MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPANTMENT OF PUBLIC HEALTH AND WELFARR

Regi . i o _{ - . . . X i H
DO NOT WRITE AMENDED egistration District No. _/ — Primary Registratian District No. [H_______z,.._gem"",l, Nd.

ON THIf STUB

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers deceayed lived. |f inatitution: Residence befors
5. COUNTY . Jackson . sTATE MO, b. CoUNTY JACHSON  admission)

b. C(I)'EY (If outside corporata limits, give TOWNSHIP only) Length of 1tay in Th ¢, CITY Inside Limirs
town  Kansas City 56yrs own  Kansas Clty ver & Mo O

€. FULL NAME OF (If NOT in hoapltal, give location} Insida Limits d. STREET {If cutside, give location) Reszide on Farm

Wenmtion Menorah Med. Center |val wn RN4618 Warwich Yeo O Nof§

V5 300
Rev. 4/59

23 (¥

DATE AMENDED

3. NAME OF DECEASED First Middls Lagr 4. DATE Month Day

Y
[Type or print} ear

OF
Cecil M Eohn DEATH Yov. 7 1963
5. SEX & COLOR OR RACE 7. Matried 'E Never Married [] |[8. 580 9. AGE (lasr Birthday) | IF UNDER 1 YEAR If UNDER 24 HR
Male WA Widowed ] Divoreed (1 | B 73 7891 56 Months | Days | Hours Min.

102. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNIRY

PR et Tl v Medical kansas City,Mo. Y
1Ja. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME ' 14, NAME OF HUSBAND OR WIFE
Abe Kohn Edith Terte Carolyne Kohn
15. WAS DECEASED EVER IN L.5. ARMED FORCES? 14. S0CIAL SECURITY NO. 17. INFORMANT Address
(Yes, Wdr unknown}| {If yas, give war or dates of service) UnknOwn ca rol yne Kohn 4618 Wa mtck

18. CAUSE OF DEATH (Enfer only ona cause per line for {a). {b), and {c). INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY ONSET AND DEATH

IMMEDIATE CAUSE (s} [46‘('(( Mld Ca_«cM GEA‘( 77:4; 2 e I,
Conditions, if any, DUE TO {b) /¢l’4ﬂ 0 {"‘/&’m‘:— A&M ¥ a;z;-w.( 2 e /%,

which gave rise to
above cause ({a),
stating the under-
lying causa lasf. DUE TQ (<)

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the Tzrminnl PART (M. W deceated was femole was
dissase condition given in PART | (8) there a pragnancy in last 90 days.

i liken FLll, Fro (Do [ O N | O Voo

V9. WAS AUTOPSY }.. ACCIDENT _ SUICIDE  HOMICIDE 205, DESCRIBE HOW INJURY OCCURRED. (Enter nafure of niury in PART | or PART Il of item 18.)
PERFORMED? O 0 DO
YES[] NO

207, TIME GF_Roul _ Manth, Day, Year |
INJURY a.m.
) p.m.

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

20d. INJURY OCCURRED 0e. PLACE OF INJURY [8.9., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
" WHILE AT WORK [] farm, faclary, strast, office bldg., etc.)
NOT WHILE AT WORK [J

- /f_f‘o to nd last sawmaliw on A er. -’,- /fé '3

21, | attended the deceased from
Death occurrad at gf y';- \ A‘m on the date stated sbove, and 1o the best of my knowledge, from the couses srated.

SN Gee [Degree or title) 22b. ADDRESS /%;. L o3 P 22c. DATE SIGNED

2% oA o/ 7 D /&c.w (X Ao, w/2/ 63

a. BURIAT, CREMATION, | 23b. DATE / Z3c. NAME OF CEMETERY OR CREMATORY 73d. LOZATION (City, tawn, of counry) (Stdre)

urial | 11/8/63 Rose H11l Kanaas City, Mo.
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26, REGISTRAR'S SIGNATURE _
Loute Memorial Chapel, K.C.,Mo.| /- £ -6 3 Hitaue HniZd

{Litensed Embalmer’s Statement on Raverss Side)

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ
K We WOll

8Y AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

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

or by - Student Embalmer No.

warking under my personal supervision.

Student

Signature of Studant Embalmer

Licensed Embalmer No 2—-7-&

e
p. O. Addressmy

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 QWN handwriting.

If this body is not embalmed, fact should be so stated above.

=L BET

o=\




