FEDERAL SECURITY AGENCY
National Office of Vital Statistica

FILED MAR 27 1348

MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH

8974

Stale File Nr:l

Registration District No. _._.... yf Primary Registration District No/é.al_.- Registrar"s No. .._......._...1.22‘3_
i. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
kson %f
{a) County Jac {a} S:ate.Miés_O_u_I.j-. ................ ~ {#) County. Jackson :

Kensag City
(1f outsida tity or town limite; writs “RURAL" and name of towaship)
{¢) Name of hospital or institution: 0

St. Luke's Hospitel

{If not in hospita] or institution, write street nember oz locatjon)
{d) Length of stay: In hospital or imﬁluﬁanuee‘ks

26 years

(&) City or town

(Specify whether

In this community
years, montha or days)

{¢} City or town Kansas City

(If ontside city o¢ town limits, write * BU“AL")

@ street No..1014 East 42nd Street

(If rursl, give locaticn)

Vo o % - ol

() Citizen of foreign country? (Ves or No)

If yes, name eountry.

3oty PRINT WILLIAM C WOLF
. 3. () If veterzn, 3. (¢) Social Security No.
narne war. No 49 5-09-[;1»83
0 5. Color or 6. (e} Single, widowed, m_m){d
4. Sex..Mﬁl@.___ Lrace..._¥ ite | divorceaderried.

6. (¢) Age of husband or wife if
alive..-..jé;..._.._._.years

6. (3) Name of husband or wife . ormar——enn
Marguerite Wolf
7. Birth date of d .. June 13 1888

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month_13th .y March
year..:.r.-,g.é-.&,.._.__.__.__._hour 12 H OO innte P
21. 1 hereby certify that I attended th, {from. 5—%‘-:_
— W 3 < T
that I [ast gaw hdd.aa.mhve ot 3 s / 3 _ lqgi:

and that death occurred on the date nnd hour stated above.
Duratien

Immediate of death
Z’n«m 8Bl tin -

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

{Month) {Day) {Year)
8. AGE: Yearg ' Months Days If less than one day Due to. M Wﬁ\’\/
0
59 9 - hr. min
/ Due to
9. Birthplace Illinois . o .
T - (City, town, or ecunty) (State or foreign sountiy) ‘ l /
Other conditions
10. Usual occupation Me&Ghanic S (tpctuda g  within 3 months of death} }
11i. Industiry or business CitV I(:e SEgTorE ‘/) PHYSICIAN
jor findings: h —_——
g { 12. Nme_m_ﬂharleﬁ_ﬁ_ﬁgl.f-_______._.__f_ - of Md—-«m racta L 'f Usdertine
. the cause to
13. mﬂhnh"_ (C.uyﬁnwn. o muxy) : Ohio . (Siate or foreign country) fﬁ?&“ﬁ
E 14. Maiden name ancy Smith m sta-
SRS — A T Y.
=
g 5. Bisthplace Prer g ——————— IllianéS 22, lfdmnh was due to external causes, fil! in the following:

16. (a) Informant I

®) Address.....lﬁl}s Ea.st
17. (@) ...Burial

{Burial, cremation, or removal)

(&) Date thamf_l/ 1_6 3

{(Manth) (Day) (Yu-r)
(¢} Place: burizl or cremadon . C YAary.

wﬂemeﬁy
18, (o) Signature of funernl director.

®) Address_ 20 West Lim-'%d

19. (a) . .L
{Datas received lxul registrar) (Reristrar's signat:

(a) Accident, suicide, or homicide (specify)
{5} Date of occurrence
{c) Where did injury ococur?.
{City of tawn) {County)
(&) Did Injury occur in or about home, on fa.rm. fn industnal place, in pu.bhc plaoe?

PR (Speurytmolphee) - .
I SR (- M " { injury.
2 Signatu.rc..* )

W]:.ilc at work?

ddrm

(Licensed Embalmer’s Statement on ancna Side)




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.

Registered Apprentice No.

Signed Mw ZCM"%—

Licensed Embalmer No LA r 3 9/

P. 0. Address./ -9 €2 €3, M%—O

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure tﬁ(oomply with
the above constitutes grounds for revocation of license.)

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

working under my personal supervision,




