THE DIVISION OF HEALIH OF MISYOURL N R le)
STANDARD CERTIFICATE OF DEATH Stste Fite Nowvonry pggeg e
3899

REG. DIST, NO. __ézz_rammv REG. DIST. Ko._/_ﬂgff(tgi:lmr‘lNo...........................m..'.-..

-5 We.300 2t D SEP 20 1952

gy, 10.48

- BIRTH NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare decessed lived. If Institation: reside oie
a. COUNTY : a. STATE _ b. COUNTY adifmion.
/ Jaokson Misgsouri J
b. CITY (f outside corpurate limits, writa RURAL and give c¢. LENGTH OF ¢. CITY (If outside sorporsta limits, write RURAL and give township?
towrskip)| STAY tin this placw 0 ’(B/
' TOWN TOWN ~r \ n V4
d. FULL NAME OF (If not tn bospital or lnsutution, wive strest addrow or leeatlon) || d. STREET (3 rarad, give lncation) ) L\
HOSPITAL OR . ADDRESS P
INSTITUTION 28082 Paseo 28 8 : ' )
SDNE%%ESOEFD a. (First) b. (Middle) ¢. (Last) 4. DATE (Month) {Day) (Year)
{ Type or Print) James Lawrence SCHULZ Sept. 1, 1952
5. SEX 0 l 6. COLOR OR RACE | 7. M.})Fg?l%g :gle\vggc 'SSRR'EE, X 8. DATE OF BIRTH 9. :.th&: n)... I m.u 1 YEAR | F woen © wes,
(Spedity’ S, - t sy, o Hours | Mis.
Male White Married 7 12-1,;-23 1.8 2% [ > |
102. USUAL OCCUPATION (Give kind of 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE ,
Md‘ar#mdwuuuml.mﬂn:;:k DUSTRY (City wag State o7 Forsins m“", / 'zcoctl;‘l'lz'gp“(?r WHAT
Draftsman Stratford Bng.Corpl. Charleston, West Virginia
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBANL OR WIFE
Gloyd Schuls Irene White Louise V. Schulg -
15. WAS DECEASED EVER IN U.S. ARMED FORCES? I 16. SOCIAL SECURITY | 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
(Yes. 00,07 unktiown) | {11 yes, rive war or dates of service} NO.
Yea =11 23!‘-2'-01!‘2 R B Lou A s 1 .:ﬁ Fagoeg Kc VIO o
18. CAUSE OF DEATH MEDICAL CERTIFI _.- 10 INTERVAL BETWEEN |
.|| Enter only enesusper | I DISEASE OR CONDITION _ / p ’ / /] / ONSET AND DEATH
o for (o). {0y, end (| PIRECTLY LEADING TO DEATH® () (2l A1 /7 1 ) SVl T/ 2

ANTECEDENT CAUSES 1

*This does not mean

,-/ !

the mode of dying, such | Adorbid conditions, Um,lﬂn‘ DUE TOENZET LT AZR 3 Ly _l"l L A AAA L M
a8 heart felure, csthenia, | Tise to the ebooe cause () dating -& - O, L f ] -

de. It means ihe dig- the underlping cause last. - . o . ({
case, infury, or complics- DUE TO (¢) . g .

tion which caused death, | 1. OTHER SIGNIFICANT CONDITIONS . AT ’

Cunditions contributing to the death bul not
related to the disease or condition cousing death.

LAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

19a.-DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION . - . . . <. T, + | 20. AUTOPSY?
. TION . h
: YIS E] wo [J
21a. ACCIDENT (Bpecily) 21b. PLACEOFINJURY (o, inoraboat | 2l¢. (CITY, TOWN, OR TOWNSHIP} "~ ~ {COUNTY) (STATE)
SUICIDE bome, farma, faetory, sireet, office bldg., ete.) . .
Hommmaﬁ,‘f : i
21d. TIME (Month} (Day) (Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? 'g
’ WHILEAT NKOT WHILE -/
INJURY = | "woRrK AT WORK - ’
2. [ hereby certify that I atlended the deceased from N {: B , 18- thall] last saw the deceased
Jl/ alive on , 19. , and that deaih occurred at m., from the causes and on the da!e slaled above.
= (Degros or title) l ﬁ DATE stsm:n

(Su\e)

WR

25+ FUMERAL DIRECTOR'S S| GNATURE ADORESS

, | Mellody-MoGilley-Eylar, Kansas City, Mo.

(Licensed Embalmer's Statement on Reverse Side}

DATE REC'D BY LOCAL | R

RAR'S SIGNATURE
REG. ;
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S Lol T i Al e Lo Iwoit
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STATEMENT BY LICENSED EMBALMER
I hereby cértify that the body whose name is recorde& on the reverse si_de of this certificate was embalmed by me, or by e

...... Student Embalmer No.
working under my persona! supervision,

Student Paseesseaseseranaisiiesantasies Sngned // : }42
Student Embalimer
- ':‘" ’ / Licenzed Embalmer No,.= V%’/ 7
P. 0. Address K e %O .

Note:™ The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (leure to/ omply with
the above constitutes grounds for revocation of license.) . . .

If this body is not ebalied, fact should be so. stated above. - ‘ T

s, T AR A SR . L lan




