o 1 FLED JUL 40 1949~ THE DIVISION OF HEALTH OF MISSOURI L 98629 N

! STANDARD CERTIFICATE OF DEATH State File No..

| BIRTH NO. REG. DIST. NO. _ﬂ PRIMARY REG. DIST. NO. AD_.__ Registrar's No. _._gzg.g_.

"I T. PLACE OF DEATH ; 2. USUAL RESIDENCE (Whers decoased lived. If institutlon: residence befors
a. COUNTY a. STATE - b. COUNTY . adiimion). !

JACKSON MISSOURI- JACKSON 2@
b. CITY (I outaide corpurate Limits, write RURAL and give ¢. LENGTH OF || ¢. CITY (If outaids corporsse limits, write BURAL azd give townahin) -3
[o) townabip) | STAY (in this place) OR L . .

3 TOWN KANSAS CITY life TOWN  gaNSAS CITY it *

- d. FULL NAME OF (If pot ia howpital or | ion. cive street add or location)- d. STREET - (If vural, give location) . t/ \6

] HOSPITAL OR (\ ) ADDRESS

> INSTITUTION RESFARCH HOSPITAL 5822 Garf ield 3]

2 35‘15%%%5%% a. (First) b. {Middle) c. (Last) 4. DATE {Month) (Day) (Year) b

‘ { Type or Print} CARCLINE J. SCHUSTER DEM-H June ?6 1349

,'3' 5. SEX 6, COLOR QR RACE | 7. MARRIED, NEVER MARRIED, | 6. DATE OF BIRTH . 9. AGE (In years| v toEm 1 YEAR | & DR u nxs.

; ‘ . WIDOWED, DIVORCED (6pacity) ) last bizthday) Monthll Days | Hoors | 3in

5 female white __parried , Dec. 20, 1893 . 55 |

% 10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR [N- | Tl. BIRTHPLACE (8tste or forelgn country) 12. CITIZEN OF WHAT

4 done during most of working lite, sven if resired) DUSTRY O COUNTRY? .

A hougewife - Kansas City, Missouri <

g 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE i

. TATE ROSS A J— - HENRY J. SCHUSTER

i IS, WAS DECEASED EVER IN U.S, ARMED FORCES? | 16, SOCIAL SECURITY | T7. INFORMANT" § SIGNATURE OR NAME ADDRESS

{ (wdm or unknown) | {IE you, give war o dates of service) NONE i X

} : HENRY J. SCHUSLEP 5822 Garfield

||| 8. causE oF peEaTH '

.|| Eater only onecausper 1 1. DISEASE OR CONDITION

line far {a}, {b), and () { - DIRECTLY. LEADING TO DEA'!H'(E)

) ANTECEDENT CAUSES - M) (,n, B .pj s
the mode of dying, such | Morbld conditions, if any, giring DUE TO (b) _ ]

*This does not mean
as heirt fallure, asthenia, | 1ise {0 the above cause (a) stating _ .- L . . 7 . .
e, It meens the dis- the underlying cause lasl. -
ease, infury, or complico- . DUE. TO.{e}" -
lion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS

Conditions contributing Lo the death but not
related to the disease or condition cauxing death.

19a. DATE OF OPERA- | 19b, MAJOR FINDINGS OF OPERATION o - ) 20, AUTOPSY? -~
TioN ' j D’Da-’ w 0

21a. ACCIDENT (Bpacity) 21b, PLACE OF INJURY te.¢.. 15 cr abort e, (CITY, TOWN, OR TOWNSHIF) .. _ (COUNTY) SeTam) L
SUICIDE home, farm, {actory, street. offior bidg.. e1e) : : ' - - :
HOMICIDE ) . . _ . . . -

219. TIME . (Montk) (Day) (Year) (Hour 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

OoF . o i . WHILEAT ] NOTWHILE(—)' S e . ... ; :
INJURY . WORK AT WORK - Clald
‘[ 2. I hereby cerh,g; !haf I attcnded the deceased from [0 =2 , 18 49, to 6=26~ . 19_.4__9_, that I last saw the deceased
: me on B _ 9 and that death oceurred af . gy, from the.causes and on the dole ilated above. /s
. S / MO CEOMEYY b ores or ti ),‘ﬂb, DORESS / / 2. DATE SEMAED
/ 7 AL - Ind 2 S - 74 e/
/fz../au A N4t / AL /XS]
AL REHA- 24b. D 244, NAME O EM RY OR UREMA ORY *| 24d. LOCATION (Oity, tovgh, or courity, (Etate)

Y, AEMOVAL Bpeditys ; ) , . g ) .-

hMial L”[;ﬁ Mount Olivei. Cemetery | -Kansas City, Missouri-

DATE REC'D BY L%CAEGL REGISTRAR'S SIGNATURE ' 25, FUNERAL DIRECTOR'S SIGNATURE - ADDRESS
- - ] N ”g’;,ﬂ_égﬁ% 20 W, Linwod

Licensed Embalmet’s Statemnent on Reverse 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, of by

_ - , Student Embalmer No.
working under my personal supervision. -

Student caccaersvasaranns TRl [ Signed...._.. S, 4 :
Student -Embaimer
Lxcensed Embalmer No....:.ﬁ![czz 2= d(
P. O. Address.::.—.ﬁm.M

Note; The al:ove MUST. BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. %’aﬂm to .comply
the above constitutes grounds for revocation of License.) .

Ifthnbodyunmqnbalmed.faashoddlnlomudabm-




