Divoreed [ / //___5")7 8:5' Mh_lban Hom"lmn.

10a. USUAL OCCUPATION [Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

during, most of working lifs, i:anirod) ‘1 A 2 jtbﬂli ", : M o. ‘{ 5 ’q
3a. FAmEaI'f NAMLEg £ E E 13b. Aiome_rs MAIDEN NAME 7 T4. NAME OF HUSBAND OR WIFE
Johw M. Richmond | Masy E. Rye w&l}gg Thalhe, mer

15. WAS DECEASED EVER IN U.S. ARMED FORCES? . 16. SOCIAL SHCURITY NO. 17

" W e T Mpwve. Miss Mnm'Hs nnlhaMeﬂ. 424 .25 A

18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and [c). INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

iMmeEDIATE cause . bronchial pneumonia - , . _

DOCUMENT

which gave rise to
above cause (),
stating the u -
lying cause [ast

Conditions, "W” oue 1o @__@Spiration of - foreign substance

pueto@ Lfractured nose

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted to rhe terminal PART IIl. ¥ dexessed was female wa
disease condition given in PART | [a) there a pregnancy in last 90 days,

'[]Yesl DNoIDUnhnuwn

19. WAS AUTOPST | 20a. ACCIDENT SUICIDE HOMICIDE 20b, DESCRIBE HOW INJURY GCCURRED. {Enter nature of injury in PART | or PART 1l of item 18.)
PERFORMED? a a (5]
YES ] NO[3

20c. TIME OF Hour Month, Day, Year
INJURY a.m.
p.m.
20d. INJURY QCCURRED 20e, PLACE OF INJURY {e.g-, in or sbout bome, | 20F. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK (J farm, factory, street, office bldg., stc.) ,
NOT WHILE AT WORK []

21. | attended the deceased ﬁom_#;(?_’.(&— N__CLM_M last saw m.lm on L{ Ld 7 - 6&-

m on the date stated above, and to the best of my knowledge, from the causes steted.

)
=
9
—
O
tF
o)
<
1)
o
<
DIL
.so
2o
« |5
w |5
I(Z
—
4
O
Y
=
z
[T
=
=1,
Z
s
=
<L

MEDICAL CERTIFICATION

[22c. DATE SIGNED

wcwsm‘t’a %' Ml /fﬁﬁ% y.7 62

23b. DATE EMATORY 24, LOCANION (City, town, or county) (State)
.

Uojl~b2 .1 %ed

24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. . ISTRAR'S SI

_Muehlek_&c__Mmf- /-7 b2

(hoanud Embalmer's Statement on Reverse Side)

USE BLACK INK

TYPEWRITER RIBBON -
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




B ot

- STATEMENT BY -LICENSED EMBALMER

1 hereb tify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

. Student Embalmer No.ﬂz_.
; ,ém
Signed y

Licensed Embalmer No.

P.O. Addresékﬁéﬁ%ﬁ, %

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.
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