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

.

DEPA%TMENT OF %OMMERCE "' THE STATE BOARD OF HEALTH OF MISSOURI '373}‘}&'_'\,
UREAU OF THR [ DI WAL g
LED 0 1GT 16 1948STANDARD CERTIFICATE OF DEATH State Fite No 14
Rez!straﬁon District No...... ..j _z_-_._ Primary Registration District No._./ﬂ_ai.a Registrar's No, d:ﬁ_ 88
1. PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASED: . 4;)‘
{g) County, Ja0kson . g NIi SSOUI‘i JaCKSOH ﬁ
rangas City {o) State (8) County ‘
(8) City or town.
(If outxids tity or towa limits, write “RURAL” ond name of township) (¢} City or town...... ¥Yansas City ==
() Name of hospital or Institution: O (If outsids city or town limits, write “RURAL'"}
General Hospital No. 1. O |, . . 1820 Tawn ¥
not in or ingtitation, writs strest nnmber ar I.ocnuon] (If rural, give location) ~
(d) Length of stay: In hospital or institution . 27 _QAYS Né . J
Specily whether || (¢} Citizen of forefgn country? o {Ves or N&)
In this community. 4 BVI‘ S.
years, moaths or days} If yes, name country
3. {a) PRINT MEDICAL CERTIFICATION
FULL NaME____...William Sehlegel . Oct 1
20. DATE OF DEATH: Montk... MG e . . .day
3. (b)) If veteran, 3. () Social Security _'LQ éﬁ Q ; 5 5 _P
pame s MO 1o 487-03-481/0 Fone e mioute. DD Po 20
21. I hereby certify that I attended the deceased from
d 5. Color or 6. () Single, widowed, married, /SGDt 4 1&_}_:_5_' to. Oct. 1 19%__6 ;
+ secMal e | meWhite avorceaMarried v o C4m T Bet. 1 A
6. (4) Name of husband or wife __ 6, (¢) Age of husband or wifeif || and that death occurred on the date and hour stated above. Darats
Edith Schl ege R auve___‘?_(_)___________,,m Immediate cause of-death Post operatl ve . -l w o
7. Birth date of deceased.. . ADT11 24 1872 lresection of rectal sigmoid colon and
(Montk) (Day) dan |lTectum for carcinoma ;of. rectuml|and
8. AGE: Yearn Months Days If less than one day Bu]é%ht ¢oro nary artery 000111310]1
7 4: 5 7 hr. min
Due to
9. Birthplace . Penn, /

10. Usual occtipation

11. Tndustry or business

12,

{
{

. (@)
)]
. (@)

13,
14.
15.

MOTHER FATHER

{c}
(a}
(b)
(a}

18.

19.

{City, town, or county) {State or foreign country)

Custodian L R
Qffice Buildings

Other conditions.
" (Include pregoancy wilhh‘: 3 months of death)

PHYSICIAN

Name....... Bnmaldechlegal;a_nhL:JM%M
Bh—thnhm Perm -

Maiden o LEEY RS Lspi gt o foveiem counirs)
‘Germany ,/

Birthplace
. (City, town, or coonty) {(State or foreign country)”

Informatt.. W1lliam R, Schlegel.
Address......+ 820 Lawn
Burial ) Date thereat 10/4/1 946

- (Burial, cremation, or removal) (Manth) (Day) {(Year)

Pace: burial or cremation_..E_l..I.nwOOd . ceme tery
~Earp & Sons.

Signature of funeral director.
Address ___

Major findings:
v Of operations s y :

Underline
the cause to
'which death
should be
ed Bta- ,
~.-[tistically. |

see above

Of autopsy........

22, If death was due to external causes, fill in the following:

{8) Accident, suicide, or homicide (specify)

{b) Date of occurrence

{¢) Where did injury occur?.

(City or town) {County) (Stato)
{d) Did injury occur in or about home, on farm, in industrial place, in public place?

While at work?..

Sig e
{Dats received

(Repistrar's signnt -

. _____(?_pf_lr, ‘(")mm'nlm'l of mjury.____.._.f )ﬁ.‘.._...
M (Mwsﬂ_

Ad'drm Med: __Dll'q__Gell l HOSP Datesgigned .. _......_..

{Licensed Embalmer’s Statcment on Roverso Side)




1

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by__

working under my personal supervision,

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 this body is not embalnied, fact should'be so stated above.




