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BAYEL ACK INK OR RIBEON TYPEWRITE IF POSSIBLE

All disecses in Part | must be causally related.

Mary C. Colgl

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH
l:]LED J U N 2 4 1gsgggignqrion. District No. /K/Pummy Registration District NO/Gﬂz—

59-021355

STATE FILE'N

Registror's No%iﬁ_

1. PLACE OF DEATH ., 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residency’before
a. COUNTY Jackson a. STATE Migsouri b, COUNTY Jaclkgorpdmigfion}
b. c{'JTRY {If cuiside corporate limits, give TOWNSHIP only} Inside Limits . CBTY InBide Limits
R .
Towd  Kansas City Yexx "0 |1 Y4% vown Kansas City YesEX No ]
c. FgLL NAME OF (If NOT in hospital, give lecation) | Length of stay in b d. STREET (f cutside, give location) Reside on Form
HOSPITAL OR ADDRESS :
wstitution St. Mary's Hospitall 31 Years 3319 Michigan Yes [F Mo [X
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
(Type or print} OF
ANNA MAY FOX peatH June 8, 1959
5. SEX i| 6 COLOR OR RACE| 7. MARRIED[E NEVER MaRRIED] ] 8. DATE OF BIRTH 9. AGE (In years]F UNDER i YEAR| IF UNDER 24 HRS

Female Caue, woaweo[] ' pivoreen[ ]| NoV.

1.0 , 1885 73“' birthday)

Months | Days Hours Min.

10c. USMAL OCCUPATION (Give kind of work dens | 10b. KIND QF BUSINESS OR 11. BIRTHPLACE (City and stote or cauntry)

p

12. CITIZEN OF WHAT COUNTRY?

g most of working life, evan if ratired) INQUSTRY .
“Higusewite " ome Norwood, Ontario, Canada U.S.A.
130, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Lawrence Heffernon Bridget Ryan J. C. Fox
15. WAS DECEASED EVER IN U. $. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17, INFORMANT Address
Yas, wi ive war or vi . .
(Yas !Nor unkno: n)[tll yos, gi # ot dotes of service) None J. C . FOX , 3319 Mlchlg&n . K. c . MO.
18. CAUSE OF DEATH (Enter only one ceuse per line for (a}, (b), and (c).} INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: £ - ONSET AND DEATH
IMMEDIATE CAUSE (q) 15 ¥ ars
J
Conditions, if any, DUE TO (b}
which gove rise 1o
cbove couse (o), }
stating the under-
cz:l iying cavse last, DUE TO (e)
=4 PART Il. OTHER $IGNIFICANT CONDITICNS CONTRIBUTING TO DEATH but not related to the terminal disease condition given in PART | (a) 19. WAS AUTOPSY
S -7 O PEREQRMED?
£ LR7 YESAX NO[ ]
| 20a. ACCIDENT  SUICIRE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | er PART H of item 18.)
w
o [ d &
‘-:J 20c. TIMEOF Hour Month, Day, Yeor
a INJURY G.m.
x p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.qg., inor cbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, factory, sireer, office bldg., etc.}
WORK AT WORK

e/ &/5F

21. t attended the deceased from 5-/2. (2] /.S"'f , 1o "e / & / ,&‘2 “&nd last suw'}"l alive on
Death occurred ot 7 m on the date stated above; and to the best of my knowledge, from the ceuses Mnled

Maehlebach 6800 Troost b-7-5F Al

220. SIGNATURE {Degree or fitle) ) 22b. ADDRESS A P . 2%c. DATE SIGNED
WWPMW;%} 33/7 £43 H.E Pp |6-F-57
23a. BURIAL, @;TIDN 23b. DATQ 23: NAME OF CEMETERY OR CREMATOQRY 23d. LOCATION (City, town, or county) {Srate)
REMDVAL iSporlfy] . .
Buria June 12 .1959 Mt, Olivet Cemetery Kanaag City Mo,
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE




(.-}‘
LY
. ~
N\
\n‘!?‘
w K
oV
o)
|1 I
y
N

A .
STATEMENT BY LICENSED EMBALMER

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

DY M@, OF DY oottt et i e et ee e e s rre e eesasee s aats s sansoeasnsnssasnnaesnssssnnens .» Student Embalmer No. .................

working under my personal supervision.

Student

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

Licensed Embalmer No
P.O. Address..........cccociviiiiiinninsnnes

Note: The above MUsT BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failu
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 thig body is not embalmed, fact should be so stated abaove. ¢

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



