}SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH =61~-040910
MENT orF PusLic HEALTH AND NELFAR!/¥ S STATE FILE NUMSER
Regjstration District No, _ S _J’rlmlry Registration District No. /.____________Regulrar s No. _ﬁ______
AMENDED
1. PLACE OF DEATH i 2. USUAL RESIDENCE (Where decessed lived. If institution: Residerce before
E a. COUNTY Jackson . STATE Kansas b coUNY  Johnson admission)
% b. COI‘LY {If outside corporate limits, give TOWNSHIP only} Length of stay in 1b c. C‘.!":( Inside Limits
ui" TOWN Kansas City 9 hrs, TowN  Shawnee Mission Yes )Y No 0O
< €. FULL NAME OF (if NOT in hospital, give location}) Inside Limits d, STREET {If cutside, give location) Reside on Farm
w HOSPITAL OR ADDRESS .
< wsttution  St, Mary's Hospital Yeg{ No D 5630 Mission Drive Yo [J No i
3. NAME OF DECEASED Firsy Middle Las? 4. DATE Month Day Year
{Type or print} 2 . OF
Mary Pauline Altringer | oeam November 2, 1961
5. SEX 6. COLOR OR RACE 7. Married [] Never Married XK 16. DATE OF BIRTH | 9- AGE (lsst birthday) fIF UNDER ¥ YEAR | IF UNDER 24 HR
Female White Widewed [J Divorced [] 10_22_1925 36 Months Days Hours Min.
T0a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
ing tnost of king, life, aven if retired) .
Hed 18 Lo Kansas City, Mo. USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Dr, Arthur N, Altrinrer Olive Pauline Bracken None
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT Address
{Yes, no, gr,unknown} [ {If yes, give war or dates of service) . .
)it None Dr. Arthur N. Altringer,5630 Mission, Dr.
- 18. CAUSE OF DEATH (Enter only one cause per line for (s}, jb}, and (c). INTERVAL BETWEEN
Z PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
e § IMMEDIATE CAUSE (a)
[w]
< O
] o Conditions, if any, DUE TO (b)
rs which gave rise to =
= above cause [a),
= stating the under-
lying cause last. DUE TO f A ]
z PART |l. OTHER SIGNIFICANT CONDITIONS commaurms Tb’ DEATH but not relmd to the terminal ART 1L If  decoased was female  was
g disease condition given in PART | (a) there & pregnancy in Jast 90 days.
g ]DYG!IDNOIDUnknown
£ | 779 wAs AUTOPSY | 30s. ACCIGENT  SUICIDE  HOMICIDE X INJURY OCCURRED. (Ent, ury in PART | or PART 11 of item 18.)
& PERFORMED? m] m] *
v vssp NG 3
Z| 0. TME OF  Hour  Month, Day, Year =
a INJURY a.m.
g p.m. f !’. z g I
20d. INJURY OCCURRED 20e] PLACE,OF INJURY fe.g., in or shout home, | 20f. CITY, TOWN, OR LOCATION
WHILE AT WORK [] actory, stregf, office bidg- -
NOT WHILE AT WORK ¥
21. | sttended the daceased from_
] @ Death occurred at.
= =
8 22a. SIGNATURE ren or title} 22b. ADDRESS — 22c, DATE SIGNED
51 | s ’ <yt Bt ruin :
i cn, Z3b. 23c. E OF CEMETERY OR CREMATO ON (City, town, or counfy) {State)
3 =]
o o B 11-4-61 Calvary Cemetery Kansas City, Mo.
= < 24. FUNERAL DIRECTOR 20 W. Li d 25, DATE RECD. BY LOCAL REG. |24, REGISTR SIGNATURE
i > ody-McGilley-E la.r 10wWoo - / (0
= A Mellody: y-Lylar, o Mo [ ~3. (o/
a .
? (llconud Embalmer's Statement on Reverse Slde)




STATEMENT BY LICENSED EMBALMER

| hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by meJ

or by Student Embalmer No.

working under my personal supervision. - i

Student Signed

Signature of Student Embalmer

Licensed Embalmer No. f/ 9‘(/

. ' P. O. Address ke 7 %

.
i
oy

Note: The above MUST “BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Eallure to compl
with the above constitutes grounds for revocation of license). :

_If embalmed-by -a STUDENT, he also shall sign in his OWN handwrmng

"I this body is not embalmed fact should' be so stated above.

-

Pl . R R . ‘. - [




