THE DIVIStON OF HEALTH OF MISSOURI 58_014550 ¥
3 !;,uw:::" FI LED MAY 2 1958 STAN DARD CERTIFICATE OF DEATH STATE FILE NUI@ 15
th Service I Registration District No. /g’ Primary Ragustmnor\ Dls!rll:f No. 1 -3 - N Registror’s N&T207 L7 .
| |
o . PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institytion: Residence before
COUNTY Jackson = STATE Missouri b COWNTY Jacksof™ /
. !-57 CgRY (}f outside corporate limits, give TOWNSHIP only) Inside Limits @ CITY Inside Lfmits
tows Kansas City Yes X Mo £ rom  Kansas City Yes{® No[J
ﬁgIS-FI’_ITNAl'r‘%gF {IE NOT in hospital, give locatien) | Length of stay in 1b "‘; Ud‘. STREET (Hf outside, give location) Reside on Form
A ~1 ADDRESS !
| INSTITUTION_Gen']l Hosp, #1 79 yrs 1611 Oakley . Yes[] No (X
3. NAME OF DECEASED First Middle Last 4. DATE Manth Day Year
{Type or print) " QF
: James We Wolfe DEATH L 15 1958
5. SEX o | 6. COLOR OR RACE .7'MARRIEDD NEVER WARRIED] ] 8. DATE OF BIRTH 9, AGE' S.,,’z;,,; l: Uv;t:rER EI;:EAR Iﬁnl:J‘HDER Q:AiI:RS.
ir: -] n : rE I
; male white WIDOWED[®] 3 pivorcen(T] 2/9/1869 é’g ) l 4 |
‘E [0a. USUAL OCCUPATION (Give kind of work dene | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state of country} 12, CITIZEN OF WHAT COUNTRY?
= dur} of ing life, if ratired) INDUSTRY
s (47 B -Y: I swift & Co. Pittsburgh Pa ' Usa
% 13a FATHER'S NAME 135, MOTHER'S MAIDEN NavE  NO Tecord 14. MAME OF HUSBAND OR WIFE
H James Wm. Wolfs kakkimcEnttermmros Lattie Holterman (Dec)
w
é:- El' 15. WAS DECEASED EVER IN U, 5, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
7 [ (Yes. no, ki If yos, giv i sarvi
f § (Yes !ni.onr un no-m)l( yes, give wor or datas of service) 493_12_4179 James Wm. m Wolfe , Ir . 1611 Oakley
=z a 18. CAUSE OF DEATH (Enter only ene ccluse per line for {a), (b}, and {¢).} INTERVAL BETWEEN
@ w PART |. DEATH WAS CAUSED B . . ONSET AND DEATH
T IMMEDIATE CAUSE (a) Arteriosclerotic heart disease
1] E
= &
s o
- o Conditions, if ony, DUE TO (b)
5 = which gove rize to
S ; gbova ::Us. {a}), (0
tati der- o,
: Sz Tying “couss Josr, ) _DUE TO (¢) Yo
E, 9fiF PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat reluted 16 the terminal diseass condition given in PART | () 19. WAS AUTOPSY
EE i« PERFORMED?
i< SHE . YES[] NO[Y)
g - x £ 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
S O a 0
~2 Q.
58 <HS[ 20c. TIMEOF Howr Meonth, Day, Year
33 «j3 INJURY  a.m.
- § S 'E p-m.
2 E g 20d. INJURY OCCURRED 200. PLACE OF INJURY (e.g., inor cbout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
i w WHILE ATD NOT WHILE O farm, foctory, strest, office bldg., eic.)
.:E 9 WORK AT WORK
E ’ 21. | antanded the d. d from ApI‘il 10, 1958 , 1o Aprj-]- 15, 195&nd lasr luwﬁca“vo on i 1 8
4 Death occurred at 7 . 1!5 A m on the date stated above; ond to the best of my knowledge, from the couses stated.
= § 220, SI RE {Degree or title) O| 22b. ADDRESS 22c. DATE SIGNED
5
3 LYtV 27 P 2Lth & Cherry j-15-58
Z3a. BURIAL, CREMATION,| 73b. DATE 23e. NAM{OF CEMETERY OR CREMATORY 234, LOCATION (City, town, or county) {5tate)

Forest Hill

HEMDVAL iSp.cify]

4/17/58

Kansas City, Mo.

24. FUNERAL DIRECTOR ADDRESS

B. 1. Burns

25. DATE RECD. BY LOCAL REG.

Y.

26 REGISTRAR'S SIGNATURE

(S SE el \

Sheil Funeral Home /g,,,' . Q %
{Licensed E mer's Stotement on Reverse Side)




=
t
Q
3
'

STATEMENT BY LICENSED EMBALMER

B "I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

BY M@, O BY ittt vt er v e e e ransasensrsasses s nrennanes st s resanssntnnine , Student Embalmer No. ...................

working under my personal supervision.

Student oo
Signature of Student Embalmer

. T - - Licensed Embalﬂy/ /
P 0. Address/ .......... W .....

-7 Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Faxlure
to comply with the, above constitutes grounds for revocation of hcense) L )
If-embalmed by a STUDENT, he also shall sign in his' OWN handwriting,” e -

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




