 Welfare
*ublic 7/ STATE FILE NUM {
Service R_egisrrcnion_ P[sfri'cr No. Primary Registration District No. Jd /1‘ _.. Registrar's'No.._. ?

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where docensed lived. If institution: Residenc efnrg
300 a. COUNTY Cla y o STATE  pMjggourd B COUNTY Cla odmigfiony .
1-57 b. CITY (f ousside corporate limits, give TOWNSHIP enly) | tnside Limits—. |} e cm« . TAnSide Limits

om Excelsior Springs ves e |1292 (8 Bxcelsior Snr:.ng__ | Yodgl Nl

c. figt#l?:r%g’: (if NOT in hospital, give location) | Length of stay in 1b . | d. SERD%EEES (if outside, give location) Reside on Farm
. A i ;
¢ H&hrurion Sha rp Nursing Home 40 vea b 116 Saratoga St | YeU M

-3 'NAME OF DECEASED First Middle Last 4. DATE Month Day Yeoar
. ‘(Typa or print} s . OF ;
Florence Crum Hicks CEATH Auge 3, 1959
5. SEX 6. COLOR OR RACE T'MARRIEDDNEVER-MARRIEDD 8. DATE OF BIRTH 9. AGE {In-ysars IF UNDER | YEAR] {F UNDER 24 HRS

FeMale ‘Nhi te 4 WIOWEDE] oivorceb] Fob. 2 .1872 g;}hinhdcv) Mguhn Diu Hours l Min,

190. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE [City and state or country} , 12. CITIZEN OF WHAT COUNTRY?
ﬁmng most of workln ||fe, wvan if ratired) INDUSTRY

ouse Wi WAL COSby’ “Tenn. U.S.4,

13s. FATHER'S NAME : 13, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

John Crum Susan Scroggins Gabriel Hicks

THE DIVISION OF HEALTH OF MISSOURI
s EILED VS AUG 2 8 1859 STANDARD CERTIFICATE OF DEATH 59-028456

MEDICAL CERTIFICATION

15, WAS DECEASED EVER N U.'S. ARMED FORCES? 16. SOCIAL SECURITY NO.[ 17. INFORMANT Address
Y nki ive wa o rvi .
(Ton T @ o] (F yesn aip gor o dates of service) No. Mrs. Mattie Allen,l116 Saratoga,Ex.Spg
18, CAUSE OF DEATH [Enter only one couse per line for (a), (b}, ond {c}.} INTERVAL BETWEEN -
PART I. DEATH WAS CAUSED BY: . ONSET AND DEATH
IMMEDIATE CAUSE (a) CO)" HM;’Y 3 c..le:rﬂS! 2, 5evar
Conditions, if any, , DUE TO {b) k A l U I” h e Q,r'f' d. 1fkAara
which gove rise ta }
obove couss (a), N
toting th der- AT - -
fying covea lost. ) DUE TO (c} Teriw £ /er«2ry Hoo/
PART I), OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not raloted 16 the terminal diseass condition givan in PART 1 (0} 19. WAS AUTOPSY
l . PERFORMED? A
erebral hesw orrhase , smu lhpla /558 YES [] NO
200. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury i PART | or PART Il of item 18.)
O il O
20c. TIMEOF Hour Month, Doy, Year
INJURY a.m.
p.m.
20d. INJURY OCCURRED e. PLACE OF INJURY (e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE tarm, factory, strest, office bldg., etc.}
WORK AT WORK D

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

21. | attended the deceased from 4 "/ e- & 7 . 1o f?’— 3 - &7 and last "uwmuli" on 7"" 7' ""7

Daoth eccurred at : o m on the date stoted above; and to the best of my knowledge, from the couses stated.
220, IGNATURE ’ {Degree or title) O 22b. ADDRESS 22c. QATE SIGNED

W0.20 | Pvcidseer Springe P2a. | §- 5857

230, BURIAL, CREMpTON, | 23b. DATE 23c. NAME OF CEMETERY gk fREyAYofy/ 23d. LOCKFION (City.fpn, or county) (Stata}

Burfal™” |Aug.5,1959 | Crown Hill Cemetery E:tcelsior Springs, MO,

24. FUNERAM, DIRECTO ADDRESS 25. DATE RECD. BY LOCAL REG. EGISTRAR"S SIGNATURE
v e

. mo K- 27-52 W

All diseases in Part | must be cousally related.

Ql




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

by me, or by .. i ey , Student Embalmer No. ...................

working under my personal supervision.

A} -
SHUAEAL ceeeciviriiiiieaeeirenieees vrarnerearrersanrrreaae Signed C%'MV AL %fl’»—__
Signature of Student Embalmer

P. 0. Address.ﬁaz«f«.mf%

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 aiso shall sign in his OWN handwriting.
. If this body is not embalmed, fact should be so stated above,




