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M—5-43 BUREAU OF THE
‘. 5-17.39 ey D ﬁ STANDARD CERTIFICATE OF DEATH State File No
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) Registration District No...__...........j_ZZ_ Primary Registration District NO.,,____/ 202 . Registrar's No 4765
i 1. PLACE OF DEATH: 3 K 2. USUAL RESIDENCE OF DECEASED;
2 || @ County acK30on Missouri Jackson f{?
s 1
f ﬂé (6) City or town Kansas Clty . _ {a) State (%} County.
o {If outaidn city of town limits, write “HURAL” and nama of Lawnabip) () Clty or town. Kanagss Citvy
3 =] {¢) Name of hospital or institution:
; = (I oulsidoe cily or town limita, writs “RURAL"™)
Little Sisters of the Poor @ Street No 4550 M1illcreek Parkway p’
r E {Ir nut in hoepita)l or institution, write i numhnr or lnuiuI d (1f rural, give location}
/ =] (d) Length of stay: In hospital or institution & Flsm @ Cis . ) No )
peci{ly whether e itizen of foreign country {Yes or No)
5 In this community. 78 years er e
E years, months or daye) . If yes, name country. .
=1
= 3. (&) PRINT FRANK F. S C HM lDT MEDMCAL CERTIFICATION
=] FULL NAME NOV- lgth
< |73 @ Ii veteran, 3. (¢} Social Security 20. DATEOF DEATH: Month. 573 day 5P
&3] No Non e year. : hour, b minute....." M.
rot name war. No a1l ’
:‘: 21. T hereby certify that I attended the deceased from M
| = 5. Color or 6. (a) Single, widowed, marti o . U.
| | i Ma A Wn oo W ﬁoweﬁ o s, to._.......__ N_D l ?_._. qu;
L2 - Sex race. vorl et W that 1last saw b, 2P alive on. . l "8___ S
E 6. (b) Name of husband or wife ..o eeeee.. 6. (c) Age of husband or wife if || and that death occurred on the date dnd hour ar.aled above.
. Mollie L., Schmidt alive......... XX__years i
< 7. Birth date of deceased..... o2 DL ember 8 1855
j {MonLh} {Day) (Year). ¥l
= -
o 8. AGE: Yeara Montha Days If less than one day. Due to.... LAAK NI
&
a 90 ? 11 ................. S | Due &
ue to, L ¥
E 9. Birthplace. Auq t r ia L’ R
('Cily, town, or oonme {State or foreign country) !
.. hetired-Confectionary + || Other conditions. =< P
u@) 10. Usual cccupation (Taclud ¥ within 3 months of desth) l
=} 11. Industry or business G . b PHYSICIAN
. 1 di L Py, S - ——
i 5 12, Neme. Frank. Schmidt . . ok “5f aperation.... : | Undert
3 nderline
E g 13. Birthplace A 1\'.11" 1. I‘ia !_f sﬁ;g;m
5 & { 14. Malden name ‘Eyeay B'g'fh SchlB8ree o= Of autopey... ML Shargad o
. : . \ sta-
- p{ Aunstrils )74 : -...|tIsticatly.
E g 15. Birthplace '_ m" ot o Tocm ooy 22. If death was due to external causes, fill in the following:
16. (s) Informant g QChm idt . (s} Accident, suicide, or homicide (specify)
g &) Address 5‘317 Main Qt . {#) Date of occurrence
17. (@) Bunial M () Date thereof 11~ 21-45 () Where did injury occur? {City ar town) (Ca e}
(Durial, crermation, or removal) P\ t w a hi (Mén‘h) (Day) (Year) (d} Did injury occur in or about homote, on farm, in industriat place. in Dubhc place?
(¢} Place: burial or cremation "> “4° as ng on
Signature of funeral director...... A- o 76%’”” ite at wofd?._. AL Gped, %9 Do) IS 5“______
Address nrsas -.V.I. MO. . ' : - N
/ 2 2 K‘— @j g . Z ég" ¢ ! A A 5 2 k" Ner {¥1. ID. or other)
]')uu/reeewed local rers ®) < (I\Eﬁalr;r'u l..i-l:—n-.ﬂl-nm) e nga__ S ] S . /.. o S __ Ay ' . :_ - i . -20
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- STATEMENT BY LICENSED EMBALMER

rd
Li - B
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by '

............ ) - ; Reg:stered Apprent:ce No . o N

" Signed %fb % 7 MW
| ¢ ~_ . Licensed Embalmer No FU3™ T .

P. 0. Address ,%52'2“@_ o CEZ y

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN IIAI\DWHITING (Failure to comply with
the above constitutes grounds for revocation of license.) .

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

working under my personal supervision.
N




