MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —63~-006714

[+] -
EPARTMENT OF FUBI-C: .l'I'E:LTDt.C"f:: WEI-.FARI ' Ceciaration Distict N [po o ? ’ﬁﬁ STATE FILE NUMBER
DO NOT WRITE AMENDED egistration Distri o. ___________Z_ rimary Registration District No. £ _....._J_.__ Registrar's No. o ___ .

ON THIS S5TUD

1. PI.A‘C__E OF DEATH . 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
a. COUNTY JaCk 0N a. STATE MQ . b. COUNTY Ja ckson . admission}
b. Col'li'!Y (1f outsida corporate limits, give TOWNSHIP only} Length of stay in 1b c. CITY Inside Limits

OWN  Kansss City 5‘3 yrs Tgsm Kansas City Yes G No (0

c. FULL NAME OF (if NOT in hospital, give location) Inside Limits d. ASI;%EREETSS {If cutsice, give location) Reside on Farm

anttion ;009 Virginia Yes§g NoTl .L009 Virginia Yee O No gl
3. NAME OF DECEASED First . Middle - 4. DATE Month Day Year

{Type or print) . OF
Adolph Gustav Kianz CEAH  Jan, 31 1963

5. SEX 6. COLOR OR RACE 7. Married K& Never Married [J [8. DATE OF BIRTH | 9 AGE {last birthday) [ IF UNDER | YEAR IF UNDER 24 HR

N Widowed Divorced Months | Days Hours Min.

Male White o k Oli11/2L/72] 90
10a. 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
durmg most of working life, even if retired)

Drv Cleaner. Ret. Cornm. Laundry Gembitz Hauland, Gdrmany U. S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF RUSBAND OR WIFE

(no record) Krni'fz Rosina (no record) [Margaret (Mueller)Krang
15. WAS DECEASED EVER IN US ARMED FORCES? 14, SOCIAL SECURITY NO. | 17. INFORMANT Addrass 009 Virgini =
(VN, "o, of unknown)l (tf yax, give war or dates of servi MI‘S . El sie Strie ge 1 ) K . C . 10 R MO .

IB CAUSE OF DEATH (Enter only one cavie per line . INTERVAL BETWEEN
PART 1. ‘DEATH WAS CAUSED BY: . - ONSET AND DEATH

—

V§ 300
Rev. 4/59

1

2 4

DATE AMENDED

IMMEDIATE CAUSE {a)

DOCUMENT

which gave rise to
above cause ([a),
sating the under-
lying cause last

Conditions, if nny.] DUE TO (b}

DUE YO ()

PART It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but: not related to the tarminal = | PART IIl. If decessed was female was
- disease condition given in PART | (a) there a pregnancy in last 90 days.

lBYeleNo lDUlnknown

19. WAS AUTOPSY | 20s. ACCBENT sm%ns HOMéClDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART 1 or PART Il of item 18.)

PERFORMED?
YES[] NOOT

Z0c. TIME OF _ Houl - Month, Day, Year |
INJURY a.m,
p-m.

20d. INJURY QCCURRED 20e. PLACE OF INJURY [e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION
WHILE AT WORK [] farm, factory, street, office bldg.; etc.)
NOT WHILE AT. WORK [J

l ra —
21. | atrended the deceased ﬁomW% nd last saw . alive OML
Death occurred at. on the date stated sbove, and to the best of my knowledge, from the causes stated.

{Degree or tiile) 22b DR
3a. BURIAL, CREMATION, | 23b. DATE Zc. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (i frdwn, o caunty] F (State]

‘ EMOVAL (Specify) i '

3 Buria 2/2/63 Memorial Park Kansas City Mo.
3. FUNERAL DIRECTOR ADDRESS 5. DATE RECD. BY (OCAL REG. | 26, Wm‘s SIGNATURE

_Wagner Funeral Home K. C., Mo, Z-/ [ F pyy./4

{Liconsed Embalmer's Staternent on Reverse Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

. Kettner

USE BLACK INK
ORr
TYPEWRITER RIBBON

SHOULD READ

ITEM NO.

_ BY AFFIDAVIT OF




£ &7, P

SES

@ e

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 . l Student Embalmer No.

working under my personal supervision. . ) Z/ M_
Student__ — ' Signed %M / ELLF, 4 4

Signature of Student Embalmer
Licensed Embalmgr No. é[/ff
P. O. Address ﬁﬁ/tfﬁﬁ éﬁé %a

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

b

.
L]
-




