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All diseases in Part | must be cousally related.

B. I. Burns

USE-ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

________ 58—-032609

$TATE FILE NUMBER

FI[ED S E P 1 6 lg%isrrulion District No. / V'f Primary R.g_i:m:ti_orl Dillricﬂo_- /0 o qu’"m.’ No.. (}8 _____
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Resédmco before
. COUN . . . OUN admi
e C Y Jackson a. STATE Missouri b. COUNTY Jackson ulo;)
b. CITRY (It outside corporate limits, give TOWNSHIP only) Inside Limits c. C|OTRY InsideCimits
TOWN Kansas City Yos g N LT |} ﬂ(—} Town  Kansas City Yoif )t No[]
<. Egls.;_r?AME OF (1f NOT in hospital, give location) | Length of stay in 1b § d. STREET (It outside, give location) Resids on Farm
AL OR ADDRESS
iNsTITUTION Gen'l Hospa. #1 146 Yrs 633 Brooklyn Yes [] No[H
3. NAME OF DECEASED First Middle Last 4, DATE Month Day Yeaar
(Type or print) OF P .
Thomas Jefferson Cox DEATH 8 26 1958
5. SEX - 6. COLOR OR RACE{ 7. E 8. DATE OF BIRTH &, AGE {In yaors JF UNDER 1 YEAR| IF UNDER 24 HRS,
L7 MARRIED NEVER MARRlEDD ¥
hd Month Doys Hous Min,
Male 'White WIDOWEDD ] DIVORCED[:] July 35 1900 58 last bisthday) the y e J i
10e. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 1. BIRTHPL ACE {City ond stats or country) Y 12. CITSZEN OF WHAT COUNTRY?
ring most of working life, even if retired) IN Y
aborer Road wWork Keytesville ,Missouri USA
13a. FATHER'S NAME 13b. MOTHER"S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
John W. Cax Allie Grimsley Byda Cox
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY NO.| 17. INFORMANT Addrass
(Ynnnoo, or unkmwv\]l(!l yes, giv-ﬁaor dotas of service) h86-12-8781 By'da Cox (Wife )633 Brooklyn Kas - city’MO.

PART I. DEA

IMMEDIATE CAUSE (a)

TH WAS CAUSED BY:

18. CAUSE OF DEATH (Enter only one couse per line for (), (b}, ond (c).)
Rheumatic heart disease

INTERYAL BETWEEN
ONSET AND DEATH

WHILE ATD NOT WHILE [

farm, . .ctory, street, office bidg., etc.)

Conditlons, if ony, DUE TO (b)

which gave rise to

obove :;uu jc), }

ratl
gl ) oue o @ LIk
- PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted to the terminal diseass condition given in PART | (a} 19. WAS AUTOPSY
b - PERFORMED
= YES[C] NO >
% | 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noturs of injury in PART | or PARY 1l of item 18.)
w
o O O [}
S| 20c. TIMEOF Hour Month, Doy, Yeor
8 INJURY  am.
X p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthoma,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

. 21. | ottended the deceased from Aug. 26 5 1958

Aug, 2

d last 'sawm alive on

Death occurred ot 11 P. m on the date stated cbove; and to the best of my knowledge, from the couses stoted.
22a. SIG% (Degres or title} [ 22b. ADDRESS Zc. DATE SIGMED
75 2lith & Cherry 8-27-58
23a. BURIAL, CREMATION, | 23b. DATE I3c. HAME OF CEMETERY OR CREMATORY 23d. LOCATION (Clry, town, or caunty) {State)
REMOVAL [Specify)
Remov. Aug,29 1958 | Asbury Near- Keytesville,Missouri

24. FUNERAL DIRECTOR

Mrs C,L.Forster Funeral Home Inc., -

ADDRESS

feaf-s5p

25. DATE RECD. BY LOCAL REG.

26. REGISTRAR'S SIGNATURE

il i bae %.%M

9 ooklyn

Kas. Ulity,Ho.

(Li d Embolmer’s § on Reverse Side)




STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

by me, or by et ee e et eeeemteeteeeeaeraa—eeaeeeaetaateaerr———ateeeesaara——.eeeatatasnsasrearenranaas , Student Embalmer No. ............cc.....

working under my personal supervision,

1] (1T (=Y 1| S PO PUROP PP
Signature of Student Embalmer

L'icgnsed Embalmer NosS .€0.52.62...
P. O. Address%g%.—,“

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.




