Heolth, _ THE DIVISION OF HEALTH OF MISSOURI 58__0 36600 -

\ Welfare /0 o ngL - .S’ y STANDARD CER‘"FICATE 0" DEATH : STATE FILE NUMBE
::::;:. F;:LEBNOV 1 ,_f: lgsagi.fmﬁon_mct No. /q ? Primary Registration District NO-.__--[.Q...?&.::‘.-_-_ Registrer's No._ Bﬂﬁi
. 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where daceased lived. I institution: Residence be ore
300 a. COUNTY Jeclson o. STATE Missouri b COUNTY Jackggﬁ'niyf
157 b. CITY (If outside carparste limits, give TOWNSHIP only) | Inside Limits ¢, CITY taside Limits
tom Kansas City Yor [XNe ] ] :% TSEN Fangaa City Yes[I Mo [J
¢. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b T d. STRE ([§ outside, give location) Reside on Farm
HOSPITAL ORS¢, Joseph 2 Hrs, ADDRESS 4015 Charlotte Yes[] Mo [§
3. NAME OF DECEASED First Middle Lost 4. DATE Month Doy Year
{Type or print} OP
Stephen Creig Schoettlin peatH  QOct, 25, 1958
5. SEX ] 6. COLOR OR RACE! 7. MARRIED[ JNEVER MARRIEDLY 8. DATE OF BIRTH 9. AGE {In years JF UNDER i YEAR| IF UNDER 24 HRS.
Male White wivoweo[] olfénczol:] Oct. 25, 1958 last birshday) [Mentha | Days Hugs l Win.
106. USUAL OCCUPATION (Glva kind of wark done | 105. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stata or country) 12. CITIZEN OF WHAT COUNTRY?
during meSﬁoéking fite, oven H rezired) INDUSTRY KanS&B c ity , Mo. o U. S, A.
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
(tene Schoettlin Shirley Wright - -
15. WAS DECEASED EVER IN U, 5, ARMED FORCES? 15. SOCIAL SECURITY NO.| 17. INFORMANT Address
(Yeou, %un&mwﬂ)l(ll yes, give war or dates of service) None Gens Schoettlin Kansas City, Mo,

INTERVAL BETWEEN

\/ z SNSET AND DEA! H ?

18. CAUSE OF DEATH (Enter only one cause per line for {a), {b), and (c}.)
PART |. DEATH WAS CAUSED BY:

S
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. w
5 w
w IWMEDIATE CAYSE (o)
5 £ o.m..../r _l ]
e E
. g.-' Conditiens, if any, DUE TO (b)
Y = which gove rlze 18 U
] L cbove couss (a),
S = stating the under
H 8 g lying cowse last. DUE TO (c}
£y ZfE PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated 1o the terminal disease condition given in PART | (a) 19. WAS AUTOPSY
SR b edq PERFORMED?
52 oft 158 7 yes{¥] no[]
5 - % =1 200, ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART I or PART I of item 18.)
- - w
M ¥ ; 0 (] O
5 5 <W35| 20c. TIMEOF .Hour Month, Day, Year
52 Of3 INJURY  am.
- ‘;' : £ p.m.
A g 20d. INJURY OCCURRED 2e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
n E w WHILE ATD NOT WHILE 0 form, factory, street, office bidg., efc)) .
22 g | work AT WORK
£ 2. lunmdodfhedocuudhom W .m Ot 25~ SK adionsaw aliveon_ Qe F- 2 5- S L2
a Decth occuried ot i . on the date stated chove; and 1o the bost of my knowledge, from the couses stated.
g % 220. SIGNATURE (Degree or title) W 22b. ADDRESS 22c. QATE SIGNED
-1
gy :&-&Mx BW L2 35 Theeet K Mo, ko 7-5¢
:g. 2. BURIAL, CREMATION, | 23b. DATE | 23c- NAME OF CEMETERY OR CREMATORY 234. LOCATION {City, towa, of county) {State)
REMOV AL, (Spacifr}
. FAAEY™ | 10-27-58 Floral Eills Cemetery ‘Kensas City, Mo.
2 N .. FUNERAL DIRECTOR ADDRESS 25 DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE
055 Freeman Mortuary Xansas City, Mo. | pp-27-5F -~ Theyns ;

{Licensed Enbeinw's Statement on Reverse 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, ot bY ..oviriiiiiireeiriaeens teeneienseeranevararnstenahtisanasaraea e raarenenrnrriasas ., Student Embalmer No. ........ccuvuene.n.

wotking under my personal supervision.

StUdent e.iieeirieiiii bbb s anaaen i AL IALL s evsearees
Signature of Student Embalmer 3 \5_

Licensed Embalmer No, Z.... 0 oecceinene

P. O. Address. 76‘( e e

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fallure
to comply with the above constitutes grounds for revocation of lxcense) .,

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. -

r



