MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH. 63=024487

DEPARTMENT OF PUBLIC HEALTH AND WELFARE / STATE FILE NUMBER
l —— © D 2= regimars No. --ree DA
DO NOT WRITE NDED Reglstration District No. __Z#...__annry Reglistration District No? s No. oo

ON THIS 8TUB
1. PLACE E ;ﬁ D "’N j | ( ]953 2. USUAL RESIDENCE (Where decefud lived. If institution: Residence before
a. COUNTY JaCkson o a. STATE Mis Sourf COUNTY Jack son admlssion)
b. Cé'l;( {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b <. CCI)TRY Inside Limits
rowvn  Kansas City ’ Date. owmw - Kangas Clty Yes XI No O

c. IF-IUC!;;P’I!I'AME QF {if NOT in hospital, give location) Inside imits d. STREET {If cutside, give location) Reside on Farm

RE;
Nondfiot e mirsing Home g0 %o | 6608 East 9th v NI
a. ‘_I:AME OF _I)E)CEASED First Middle Last 4. Dé\":lE Month Year
ype or print .
WALTER Je MENTER “DEATH June 4, 1963
5. SEX &. COLOR OR RACE 7. Married [] Never Married [J |8. DAYE OF 0IRTH | 9- AGE (last birthday] [ IF UNDER 1 YEAR | IF UNDER 24 HR

white WidowodE] Divoreed [ ] g 9-1 87'7 85 - | Months | Days Heurs Min.

10a. USUAL OCCUPATION {Give kind of work dons [ 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE (City and state or countty) | 12. CITIZEN OF WHAT COUNTRY

HEEIred ™™ ™ "™ | Sheffield Steel Port Washington ,Wige.  USA

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUUSBAND OR WIFE

John Menter Melissa J ean Bates _ Nora Susan Menter - De

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT Address

[Yes, N,‘;r unknawn) | (If yes, give war or dates of servi James Men'l:er !6606 E . 9th K.C . MO .

18. CAUSE OF DEATH (Enter only one cause per line yorta; op sneor INTERVAL BETWEEN
PART '{. DEATH WAS CAUSED 8Y: ONSET AND DEATH

IMMEDIATE CAUSE (a) &mmﬂ Zym . g =

VS5:300
Rev. 4/59

DATE AMENDED

i

DOCUMENT

Conditions, If any, DUE TO (&)

stating the under- .
lying cause last. DUE TO (e}

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH. bul not related to the terminal - | PART IIl. If decassed was female. was
disease condition given.in PART 1 (a) there a pregnancy in last 90.days.

e e, . 1[] Yes ] O Ne I 4 Unknown‘
19. WAS AUTOPSY | 20a, ACCBENT SUEDE HONEICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)

PERFORMED : -

YES{J NO
20c.-TIME OF Hour Month, Day, Year ____-__._-__._—___________.

INJURY a.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about home, 20'. CITY AOWN, OR LOCATION

WHILE AT WORK farm, factory, strest, office bidg., ete.) .
NOT RK {J

21. I sttended the deceased fro nd last ive o L , -
Death omrred at q_’,( on the date stated above, and to the bt of my |ladge, from the causes ststed.

FT W (T [Degres or title) 27h, ADDRESS / 22c. DATE SIGNED

2o e 6-S-6 3

23& BURIAL, CREMATION, | 23b. DATE 7~ | 23:. NAME OF CEMETERY OR CREMATORY 2, ATION [City, town, or county) {State)
EM

P 6-7-1963 - |Mount Washington ° Independence, Mo.

24. FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. |26. REWR‘S SIGNATURE
Sheil Funeral Home, Kansas City,Md. b-$-623 ,V.Q_Lz-?_,
» (L d Emb _' on Reversa Side)
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MEDICAL CERTIFICATION

7

. onirsman

SHOULD READ

USE BLACK INK
OR
TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




STATEMENT. BY LICENSED EMBALMER

1 hereby certify that the body whose 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 Embalmer

Note: The above MUST- 8E SIGNED ‘BY THE LICENSED EMBALMER in
with the above constitutes grounds for revocahon 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.

Licensed Embalmer No vS' Z‘/ Z
P. 0 Address K;. C. Yn0~

his OWN HANDWRITING. (Failure-to comply




