ISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH - 4
L —
PARTMENT OF PUBLIC HEALTH AND WELFAR Y STATE FILE NUMBE
o et PR ~===Lrimary Registration District Nu.[._e._es_zn/____leginrar’s NGE;___________SS
AMENDED 2 ——
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institvtion: Resicdence before
o s. COUNTY Jackson » STATE Mg, b COUNTY Jgelkaon sdmission)
% b. CITY {If outside corporate limirs, give TOWNSHIP only) Length of stay in 1b e. CITY Inside Lirmits
b OR OR
= TOWN Kansas City 1 wesk own - Independence Ya R Ne O
:5 c. fd%;PﬁAATEO‘gF {If ROT in hospital, give location) Inside Limits d. :[l;'lz)EREESS 6 6 S il“lde' : ve location) Reside on Farm
2 % INSTITUTION St. Joseph'!s Hosp. [Ys8 MO 3 ou Yes 0 No R
a
3. NAME OF DECEASED First Middle Last 4, DATE Month Day Year
(Type or print) OF
— LENA NOTZ DEATH 1-6-1962
| 5, SEX 6. COLOR OR RACE 7. Merried (] MNever Married [1 8. DATE OF BIRTH | ¥ AGE (last birthday) | IF UNDER | YEAR _IF UNDER 24 HR
female White Widowed ﬁ Divorced [ 1_31_90 71 ye ars Months | Days Hours Min,
—| 10a. USUAL OCCUPATION (Giva kind of werk done | 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (City snd state or country} | 12. CITIZEN OF WHAT COUNTRY
vl durin: ost of wurkm life, aven if retired) .
_,g ousewire Ovm home Zurick, Switzerland +1SeA,
- 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
-
i Joseph Wachter Sophie Mier Herman A.. Notz
v 15, WAS DECEASED EVER IN L.5. ARMED FORCES? 14. SOCIAL SECURITY M- 17, INFORMANT 7:!.-i\’d7d E 35th t
[—|< (Yes, no, or unknown) | (if yes, give war or dates of servi ? S -
- noé R Herman 'y Notz hﬁp'npn ahee, Mo,
i % | 18, CAUSE OF DEATH (Enter only vne cause per line AL EN
E PART |. DEATH WAS CAUSED BY: QONSET D DEATH
-2 e g IMMEDIATE CAUSE (a) A' lZL.@_{
—5 12 0 y P
o |0y [a} Conditiens, if any, DUE TQ (b} it . s trns_ina =
" e (7 which gave rise to
mEa above cause (a),
E = stating the under-
| lying cause last, DUE TO {c) g d
—% 4 PART II. OTHER SIGNIFICANT conmncms CONTRIBUTING TO DEATH buf not relsted to the terminal PART LIl. If deceased was female  way
= diseasa condition given in PART | (a) thera a pregnancy in last 90 deays.
w
= g [0 Yes l O No I 0] Unknowr
g é 19. WAS AUTOI;SY 20a. ACC[I:l!)ENT SUI?:IIDE HOMC1]C|DE 20b, DESCRIBE HOW INJURY QCCURRED, (Enter nature of injury in PART | aor PART 1l of item 18.}
PERFORMED
2 ¥ Yes 0 NO O3
s S| . TiME OF  Foul  Month, Day, Vear |
g =S INJURY a.m.
g p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
| 9 WHILE AT WORK [ farm, factory, sireet, office bidg., etc.}
%) NOT WHILE AT WORK []
2 : - —p
L J;‘E 21. 1 attended the decessed fron\_l'zlz&_QL—. fo__LL‘L‘_L_.&nd last saw :,e,.,r., alive nn_kcL‘L
[a] Death occurred GI_AA_:LJ_AM_%M on the date stated above, and to the best of my knowledge, from the causes stated.
-
8 a > 22a. SIGNAJURE {Degree or title) /Z,Zb. ADDRESS 22¢. DATE SIGNE(
I .
» 3 ot . #.36( g -
z L i RIAL‘CREMATION 23c. NAME OF CEMETERY OR CREMATORY "23d. TOCAFION (City, {State)
o' 0O EMOVAI. (Specify)
z = Buria Jan.9,1962 |Mt. Moria métery |Kansasg City, Missouri
= < 24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26. STRAR’S SIGNAT
i >
= x| WAGNER FUNERAL HOME, XK.C. Mo. _Fba

(Licensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision. .

Student Signed

Signature of Student Embalmer

Licensed Embalmer No

| | o Add,essm&gzj

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.

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

S




