ealth, HI_E[] FE B 2 7 1959 THE DIVISION OF HEALTH OF MISSOURI 59_005498 o

ateee STANDARD CERTIFICATE OF DEATH T ATE FILE NORBER
'ublic ? -
ervice Regigrrurion_ District No. . /?, Primary Raginrmion District No/dd’—-_ R chin
B
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased livad, |f institution: Restdence before
300 o COUNIY Jackson a. STATEMiS souri b. COUNTY J aCké m'"l\)
-57 N . CITRY (If outside corporate limits, give TOWNSHIP only) Inside Limits ‘1 CIOTRY Inside Limits
- TOWN Kansas City ves[xNe[] 1] ya%yrown  Kansas City Yes[3r No [
c. FULL NAME OF {If NOT in hospityl, give location} | Length of stay in 1b J 4. STREET {If outside, give location) Reside on Farm
HOSPITAL OR : ' ADDRESS Y v
mstiTuTion Research Hospitdl 10 yrs. 24035 McCoy Streeff Ye[J nefgd
3. NAME OF DECEASED First Middle Last 4. DATE Month Doy Year
(Type or print} OF
ANN B. CROSS peath February 8 1959
5. SEX ¢ & COLOR OR RACE{ 7. & DATE OF BIRTH 9. AGE (in yaors {JFUNDER 1 YEAR| IF UNDER 24 HRS.
. MAHR’EDENE:ER MARRIEDD J ]. l 0 ]_ 9 03 Igat blrﬂ:duy; Months | Days Haurs Min.
Female White wooweo[] ! oworeeo[J| July 10, 5% |
100, USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country) ) 12. CITIZEN OF WHAT COUNTRY?
during most of working lifs, sven if retired) INDUSTRY U
RESEARCH COFFEE. SHOP- VIRGINIA YL
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME V4. HAME OF HUSBAND OREWEEL /
JOSEPH W. MeCUMMONS LULA OWEKNS Lloyd Cross
13. WAS DECEASED EVER IN U, 5, ARMED FORCESY 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
{Yan, no, or If . Qive wi daotas of service)
uﬂ‘ktﬂvﬂ)l( yos, give wor or datas o < 495_12-4744 ]_ovd Cr E ; : l

18. CAUSE OF DEATH (Enter only one couse
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

v line for {a), (b), ond (c).) INTERVAL BETWEEN

ONSET AND DEATH

which geve rize to
above cause {g),
stating the under.

Conditiens, if any, } DUE TO (b)

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

g lying cowse fast. DUE TQ {c)
- - PART H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dizsass condition glven in PART | (o) 19. WAS AUTOPSY
£ S PERFORMED?
- T Lot YES[] NO[]
- 2| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART H of item 18.)
— Wt
] J O ] O
] F -
u O 2. TIME OF Houwr  Month, Day, Yeor
2 3 INJURY  am.
'n::"- H p.m.
& 204, INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor cbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
- WHILE ATD NOT WHILE D form, .ctory, street, office bidg., etc.)
s WORX AT WORK
E 21. | attended the deceased from Feb. 4 2 1958 , o Feb. 8 N 1959"!d|ulf Iowi ® alive on Eeh 8 I 959 .
E Death occurred at 7:UD . m on the dote siated above; end to the best of my knowledge, from the couses stated.
w - 220. SIGNAT! (Degree or title) -] 22b. ADDRESS . 72c. DATE SIGNED -
=R & I’ mg » E/‘. MD (924 Professional Bldg. 2/9/59
<
E-)‘ 230 BURIAL, CREMATION, [ 23b. DATE 23c. NAME OF CEMETERY G LHEAfToNy/ 234. LOCATION {City, town, or covnty} (State}
REMOVAL (Specify) . .
- 1AL FEB. 10,1969 FOREST HILL CEMETERY KANSAS CITY MISSOURT
off 24 FUNERAL DIRECTOR 1331 aporesBrush Creelks DATE RECD. BY LOCAL REG. | 26 REGISTRAR'S SIGNATURE
t : '
SP-W.Newcomer'sSons,Kansas City,Mo|  L./0.57 —#14pm

! {Licensad Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

§
A

-
I hereby certify that the body whose name is recorded on the reverse side of this certificate wg%_iémbalmed

., Student Embalmer No. ...........c.c...nt

by me, 0 by i e erteieiaseiarararans

working under my personal supervision.

Student .....ciiiiriiiiiiiriren federieserriirarnrrrranans
Signature of Student Embalmer

: Licensed Embalmer No/Z0. /.. 75070 A

P. 0. Addrem .,ﬁj’.e,%dﬂ

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,




