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THE DIVISION OF HEALTH OF MISSOURL

STANDARD CERTIFICATE OF DEATH
rn ” ” 9 l’ 1ngusru!mn District Nc ________ ZJ-----....__anory Reglstmhon Dlsfrlcf Ho. ..5_-42 9%,_,,,_ Regls!rar ] Mo. ______[Q________

o08-024942

STATE FILE NUMBER

130,

il
!—! 21 28y
1. PLACE DF DEATH . 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befoie
- a. COUNTY CLAY o STATE MTSSOURI b COUNTY @TAY ° m'sm/ro’a
b. CITY (If coutside corporate limits, give TOWNSHIP only) Inside Limits c. CITY é Inside Limits
o SMITHVILLE (o7 o
Tom PLATTE TOWNSHIP [|vesOOnei ToRM o | YesTI o
<. Egl.;. THAE‘-EOSF (1 NOT in hospital, give location) | Length of stay in 1b d. STREET {If outside, give location) Reside on Farm
INSTITUTION HOME APORESPLATTE TOWNSHIP Yes 35 1o []
3 (N'I'AME OF DE;ZEASED Firs: Middle Lost 4. DATE * Month . Day Yaor
ype or print OF :
HENKY R. PAULI peath JULY II, I958
5. SEX 4. COLOR OR RACE| 7. DEW! ] 8. DATE OF BIRTH 9. AGE (In yaars IF UNDER 1 YEAR| IF UNDER 24 HRS.
MARRIE VER MARRIED . ¥
1 hd h, Hi Min.
MALE a WHITE wiDOwED [ ovorcen[ 3| JUNE 25, 1897 ‘BT' = a : oo I "
10a. USUAL OCCUPATION (Give kind of work dene | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) o 12. CITIZEN OF WHAT COUNTRY?
during most of working life, sven if refired) INﬁl Y
| AUTG REPAIR MAN ~GAROWNER & MNGR. | CHILLICOTHE, MO. U. 8. A.

FATHER'S NAME

13k. MOTHER'S MAIDEN NAME

14. NAME OF HUSBAND OR WIFE

ADOLPHUS PAULI

15. WAS DECEASED EYER IN U. 5. ARMED FORCES?

e | ORI WAR™T

BERTHA FUCHS GAYLE MYERS PAULI
16. SOCIAL SECURITY NO.| 17. INFORMANT
MRS. H.R. PAULI,

shifhv ILLE, ¥0x » p

MEDICAL CERTIFICATION

PART |

18. CAUSE OF DEATH (Enter only one causs
DEATH WaAS CAUSED BY:

IMMEDIATE CAUSE {a)

p?ﬁ?r (a}, (b}, and {c).)
07 Ity

O@Ql.qg 1o/ 64("4-‘-5

INTERVAL BETWEEN
ONSET AND DEATH

Ceonditions, If eny, DUE TO (h)

which gave rixe 1o }

above cavss (a),

rar} h, dere

i coves Tamn. ) _DUE T0 (g _420)

PART I1: OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the rerminal disecss condition glvan in PART | (o)

19. WAS AUTOPSY

PERFORMED?
YEs[] No

20ea.

0O 0

ACCIDENT SUICIDE HOMICIDE

d

20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART 1l of item 18.}

20c. Hour

a.m,
p.m.

TIME OF
INJURY

Month, Day, Year

20d. INJURY OCCURRED

WHILE ATD NOT WHILE

WORK AT WORK O

Ne. PLACE OF INJURY [e.g., inor about home,
farm, factory, straet, office bldg., etc.)

20f. CITY, TOWN, OR LOCATION COUNTY

STATE

I ;frcnded the deceased from
Decth octurred at

2.

. 10

ond last low;_: alive on

m on the d_au stated obove; ond to the best of my knowledge, from the causes stated.

D D>

RESS

Coroeo (G Mo

12c. /E SIGNED

23c. BURIAL, CREMATION,

"BURIXL"

23b. DATE

7=-14-1958

23c. NAME QF CEMETERY OR CREMATORY

MEMORIAL PARK CEM.

23d. LOCATION (City,s€wn, or county)

KANSAS CITY,

(Shln)

M.

24. FUNERAL DIRECTOR

MeCOMAS FUNERAL HOME,

ADDRESBMITIN FA‘S. DATE RECD. BY LOCAL REG.
H’ T-15-5F

26. REGISTRAR'S SIGNATLY

2d Embeal. g

on R.volu 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 i e e a e st s b s v s e ., Student Embalmer No. ..........c..uune

working under my personal supervision.

£ D TR - Licensed Embaimer No#f‘l/
r e - ‘ - P. O, Addres Stk }.WQ

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).
. If embalmed by a STUDENT, he also shall sign in his OWN handwriting. - -+ ~- L
If this body is not embalmed, fact should be so stated above.
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