MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH . @63-039873

DEPARATMENT OF PUBLIC MEALTH AND NELFARE / 2o s 5”“5 FILE NUWBER
DO NOT WRITE NDED Registration District Ne, ..-___--____-_-Zz_Pr-mary Registration District No, __________:___._Raglsfrar s No. ______,Sm

o MY
ON THIS 5TUB e NGYT
1° PLACE OF DEATH 2. USUAL RESIDENCE (whera deceated lived. If institution: Residence before

a. COUNTY STATE b. COUN
> Misscuri “Jackson

b. Cg: {If ourside corporste limits, give TOWNSHIP only) Length of stay in 1b . CITY Inside Limits

OR
ﬂ__lansas_auzﬁ 43 Yrs. TOWN  Kansag City YesgB No DD
give [8cation)

c. FULL NAME OF (lf NOT in hospital Inside Limirs d. STREET 1f id ive locati i
FULL NAME O ADDs [If curside, give ation) Reside on Farm

INSTITUTION 6117 TrOOSt Yes [ No (O 6117 .TrOOSt Yes 0 NoJ9

3. NAME OF DECEASED First Middle - 4. DATE Month Day Yenr

{Type or print) OF
Mollite Duel DEATH  October 25,1963
5. SEX ' 6. COLOR OR RACE 7. Married X0 Never Married [] |8. DATE OF BIRTH | 9. AGE (last birthday) | IF UNDER | YEAR _IF UNDER 24 HR

Fgma,lg Wbtte Widowed [] Divorced [] 4/10/94 69 Maonths Days Hours Min.

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
during most of warking life, even if retired)

ousewl fe Home Poland UeSeAls

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

Ben jomin Feigenhoum Legh —=e—————-- wWitilliam Duel
15. WAS DECEASED EVER LN U.S5. ED FORCES? | 16, SOCIAL SECURITY NO. | 17. INFORMANT Address

{Yes. nﬁnr unknown) | [If yes, give war of dotes of servid ‘ftll Lam Dugl 611 7 Tro 03-5 X C

18. CAUSE OF DEATH (Enter only one cauvse per lina - , d"/s {NTERVAL BE EEN
PART 1. DEATH WAS CAUSED BY: ' ONSET AND DEATH

IMMEDIATE CAUSE (a}

VS 300
Rev. 4/59

admission)

DATE AMENDED

DOCUMENT

Conditians, If any,
which gave rise to
sbove cause {a),
stating 1he under-
lying couse last. DUE TO ()

PART [1. OTHER SIGNIFICANT CONDITIONS CONTRIBUIING TO DEATH but not relsted fe tha rerminal PART 11l. 1 decessed was female wa
disease condition given in PART | (a) there a pregnancy in last 90 days.

I O Yes LW [ {0 Unknown

19. WAS AUTCOPSY }ﬂa.VACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QOCCURRED. (Enter nature of injury in PART | or PART 11 of item 18.}
PERFORMED? O a ]
YES [0 NO
20¢, TIME OF Houl* * Month, Day, Year
INJURY a.m,
pm,

20d. INJURY OCCURRED 20e. PLACE OF INJURY [#.g., in or about home, 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK (3 farm, factory, street, office bldg., etc.}
- NOT WHILE AT WORK [J

)
21. | atended the deceased frON|___4£O——. roAL%A%_,—md last saw II " alive nn_...tLe J
Death ocgurred an _m 'on the date stated above, and to the best of my knowledge, from the couses stated.
[Degree or titlo} 22b. ADDRESS ’;o ? 6 ‘ j {_ 7 22c. DATE SIGNED

w v At D, (xS At o/ 26/%3

23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 73d. LOCATIGN [Cify, town, er county) {State)

50 1 10/27/1983| MtCarmel Cemetery Kansas Qizt]%ﬁfiaaauc&
24, FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. | 258. REGI R‘S 511G/ 3 RE .
Louls Memorial Chapel,X.C.,M0 /e -26-63 : @4«.—«4 —cgﬁz

(Licensed Embalrmers Statement on Reverse Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATICN

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ
W Wolf

BY AFFIDAVIT OF

ITEM NO.




.

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.
f( r' e, E (
Student Signed

Signature of Student Embalmer Z
Licensed Embalmer No. 42 70

P. O. Address

.

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.

C e Pea s




