MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH. =63-020220

DEPARTMENT OF PUBLIC HEALTHM AND WELFARRE .
Registration District ﬂo, JRSREC—— Jlm-ry Regristration District No..___l_o_g_z'_'::l!ugl:fnr s NO.w er o
: , P

STATE FILE NUMBER

DO NOT WRITE
ON THIS STUB AMENDED

1. PLACE OF DEATH : . o 2 -USUAL RESIDENCE (Where decsased lived, If Institution: Residence before

8. COUNTY J AGKSON . ’ a. §TATE KANSAS b COUNTY WY ANDOTTE admission)

b. CITY {If outside corparate limits, give TOWNSHIP only) Length of stay in 1b e. CITY Insicde Limits

oW K ANSAS GITY, MISSOURI 5 weeks |  TOMN KANSAS CITY, KANSAS,  [Ye X teO

c. FULL NAME OF {If NOT-in hospital, give location) Inside Limits d. STREET (If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS

INSTITUTION g HOSPITAL, KC, MO. v @ WO 524, OHIO 0 Ny
3. NAME OF DECEASED First Middle Lal.t 4. DATE Month Day Year

{Type or print} OF
MARIE ANNA MIKULIC pEATH  MAY 18, 1963
5. SEX ' * | 6. COLOR.OR RACE 7. Martied ﬂ Never Married 1 [8. DATE OF BIRTH | %- AGE {last birthday) | IF UNDER 1 YEAR IF UNDER 24 HR

F whit,e Widowed O] Divarced [ 8/13/2}.(. 38 MoruhsT Days l Hours | Min.

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY . BIRTHPLACE {City and stale or country) | 12. CITIZEN OF WHATY COUNTRY

SERE" Fyspapte e | oL ERTCAL AKRON, OHIO U.S.Ae
13a. FATHER'S NAME T [13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WFE—=—
CARL GUNDILACH —L-— THERFSA RUIZ John F. Mikulie
W5 WAS DECEASED EVER IN US. ARMED FORCES? 1 16, SOCIAL SECURITY NO. [ 17. INFORMANT VA~ HOBP RECORDRdren 5 2L, Ohio
(Ya:,mr unl:nown)l :IF ﬁ;s,tgni w’Eroor dlﬁ o{ ZE e} John F. Mil{u_lic (Husband) Kc, Kan.

18. CAUSE OF DEATH (Enter only one.cause per line for {a), b, ana (cL INTERVAL BETWEEN
ART 1. DEATH WAS CAUSED BY: ONSET AND DEATH

mmeptaTe cause o) CARCANOMA OF THE PANCREAS WITH CARCINOMATOSIS

V§-300.
Rev. 4/59

DATE AMENDED

DOCUMENT

which gave fise to
above couse (4),
stating the under-
Iqu cause _lant

Conditions, if lrw.] DUE TQ (b)

DUE TO {<)

PARTY 1l. OTHER SFGNIFICAN'I CDNDITIONS CDNTQIBUTING TO DEATH but not releted fo the terminsl PARY M), If deceased was foemsle  was
disease condition given in PART I {a} there a' pragnancy in lest 90 days.

[Oves [ONo | O usknown
9. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE. HOMICIDE 206, DESCRIBE HOW INJURY OCCURRED. (Entor nature of imury In PART | or PART 11 of item 18.)
Pfarown'g [m] (] (m]
YES[1 NO
20c. TIME OF  Houl _ Month, Day, Year |
INJURY am.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

. p-m, .
20d. INJURY OCCURRED 20e, PLACE OF INIURY [e.., in or about home, T, CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [} farm, foctory, street, office bldg., etc.).
NOT WHILE AT WORK ]

- _Her
21 Vrtanded the deconsed from__ 4 2/ ¢ 63 o 5/18/63 o and.lest sawgilileelive on 5/18/63

‘on the date stated |bo_;fe, and 1o the best of my Imuwledde. from the causes stated.

ed 4!

22b. ADDRESS - 22c. DAYE SIGNED

V4 H OSPITAL, 5 1B

23c. NAME OF CEMETERY OR CREMATCRY 23d. [OCATION (City, tawn, or county) {State)

RIAL, . .
Sren e\ e e s |\ My Cavvany—Cam. | 7 C Aans,
4. FUNERAL DIRECTOR AUDRE& 25. DATE RECD. BY LOCAL REG. 26. REGI 'S SIGNATURE
DHRADBA ) —FONERAL St b /@/ ? PR, &,o(u&?

{Licensed Embalmer’s Statement on Reverse Side)

{Degree or titl

SHOULD READ

USE BLACK INK
OR
TYPEWRITER RIBBON

AY AFFIDAVIT OF

ITEM NO.




PIEVRE A A : - —
'1~‘ A -‘L’ );.-_-_‘I’, :} T
P . L -

STATEMENT- BY  LICENSED EMBALMER

"I hereby certify that the body whosé name is recorded on the reverse side of this certificate was embalmed by me,

Student Embalmer No.

or by
working under my personal supervision.

Student

Signature of Student Embaimer

Licensed Embalmer No Lf 7 Zé
P..O. Address /{" e }h‘ 0

. -~ v - PR
R K -_\

Note The above MUST BE SIGNED BY THE LICENSED EMBAI.MER in h|s 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 handwriting.
. lft this body is not embalmed, fact should be so stated above. ' v .

AL




