. No.M0

10.48

WRITE PLAINLY-—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOUR!

FILED FEB 11 1849

STANDARD CERTIFICATE OF DEATH

State File No...

il ‘)15

' muRTH 0. Y9 0D 225D es. vist. w. /Y 2 priunry REG. 15T, w0. S D O pevisirars No. M_‘Q,,@w%,-

(Yes, no, or unknown) | (I yes, give war ot dates of service}

No T

16. SOCIAL SECURITY
NO.

1. PLACE OF DEATH 2. USUAL RESIDENGCE (Where decoassd lived, If & idence befors
. COUNTY . STATE . Yinimion).
* Jackson : Missouri b. COUNTY g ackson' DY
b, CITY (1 outalde corpurate imits, writs RURAL and give ¢. LENGTH OF ¢. CITY (If ouwlde carporate limits, write RURAL acd give townshin) L
townahip) | STAY (in this place 3
TOWN  Kansas City 9 hr.2%milh, TOWN Kensas Qity .
d. FULL NAME OF (If not in houpital ot institutiva’ give strect addrom or loostion) d. STREET (I raral, ghvs location) el
HOSPITAL OR ADDRESS d
INSTITUTION g+, TLuke's Hospital 1710 East 8th St.
3.Dl'iEAcNéES%F'D 8. (First) b. (Middle) ¢, (Last) 4 DS}'E (Month)  (Dsy} (Year)
(Type or Print) Sandra Jean Cupps DEATH Jane. 6 1949
5. SEX 6. COLOR OR RACE | 7. mﬂ)%%%g EFSSECNE!SRRIED., 8. DATE OF BIRTH QI.A.?E&H;;:- l:Ir uz.m :Drfan ; UWOER #4 bk,
. (Bpactly L ¥e ours | Min.
Female / White Never Married /)| _ 1/5/49 | 19 | o=
10a. USUAL OCCUPATIQN (Glcekindof work | 10b, KIND OF BUSINESS OR [N- | 11. BIRTHPLACE (State or forelgn oountry) 12, CITIZEN OF WHAT
done during moat of worklng 1ifs, sven If retired) DUSTRY ; COUNTRY?
Infant: —— Missouri /(7 UeSehe
iISa. FATHER'S NAME = = 13b. MOTHER"S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
William Carl Cupps Anna Katherine Palluck -
15, WAS DECEASED EVER IN U.5. ARMED FORCES? 17. INFORMANT' S SIGNATURE OR NAME ADDRESS

None

Mrse. We Ceo Cupps - 1710 E. 8th -~ K.CI MO-'

18, CAUSE OF DEATH

MEDICAL CERTIFICATION

. Enter oxily one call per
line for (8}, (b}, snd (¢)

*This does not mean
the mode of dying, rueh
as heart faflure, esthenia,
ete. It means the dis-
cate, infury, or complica-
tion which caused death.

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH* (5

Anoxemia

INTERVAL BETWEEN
ONSET AND DEATH

ANTECEDENT CAUSES

Morbid conditions, if any, gicing DUE TO (b)
rize to the abore couse (o) dating
the undeslying cause last.

Respiratory failure

DUE TO () Prematurity (10. weeks premature)

11. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but mof
related to the disease or condition causing death.

of newborn

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION . 3
Y ves [ wo [J
21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (s.2..lnorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) .. (STATE)
SUICIDE bome. farm, lagtory. sireet, office bldg., ww0.) - - N *
BOMICIDE
21d. TIME (Month) (Day) (Year) (Houwn | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
OF WHILEAT [} NOT WHILE
INJURY m. WORK AT WORK

22. J hereby certify that I altended the deceased from M 19_=< 49“}0 12:45 AM 1‘6 19° 49 that I last saw the deceased

alive on JANUATY 6 | 19 49 and thot death occurredd 345 AM, from the causes and on the date stated above.

G T SO

23b, ADDREﬁ 3. DATESIGNED

[/ 7Y

-

(Licensed Embalmvr. Smemem an Rm Side}

243, BURIAL CREMA- | Z4b. DATE # NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, wwn,or‘eonnty) {State)
TION, REMOVAL (Bosclty) ' "

Cremation 1/7/49 St. Luke's Hospital 44th & Millereek, KoCo Moo
DATE REC'D BY LOCAL | REGI! R'S SIGNATURE 25 FUNERAL DIRECTOD

R a3 SIGIATU:’EE Z QDZ/BSC’W




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 o oo

- et e pararans aretemeL Sbirbkens st s s bR saTES Abr T eR TR RS e TR TE e S 720 S5 e ey Student Embdalmer No.

working under my personal supervision.

Signed

Sl gl‘lﬂﬂ -------------------------------- YYI Y ) uceﬂsed Embalmer Nﬂ

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fiilure to comply with
the above constitutes grounds for revocation of license,)’

If this body is not embalmed, fact should be so stated above.




