H-ﬂlﬁr (b

., Welfare
Publie
Service

a0 °

1-57

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All dizeases in Port | must be causally related.

James W. Graham

147

gistration District No.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.

»

58-0184'77
STATE FILE NUMBE?491

(20a..

Ragistrar’s No.,__

1. PLACE OF DEATH T 2. USUAL RESIDEMCE {Where deceased lived. (f institution: Rasédance be 1
a. COUNTY a. STATE . . b. COUNTY admissio
Jackson Missouri Jgckson Z
b. CE'.)TRY {If outside corporate limits, give TOWNSHIP anly) Ingide Limits c. CEFRY Inside Limits
Tom_ Kansas City Yee GO 4| gl % 1o Kansas City Yesh No[J
c. nggé_err%gF {If NOT in hos;ilul give location) | Length of stay in 1b ’ dDSTD%%EES (If outside, give location) Reside en Farm
A h Al E .
iNsTiTuTion . Research Hosp, 16 yrs 6716 Rockhill Rd, Yes [] No i
3. NAME OF DECEASED First Middle Last 4, DATE Month Day Year
(Type or print) [+]3
ANNA K. SCHECHER DEATH May 15, 1958
5. SEX i 4. COLOR OR RACE| 7. MaRRIED JMEVER MARRIED[ ] 8. DATE OF BIRTH 9. APE gi,..:;,,; ILL:T:ER;:E‘AR l:olIJ'NDER 2:hr:ns.
ast birthday s o re R
le White mooweog] - owosceo)|  Tune 7, 1881 |
100. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11- BIRTHPLACE {City and stcte or country) 12. CITIZEN OF WHAT COUNTRY?
durlnn most of, working life, aven if retired) INDUSTRY
Housewifwe, Home Everest , nsas o, S, A

13a- FATHER'S NAME

Andrew Paull

13b. MOTHER"S MAIDEN NAME

Antonia Kashka

14, NAME OF HUSBAND OR WIFE

Frank Schecher

15. WAS DECEASED £EVER IN U, 8. ARMED FORCES?
{Yas, n ¢ vnknawn}| (Il yes, give war or dates of service)
No |

16. SOCIAL SECURITY NO.
None

17. iNFORMAN:l' Address

Mr, Ray A, Schecher, 6716 Rockhill Rd

18. CAUSE OF DEATH

AEmer only one couse per line for (a), {k), and {c}.)
PART |. DEAT

WAS CAUSED BY:

INTERVAL BETWEEN
ONSET AND DEATH

IMMEDIATE CAUSE (o _Eri€Umonia, following fracture of left hip days
Condltions, If any, DUE TO (k)
w:::h gave rls: |)e } - q 011
al Y& Cavse al,
stating the undar-
z Iying covws. last. 7 DUE TO {¢) £47 W
- PART li. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO BEATH but net related to the terminal diseoss condltion given In PART 1 (o) 19. WAS AUTOPSY
g Mi 1 i i ; . PERFORMED? /)
g itmal stenosis; paralysis agitans; decompensating heart, YEs[] NO[]
2l 20a. ACC[I?(ENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART I} of item 18.)
w
: ERE -
U| 20¢. TIME OF .Hour Month, Day, Year
'Q INJURY o,
* 330 _pm S -5 5T
20d. INJURY OCCURRED 200. PLACE OF INJURY (e.g., inor abouthome,| 208 CITY, TOWN, OR LOCATION /.2 3 TY STATE
WHILE AT -{VO ILE farm, factorys street, office bidg., etc.)
WORK M 7 )
21. | ottended the decoased from , to May 151 1958 ond lost iaw uln‘:m jg,_v _5 . 19 58

BDoath occurred at

m on the date stated above; and to the but of my knowlodgt. from the causes stated.

22a. SIGNATURE {Degree or title) O | 22b. ADDRESS 22¢. PATE SIGNED
ﬂ.&mu A L vdﬁd{hﬂ M. D. 518 Arpgvde Bldge, 5/16/58
23a. BUM AL, CREMATION, | 23 ATE ' 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {Stute)

V.ALiSo-cih')
ria

19-58 Calvary

Kansas City, Missouri

24, FUNERAL DIRECTOR ADDRESS

Mellody-McGilley-Eylar Funeral Hon

X5

25. DATE RECD. BY LOCAL REG.

S/

26. REGISTRAR'S SIGNATURE

-t

Woodland-Linwood

{Licensed Embalmer's Statemant on Reverss Side}



STATEMENT BY LICENSED EMBALMER

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

DY M@, OF DY ivriiiii ettt ettt et r e et et b st ., Student Embalmer No. ..............ceeee

working under my personal supervision.

Student .oiiiiiiiiiiii i e e s ens
. Signature of Student Embalmer
LIy

' A

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

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

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




