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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

in Part | must be cousally related.

Glen H, Bragyles

THE DIVISION OF HEALTH OF MISSOUR!

STANDARD CERTIFICATE OF DEATH

99-005496

STATE FILE NUMBER

I&M@glﬂmnon District No. /[ ‘/? Primary Registration District No.___/ {2 #@@E=— .. _Registror's No._____ ﬁsonﬂ‘
. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f institution: Residence bef:
o COUNIY — Jackson > STATRii ssouri b COWNT¥gckson Y
b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits . CITY Inside Limits
tow _ Kansas Ceity ves @ neJ ||V 7y 10w  Kansas City Yes[§ Ne(J
c. FgL}L_] NAE\%&)F {If NOT in hospital, give location} | Length of stay in 16 [ d. STREETS'S {If autside, give location) Reside on Farm
HOSPITA| ADDRE
| NsTTuTion. 2329 Holmes 66 Yr. 5329 Holmes Yes (] No[]
|
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print} op
ANFA 1pR CRAWFORD DEATH Feb 2 1959
5. SEX t| 6. COLOR OR RACE 7'MARRIEDD NEVER MARRIED[ ] 8. DATE OF BIRTH 9. AGE {In years F UNDER 1 YEAR| IF UNDER 24 ‘HRS.
birthdoy) | Months | Days Hours Min,
Female White woowen(X] - oivorceo[J| Nov 18, 1872 86 l
19a. USUAL OCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COURTRY?

during most of working life, sven if retirad) INDUSTRY

t Home Missouri USA
130 FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF HUSBAND QR WIFE
William W, Bland Annie ayne Robert F, Crawford
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY HO.| 17, INFORMANT Address

{Yes, no, or unknawn)|{If yes, give war or datas of service)

PART |. DEATH WAS CAUSED BY;

IMMEDIATE CAUSE {a} ﬁg

!

Conditions, if any,
which gove rise 10
above cause {a),
stating the wnder-

18, CAUSE OF DEATH {Enter only one cause per line for {a), {b}, and (c}).)

»

arlton

i, Teramuaal

DUE TO {b)

[olmes |

INTERYAL BETWEEN
ONSET AND DEATH

<om. 28-54

T

DUE TO {c) C\ ~a_f.\'&\';0 GC\‘b’rot\.‘& CArA \'D'“‘.scu‘ﬂ-f Dll!i-sf

z lying cause lost.
g PART . OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related o the terminal disease cendition glven in PART I (a) 19. WAS AUTOPSY
- - - PERFORMED? 2.
E “:‘G b v banedt Countead Pada *!uw'. h%o\mﬂc;u 401:0 detT & yean YES[] NO
=1 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW IMJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
w
o
1 U = = L, 24 l
U 20c. TIME OF Hour Month, Day, Year
a INJURY  a.m.
x p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (a.g., inor about heme,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WH[LE ATD NQT WHILE O farm, factory, street, office bidg., etc.)
AT WORK

21. | attended the decoased from (D . ¥ 1 — YA Y 5

. to )

d-198

and last mw]‘:“uhve on %!:!Z | - La ;J_'El

Death eecurred ot HiF3o PM m on the date stoted abave; and to the best of my knowledge, from the couses stated.
220. § _TURE {Degrae or tit ) 2b. ADDRES - 22¢. QATE SlGNED
W. % 1138 (omodectcasrnt Bl |3-3-57
Z?URIAL,CREMA.T|UN, 23b. Dyg 23c. NAME OF CEMETERY OR CREMATORY ﬂ LOCATION {City, town, or tul-lm'y‘ {Sraze)
riér?loav%i(gﬁ ! Feb 4, 1959 | D.W. Newcomer Kansaes City, Missouri
4. FUNERAL DIRECTQR ADDRESS 5. DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE

Stine - McClure, Kensas City, Missouri

I-Y. 5P A

plprar Prienal L

{Licensed Embalmet's Statement on Reverss Side)

A




g LY
(}](},»'f"\" ?'7) A0 i7)

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

, Student Embalmer No. ..............c..e.
working under my personal supervision.

o] RV Ts 1= 1| S PP Signed m% W
Signature of Student Embalmer

.......................................

Licensed Embalmer Noé/é//CF |

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRIPING. (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
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