MISSOURI DIVISION OF HEALTH — STANDARD

DEPARTMEMY OF PUBLIC HEALTH AMD WELFAR
" DO NOT WRITE Registration District No. ______ rimary Registration District Mol _ﬂ_&_;-_ﬂaginnr'l No.

ON THIS STUB M
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decentad lived. If institution: Residence before

2 COUNTY Jackson .a. STATE Mi ssour$ Y Jaekson. sdmisaion)
b. CITY {If outside corporste limits, give TOWNSHIP only) Length of stay in 1b c. CITY - Inside Limits.

T R K ; OR
OWN ansas City 1! day TOWN Raytown jYegg Mo
c. E.g.ép?lﬂ‘l'wEO%F (If NOT in hospital, give location) Inside Limits d. STREET (If outside, give Iocation) Reside ;n Form

. . ADDRESS
wsitiov Research Hospital  [™=Gev0f " 6112 Arlipgton Ye O NoX
3. NAME OF DECEASED First Tast 3. DATE Month " Day Veoor
or print) . .
(Type or print Willizm ’gﬁ:lwarda Schulz DEATH June 23 1963
5. SEX 6. COLOR OR RACE 7. Maried [J  Never Married [ 18. DATE.OF BIRTH | - AGE (last birthday) [IF.UNDER | YEAR | [F UNDER 24 HE -

Male ‘White Widowed [ Diverced [ 6 _22 =196 . P—— Wonths | Days. | Hours | Min.

10a. USUAL OCCURATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE [City and state or country) | 12. CITIZEN OF WHAT COUNYTRY

N-oﬁrébg mast of working life, even if retired) None - o i

Tis. FATHER'S NAME T3b. MOTHER'S MAIDEN NAME 7 NAME OF HUSBAND OF WIFE -

William E. Schulz mmgg_n._c% Rone '
IS.iwxsefEiEASEE‘EVEfR I:: U’:;QA::E:- ZOB::C‘:E::“N . 16. SOCIAL SECURITY NO. |17 Address “aytom’ Mo N
i e or erinow | (T ves ohe William E. Schulz, 6112 Arlington

18. CAUSE OF DEATH {Enter only one cause per line INTERVAL BETWEEN

PART I. DEATH WAS CAUSED BY: r , ONSET AND DEATH
IMMEBIATE CAUSE (s} : -
Conditions, If sny,)  DUE TO (b ‘&'
which gave rise to] ®
DUE TO { : ﬁ

sbhove cause (),
stating the undet-
lying cause last. -t

= :
PART 11. OTHER SIGNIFICANT C ITIONS . i PART HI. If degased was female was
disease condition given in PART | {e) : . there i pregnancy in last 90 days.

lEIYﬂI {d Ne I O Unknown
19. WAS AUTOPSY | 202, ACCIDENT SUICIDE  HOMICIDE- | 20h. DESCRIBE HOW INJURY OCCURRED. (Enter natura of injury in PART | or PART II of item 18.)
PERFORMED? a ] a ’ '

VS 300
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DATE AMENDED

y

ol ] k| W
0

@ |~
© o

DOCUMENT

o

750X
10
1
1245{__'

INSTEAD OF

-
«w

20c. TIME OF Heur Month, Day, Year
INJURY, m.
p.m.

203, TNIURY OCCURRED oo BLACE OF TRJURY {a.g.. in or sbout home, | 20F. CITY, TOWN, OR LOCATION = .
WHILE AT WORK farm, factory, strest, office bidg., etc.) - . .
NOT WHILE AT WORK [

. Fd R T :
21, 1 atrended the decassed from_lp = L. 20 03 .,L;.LQ_LG_J_M last saw FET alive @ . - *

Death occurred at. _m on the date itated above, and to the best of my Imowhdge. from the couses stated.

P e |
title) ) m. ADDRESS W 22c. DATE SIGNED
G o 253

Zab. DATE [ Z3¢. NAME OF CEMETERY OR caumronv Tad. LOCATION (City, town, o _munm State)

P SRR
Buriad - |6-p5-1963 Floral Hills - .l K

T24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.
Floral Hills: Funeral Home. Ado-as- 63
Kansas mt’Y, MiSSQuri {Licsnsed Embal 1 on Reverse Side)

N

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

MEDICAL CERTIFICATION

SHOULD READ

USE BLACK INK
OR
TYPEWRITER RIBBON

3 G. Helman

BY AFFIDAVIT OF -

ITEM NO.




I STATEMENT. BY LICENSED. EMBALMER

| hereby cerfify 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.

Signature of Student ‘Embalmer

L B Licensed Embalmer&éﬂ .
oo . T P.O Address? ? -t-ﬂ-

3

Nore The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING (Fatlure to comply
with the above constitutes grounds for revocation of license). i
T * If-émmbalmed by: 8 STUDENT, he also. shail sign in_his OWN handwmmg . ; &
' " if this body is not embalmed fact should be so stated above. - T X IR




