MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ' mé3-044334
PERARTMENT oF PUEL':W:IE:;TI::H:;:I,O 'ilf::f_':z FL Primary Registration District No. -(__Q__?_a_'_f__lleglmnr sNo, . __ ‘“ STATE FILE NUMBER

PLACE OF DEATH ) B 2. USUAL RESIDENCE (Where deceated lived. If institution: Reridente bafore
s counry Jac kSOﬂ : a. 5TATE Mo b. cownty Jaclkson admission)
b. CITY {If outside corporate limits, give TOWNSHIP anty) Length of stay in 1b c. CITY . Inside Limits
OR K U M - ORr 1
own Kansas “ity, Missouri Ao TOWN ndependencéd, Mo Yes O No[J

< ;UO%PTIAAME QF (If NOT in hoapital, give locatien) Inside Limits d. STREET {If cutside, give location) Reside on Farm
ADD %
e ackson County Hospitalve o **2415 Vermont YO N

DO NOT WRITE
ON THIS STUB AMENDED

VS 300
Rev. 4/59

1

270 Og ~
3. NAME OF DECEASED Firsr Middle Last 4, DATE Month Day Year

v 3 pa or print +
: (Typa or prin) Charles Gottlieb weiSS' DEATH 11 17 63

4 -
pe) s SEX . COLOR OR RACE 7. Ma,,i,jﬁ Never Marrisd [] |8. DATE OF BIRTH | 9 AGE (lsw birthday) | If UNDER | YEAR IF UNDER 24 HR
- — - | Months Days Hours Min,
5 /

M W Widawed [ Divorced [ 3—3—1880 83 L l - '
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (Ciry and state or country) | 12. CITIZEN OF WHAT COUNTRY
during mqat of working life, even if retired)

r ameng Fa)mu}g Goodfand Indiana T A
13s. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Veata Ann Weiss
15. WAS DECEASED EVER IN U.5. ARMED FORCES? . . - Address

(Yes, no, or unknown)l (If yes, give war or dares of servi 9
8. CAUSE OF DEATH [Enter only one cavse per line IN'ERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ?‘F ONSET AND DEATH
IMMEDIATE CAUSE (a) < (] Ao S :_'3r~-.-\ l( mﬁ —
' 5 . ' \K\
Conditions, If any, OUE TO () CQJ““‘\O < C\ O eyt e Btk il

which gava rise to
above cavie [a)

N —_—
staling the under- OUE 1O ) Q}_A‘_ﬁ‘\ﬁ N C’\\] asoNoc \\\ cormNomse © \hmi‘\

lying cause last.

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted 10 tha terminal PART 111, If deteased war female wos
diseass condition given in PART 1 (a) there a pregnancy in lax? 90 daye.

DATE AMENDED

]

DOCUMENT

rD Yer I O Ne I O Unknown

19, WAS AUTOPSY | 20a. ACCIDENT  SUICIDE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter natura of injury in PART | or PART 1) of item 18.)
O

PERFORME O .
YESOJ N r

20¢. TIME OF  Hou Manth, Day, Year |
INJURY a.m.
p.m.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

20d. INJURY OCCURRED S0e. FLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [] farm, factory, street, offica bidg., efc.}

NOT WHILE AT WORK []
T — . C
21. | attended the deceased from \\ \ c\- 3

Dearh occurred ot '\\ N oo

A

- h)
A N~ < gm-ld last saw :?r:‘diw on— 1 ™ \G = Q\j
m en tha date stated above, and to the best of my knowledge, from the causes mtated.
22b. ADDRESS 22c. DATE SIGNED

AR Ny gy A oo Ol Dra __ |1115-67

23s. BURIAL, CREMATION, | 23b. DATE ™ 23c. NAME QF CEMETERY OR CREMATORY 23d. LOCAIIONJC-W. town, or county)

REMOVAL {Specify) 11 18'63 | Oakhitl

tfen *Mo,
m DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26. RBGISTRAR'S S5IGNATURE
H-tF-63 ﬁm_. P gfm,zz

_Geonge C, Canaon £ Sona

USE BLACK INK

Woodward

SHOULD READ

TYPEWRITER RIBBON

W

BY AFFIDAVIT OF
J.H L

ITEM NQ.

[Licensed Embalmer’s Statement on Reverse Side)
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Lyt

‘

STATEMENT BY I.ICENS;ED 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.

Student

Signature of Student Embalmer

Licensed Embaimer NO-M
«  P.O. Address. }7{60 %

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fanlure 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.
Sut R ad FURI-T




