alth,
falfare
blic
Hrvich

300

"“USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

2t

dissases in Part I;must be casually related. Coaroner cannot certify to a death due to natural causes.

THE DIVISION OF HEALTH OF MISSOURI

"RLED MAR 4 1957

Registration District No. .o

STANDARD CERTIFICATE OF DEATH
/_gf... Primary Registration District No. ...

4981

STATE FILE NUMBER

- Registrar's Ne. ,725

. 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare decoosed lived. f fnstitution; Ruidenjn befora
. COUNTY o. STATE . b, €O admission}
" Jackson Missonni ackso
b. CITY {If cutside corporate limits, give TOWNSHIP only)| Inside Limits {CITY lnside Limits
OR
TOWN Kansas City YesR Nen -.ﬂ'b town Kansas City Yesff NeO
e. 53‘5;]?:3%8': (1 NOT inhospital, givelocation)|Length of stoy in 1b 4. STREET (! outside, give location) Reside on Farm
INSTITUTIOMMenorah Medical Centier 3 yrs, ADDRESS 6000 Qak YesO No®
¥
3. MAME OF Firgt Middle Lant 4, DATE Month Day Year
DECEASED oF
(Tope or print) Albert H. Salkind peath  2---—-13---57
3. SEX 2 6. COLOR OR RACE 7. marrieo X NevER MARRIED [ ] 8. DATE OF BIRTH 9. AGE {In yecrs | IF UNDER | YEAR fIF UNDER 4 HRS,
tast birthday) [Months | Daws | Hours I AMin.
Male White winowep [ pivorceo [ L2 94 EA 6O
10q. USUAL OCCUPATION (Give kind of work dene [ 105, KIND OF BUSINESS OR INDUSTRY [ 11. BIRTHPLACE (City and atate or country) + 2. CITIZEN OF WHAT COUNTRY?
yring most of working life, cven if retired) N . M
___ijLams = Larenct. Frinting Cop. ew Vork Cffa.My U.S. A
13. FATHER'S NAME T 14, MOTHER'S MAIDEN NAME
ersho /qnng /Mnl'nau)q)
ltSY WAS DEan:SED EVE? IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY NO.|I7. INFORMANT Hdress
1, no, or m-m) (If yes. pive war or dates of service)
| R N S WA T, Home
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b, and (¢).] INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: . . . ONSET AND DEATH
IMMEDIATE CAUSE {a} uk\i [a w ] k.'fﬂc'gﬂ'a\g‘ T hvs
N L]
Conditions, if any. } pye To (4) G b tro-Sa lgm_r’_r
. wh pave ris c)in . l
e cause . . : -
stating the under- . b
z Iying couse last. | DUE TO (¢} q >
(=} -PART 1. OTHER SIGNIFICANT CONDITIONS COKTRIBUTING TO DEATH BUT NOT RELATED T THE TERMINAL DISEASE CONDITION GIVEN IN PART i(n) 19, ;gasr 3'111’:%;?;7
= ?
B ves[J wo[]
E 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. ({Enter nalure of injurg in Part I or Parl 11 of item’1§.) -
z D 0 0
o .—‘l 713:: TIME OF Hour Month, Day, Year
5 S IRJURY * g, m.. B .
518 p. M. -
4&’ E | 20d. iNJURY OCCURRED -20e. PLACE OF INJURY (e. §., in or chout Aome, | 20f. CFFY. TOWN, OR LOCATION COUNTY STATE
o WMILE AT NOT WHILE farm, faclory, street, office Bldg., ele.}
PS5 WORK AT WORK
:'—’i =~ §21.. I attended the deceased from /9 5.# . to 2+73-57 and last saw Pﬁ:; alive on 2-13 -5
E Death occurred at s a"f ﬂ ut m on the data stated ab::we; and to the best of my knowledge, from the causes stated.
:‘g 2a. SIGNATURE - . (Degree or titte) o 225. ADDRESS - ZZc, DATE SIGNED
. ha § . - -
Auhcgam.q el 1 & ¢22 3¢+ . . -1p-y9D
a. BuRIAL. cngmmuj. 235, DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Cily, town. or county) © {State)
REMOVAL {Specify -~ . '
rea A-IH-57 Mt Carime/ Hansas (}y /o

24. FUNERAL DIRECTOR ADDRESS

Lowis Fun'l Home i C. Mo.

25. DATE RECD, BY LOCAL REG.

IS PN

26. REGISTRAR'S SIGNATURE /'

/,WW |

{Licensed Embalmer's Statament on Reverse Side)




i
Y ;

: S.TATE_MENT BY LICENSED EMBALMER . -
1 hereby certify that the body whose name is recorded on the reverse side of this certificate was e

by me, or by ... .. ..., PR b e aeseeeaaaeeaemeaeteesaesanaannas enaeans pearrmiaanas , Student Embalmer NO..uen-.

working under my personal supervision..

Student....ouin i Signed.
Signature of Student Embalmer

- ) o Licensed Embé.lmér No.&.’.?ﬂ
- . _ ‘ . P. O. Address rﬁn&k

Note: The above MUST BE SIGNED ‘BY THE LICENSED EMBALMER in his OWN HANDWR.ITING
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he alsc shall sign in his OWN handwriting.

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



