THE DIVISION OF HEALTH OF MISSOURI

Mo, 300 : : '
o I ALED APR 8 1950  STANDARD CERTIFICATE OF DEATH St Fie Np
] 'BtRTH NO. REG. DIST. NO, /_yz_rnlmv REG. 01ST. 80. /OO Revistrar's No 1393
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decsased lved. 1 institution: residance before
a. COUNTY ] . STATE b. COUNTY adiniseion).
, Jackson : Missouri Jackson "
b. CITY (1 outaids corpurate limits, write RURAL and give ¢. LENGTH OF ¢. CITY (I outaide corporate imits, write RURAL anJ give townehin)
township) STAY ?shh place) OR
oW Kansas Ci ty rs. TOWN Kansas City \ Q/”
E F}lﬂl%s!' F_PT_EO%F (If not in bospital or institution, give streot addres or loeation} d.AS[;l'gREgS (I rursl, give loestlon) 2 b’(\f - U
o INSTITUTION 1426 Collins 1426 Collins 7
< NAME OF —a. (Firs) B, (M1adie) T (LaD) VoA (M) (D) (Fewn
- { Type or Print) Maud M. Cuminsy oead Mar, 23, 1950
ﬁ 5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (In years| ¥ UNOKR | TEAR | 7 tooem o7 iz,
7 WDOWED. DIVORCED fiBpacify) inat birthday) Mon&s[ Days | Hours | Min
; Female V] White idowed | May 14, 1867 |
10a. USUAL OCCUPATION (G ofwork | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE o 2 !
5 done dgring most of working li&s.‘:::::‘!’r:ﬂr:dk) B DUSTRY {Biate or forcien W“:@ ‘ZCSLH%E":'?OF WHAT
S Housewife -= . Missouri . O,
4 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
2 William Dixon Susan McDanial John Cuminsy
iz 1| 5. WAS DECEASED-EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' 5 51GNATURE OR NAME ______ ADDRESS
(Yua, 0o, or unknown) | ‘LI yus, give war or dates of sarvies) NO. . .
ﬂ No -— None Mrs.-W, C, Dunsworth 1426 Collins
I 18, CAUSE OF DEATH MEDICAL CERTIFICATION tgggl\_ml. BETWEEN
i || Enteron I. DISEASE OR CONDITION AND DEATH
2 ":m:(a{"(’:;:”:::‘(’g DIRECTLY LEADING TO DEATH* (5 Cevebhral //a e o rrke d_‘?_-g
5 “This does not mean | ANTECEDENT CAUSES
< the mode of dying, such | Aforbid conditions, if any, gising DUE TO (b)
Lo 64 heart fallure, asthenin, . . rise to the above cause (a)u,a:!m . . ) . B T EREE LT A S
o5\ ete. It meens the dis- the underlping couse last. .
o case, infury, or complica- 7 DUE TO (¢) i _ . i
. || tion 1ohieh caused death. | 11. OTHER SIGNIFICANT CONDITIONS - . ' -
[y Conditions contributing to the death but not "
a related to the dizeane or condition causing death.
i 19a. DATE OF OPERA- | i150. MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
2z TION .
= YES D ND D
© || #'e ACCIDENT (Bpecity) 21b. PLACEOF INJURY fe.s..inorabost | 21c. (CITY. TOWN. OR-TOWNSHIP)  _ _ (COUNTY) .  _ (STATE) .,
. . SUICIDE - N - home, farm, fastory, streat. offics bldy.,et0) = S -] . '
2 HOMICIDE
g 21d. TIME Moptt)  (Day)  (Yeao) (Hour) 21e. INJURY OCCURRED | 21f. HOW plD INJURY OCCUR?
M . WHILEAT NOT WHILE
J“ INJURY = | " woRK AT WORK
' E 2.1 hereby certify thal I atiended the deceased from .L/_ Is_ﬂo ﬂ_ 19J 2, that T last saio the deceased
alive on J/—T-ﬂ"' , 18 Y. &, and that death occurred at-T A . , from the causes and on the date slated above.
. 3 . || 22a. StGNA A Gpnd Bom (Degru or title)’ |zab ADDRESS 2%. DATE SIGNED
[ Y U5 g Ll --
. 9 304 -A. A 7 AR :
E TIOHBURH\L CRE.MA 24b. DATE |/ 24c. NAME OF CEMEI’ERY OR CREMATORY | 24d. LOCAT¥N (Oity, town, or county) (Gtats)
§ |_Burial 3/27/50 Fimwood | _ Kansas City . Mo.
DATE REC'D 8Y LOCAL RAR'S SIGNATURE 25. FUMERAL DIRECTOR'S 81 aumu-':_': . "abDREAS
2.2 ro_QM%@/ Ear Sons 39 Truman Rd,

d Embaimer's on R Side)




ry
Rl
3

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by ...

N - . u Student Embalmer No...... resene [P
working under my persona! supervision.
Signcd_-._.,...»Mfrﬂ_z ,ﬁ -
Signed..... “rtsceecasnsanenan trecscanrrnas 7 X
' Student Embalmer Lu:enaed Embalmer No ¢( ~4

P. Q. Address 7 // (O %ﬂ"

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

If this body is not embalmed, fact should be so stated above. - ' .7

.-




