MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -
DEPARTMENT OF PUBLIC MEALTH AND WELFAHE o E 63 0482&6

STATE FILE NUMBER
DO NOT WRITE AMENDED Registration District No. _____.-_:_-__-__-Z?_anary Registration District No. __/_i_q.'_’_'_‘_,,kegmur 1 No. .,_____ﬁ

oNs L G R EC 21983
LA A hafd 2. USUAL RESIDENCE (Where deceased lived. If institulion: Residence befare

VS 300 ». COUNTY Jackson- s. STATE Mo b. COUNTY Jankson admiasion)
Rev. 4/59 b, CITY (If ounide corporate limits, give TOWNSHIP only) Length of atay in 1b c CITY Inside Limits

on - ! oR
rowKansas City ,Missouri S yrs. wwn Kansas City,Mi SSouri | Yel Nen
¢ FULL NAME OF (If NOT in hospitel. give location] Inside Limits d. STREET (IF cutwids, give locatian) Resida on Farm

Wemnion Jackson Count y Hos pj_ ha¥e & nD S ang K ¢ 39 Yes [T No

3. NAME OF DECEASED First I 'BI:L:,' <] ’iddln - Last 4, DATE Month Day Year
{Typa or print} OF

AT thur Schell DEATH 12 10 63
5. SEX §. COLOR OR RACE 7. Married [J Never Married [] [8. DATE OF BIRTH ?. AGE [Issr birthday) | IF UNDER 1 YEAR IF UNDER 24 HR

M W wiomgRmowit D 11-1-1908] 55 i el I

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

sring mpb gy o oven fretred) | General Labor Unknown USA

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

Unknown Unknown g Unknovwn

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. | 17. INFORMANT Address

{Yes, a unknowrﬁ 113 ves, g::e:rar ord dates of serv JaCkSOn C Ount'y Hospital R eOOI‘ds
INTERVAL BETWEEN

18. CAUSE OF DEATH (Enter only one cause per linel
PART I. DEATH WAS CAUSED BY: : - 9 - ONSET AND DEATH
IMMEDIATE CAUSE {a) M M - 70"—2;@@.

Conditians, if any, OUE TO (b)
which geve rise to
above cause (a),
stating the under-
lying cause last. DUE TO ()

PART I1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the rerminal PART 11l. 1} deceased was femble  was
disease tondition given in PART | (a) there a pregnancy in last 90 doys.

II:] Yes l O No [ O Unknown

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW [INJURY OCCURRED. {Enter nature of injury In PART | or PART II of item 18.)
PERFORMED & [ ] [m] )
* YES [0 NO

20c. TIME OF °  Hout ™ Month, Day, Year
© INJURY: a.mn. ‘ :
Lo P
20d INJURY OCCURRED 208. PLACE QOF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [J farm, factory, streer, offica bidg., atc.)
NOT WHILE AT WORK ]

1" 21.% | ‘anrended the deceased from__M, :.,__12:10:63_”« last saw Haﬁve cn_zz-lo—ﬁ 3

.
4- 30 pmn the date stated above, and to the best of my knowledge, from the causes stated.

1

2 385y

DATE AMENDED

DOCUMENT

AMENDMENTS ON THiS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

Death occurred at.

(Degres qutifie] 235, ADpRESS J 7 Yy A5 DATE SIGNED
ﬂ?,&/é, 8- Or. Bloari ol Yo s PR

CREMATION, | 23b. DATE 23¢. NAME OF CEMETERY OR MATORY 23d. LOCAVION [City, town, of county) (Srate)

1 , !
$1a1°" Dec,12,1963 | Memoriel Park Cemeteny Kansas City, Missouri

494. FUNERAL DIRECTOR ADORESS 25, DATE RECD. BY LOCAL REG. 26, R TRAR'S SlslNATURE -
Langaford Funeral Home la--/3. &3 Ji‘wﬂ ,x,,,(ﬂ;

LeeTs Summit » Missouril {Licansad Embalmers Statemen: an Reverss Side)

USE BLACK INK
e qula-:

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




T R L A

STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded an the reverse side of this certificate was embalmed by me,

“or by Student Embalmer No.

working under my personal supervision,

Student ) Signed . /g?

Signature of Student Embalmer

Licensed Embalmer Ne. & G b >
P. O. Address.ﬁg—t)’ \L/rm-;l eo.

j- L Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. . (Failure ‘to comply
Y L wnth_me above constitutes grounds for révocation of license). - S '

L]
N A ]

If embalied by a STUDENT hee- alfo “shall sign in his OWN handwrmng S A A Y
If this body is not embalmed, fact-should be so stated above.

.




