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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE
BureAvU oF THE CENSUS

FILED APR 23 1/9&57

THE STATE BOARD OF HEALTH OF MISSOURI ’ﬂ

STANDARD CERTIFICATE OF DEATH State File No N
Primary Registration District No'_%d__a_.l_

Registrar’s No.

Registration THstrict No....
Jackson,

1. PLACE OF DEATH:
(a) County
Kenses City,
{If cutside city or town limits, write “RURAL" ond name of township)

(b) Clity or town
(¢) Name of hospital or institution:

Research Hospital 7

2. USUAL RESIDENCE OF DECEASED:

Missouri @ County Jackson,

Kansas City, el
(If outaids city or town limite, write “RURAL") ° ,g

3547 Agnes

(a) State

{¢) City or town

{(d) Street No

(I'f pot in hoapital or institution, write street location} (If rural, give loestion) T
(d) Length of stay: In hoapital or Institution Ta_" ﬁour no . -/'F
oveeity whother || (&} Citizen of forelgn country? . #7itVes or No)
In this community 13 years
years, months or days) - If yes, name country. X
) MEDICAL CERTIFICATION
3.{9 FRINT Oscer F. Schuster .
FULL NAME A 1 6th
20. DATE OF DEATH: Month APFil = da
3. (b If veteran, 3. (¢) Social Security 1945 .
no . year hour. minute. M.
DAIDE War. No. NO.
21. T hereby certify that I attend ecmed PRI SRR —
5, Color or 6. (g) Single, widﬁ;cd. manéed. 6 19 y.'}
White ; rrie v 7
4. Sex ¥ale ,,/) Tace. 1 divoreed that I last saw hfdefe_ aliveon___ | 1/ 6 195‘:\
6. (b} Name of husband of wife..—..._——eee. 6. () Age of husband or wife if || and that death the date and Hgfir stated above.
Mrs, Y¥mily Schuster alive..... o0V |} 1
7. Birth date of deceased.. October 4
{Month} (Day) (Year)
8. AGE: Years Months Days If less than one day Due to..
5 6 6 2 hr, min
" . Due to
9. Birthplace Missouri /) - T ’ Py,
{City, w'n er é {State or foreign conntry) L W
ale sman .. . Other oondluo
10. Usuat occtipation = e . wil 3 manths of deat! *
11, Industry or business x ________wn hd PHYSICIAN
. Majer hndings: -
g 12. Name - Martin Schuster, .« .- s Ofope.rauona XA y _
3 ’ Mi . ﬂ thUnderIn:e
e cause to
: 13. Birthplace (City, town, or cqunly) A ?élsli 2‘!0“;;1: .coum.r!) Of wl:ﬁ!:hlddeat:h
. y 8 BRI autopsy. [Y-XLAALL . Lr¥ LAr ¥V lir shou e
5 . Maiden name un own, s , charzeﬁ ata-
. . ! L.{tistically.
S 15. Birthplace unim 2 (/ 22, If death was due to external causes, fill in the following:

{City, town, or county) (State or foreign codntry)

Mrs, Emily Schuster, .
3547 Agnes, Kansas City, Mo.

Burial " 1045
{Burial, cremstion, or removal) (Day) (Yoar)
(&) Place: burial or cremation...» L2855 Hill Cemetery

:-{a} ' Signature of funeral director Stlne & MGC]'ure": X
& Md,m3235 G:Lllham Plaza. K_‘ [V Mo

ZZ'I"_Z. éﬁ (&) 4

16. {a) Informant.
(%) Address
17. {g)

L L
(5) Date thereof. 4'

19. (a)

mermnr . nmlure)

{¢} Where did inj ?
(City or town)
(d} ?@‘::z";‘:about homw
/ -

(a) Accident, suicide, or homidde (specify)
(%) Date of oocurrence

(County)
ustrial place, in pubhc place?

pe of place)
77 (&) Means of mjurﬂ”...... —

(Licensod Embalmer's Statement oa !lcwzlﬂ%¢° @% /)‘( o
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. STATEMENT B|Y LICENSED EMBALMER ' L .
I hereby certify that the body whose name is recorded on the reverse side of this certificaté was embalmed by me, or by
» Registered Apprentice No S ‘_ ,
working under my personal supervision. ) 7 ' a o ' <
Slgned ...... { M f )
L ' "
- . Llcensed Embalmer o Y— /P#y ...........
P.O. Address__._ ;S’ C.2rta ...
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HA‘{D“’R]'] ING. (leure to comply with
the above constitutes grounds for revocation of license. ) e e - .
If this body is not embalmed, fact should be'so stated above.




