FILED JUN 18 1949 THE DIVISION OF HEALTH OF MISSOURI

S. No.300 . . )
e STANDARD CERTIFICATE OF DEATH sate Fie 3o, DO
BIRTH NO. REG. DIST. NO. 22 2 PRIMARY REG. DIST. MO. _Zﬂ}'negumnh'a ._...2.4!3!)......
1. PLACE OF DEATH 2 USUAL RESIDENCE (Where decodsed lived. If fomi ideton before
a. COUNTY a. STATE b. COUNTY . adinission).
Jackson Mo, Jackson ¢l
b. CITY (If ogteide corpurate Lmits, write RURAL nod give ¢. LENGTH OF ¢. CITY (I oumide corporste limits, write RURAL and give township) I4¥)
o townghip)| STAY (in tbia place) OR .
TOWN Kansas City 33705 TOWN Kansas City ” &
d. FULL NAME OF (If pot in hoapital or institution, give streat add 'nr‘loell.lnn) d. STREET (If raral, give location) ,, b -
HOSPITAL OR i ADDRESS
INSTITUTION Research Hospital /’) 5015 Lydia K
3. NAME OF & (First) b. (Middle) 2. (Last) 4 oATE (Month)  (Day) ‘g&)
(Type or Print) Clifford Co -, = Ammons DEATH 6=2~119
6. COLOR OR RACE | 7. MARRIED. NEVER MARSIED, | 8. DATE OF BIRTH 9, AGE, (In years| ¥ UNDER | TER | ¥ DR 1 wes.
) W WIDOWED. DIVORCED/x oecily) ‘g[’ Z at M-Z:du) Montha | o | o i
P Married April 3, = |
10a. USUAL OCCUPATION (Gifvekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or forelsn country) IZ’CITIZEN OF WHAT
done doring moat of working life, even if retired) ! DUSTRY : JCOUNTRY?
Printer Mo, /Un S. A
13a. FATHER' 5 NAME 13b. MOTHER S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE ‘
Geo. W. Ammons ] Bdith Corret Mrs. Amn Amnons |
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY |17 TNFORMANT 5 SIGNATURE OR NAME ADDRESS
{You. no. ﬁunknown) (If yua, Kive war or datos of corvice) NO. |
) 493=12-0774 Mrs. Ann Ammons 5015 Lydia |
18. CAUSE OF DEATH . MRBDICAL CERTIFJCATION INTERVAL BETWEEN
1. DISEASE OR CONDITION h D DEATH
- Enter only onectuse per | T RECTLY LEADING TO DEATH® (g) m w&, s.

line for {a), (b), and {(c)

. 7
*This dpes not mean ANTECEDENT CAUSES @2[ .y é ;‘ s‘_’ ’ ( 7_{.

the mode of dying, such | Aforbid conditions, if any, giving DUE TO (b}

at allure, ia, | rise to the above cause (o) stating. . . .
heart fallure, asthenia the underlying couse loat. A e N

. de. It means the dis- 6
case, infury, or complica- _ DUE TO (c) '
tioa which couvaed death. | 11. OTHER SIGNIFICANT CONDITIONS - - > e 4
Conditions eontributing to the death but 2ol W‘ : 5 /)-'7!-4
related to the disease or condition causing death.
- 19a - DATE'OF- OPERA- | 19b. MAJOR FINDINGS OF OPERATION Do SR - - '20. AUTOPSY?
TION - . v
e ves M w0 O
21a. ACCIDENT {Specity) 21b. PLACEOF INJURY (s.x..Inorabout | 21¢. (CITY, TOWN, OR TOWNSHIP) |, (COUNTY) (STATE)
SUICIDE bome, larm, fastory, street. ofion bldg..mo.) T R . e et
HOMICIDE .
21d. TIME (Meoath) (Day) (Yemr) (Hour) 21e. INJURY OCCURRED | 2If. HOW DID [NJURY OCCUR?
WHILEAT[—] NOTWHILE
INJURY . WORK An&u O o - . .
22, I hereby cerlify thnt I-atlended ‘J? deceased from #, 19_3_2, te _6"_L, IPﬁ, that I last saw the deceased
chva Ofy 2 — and that death otcurred at __ < m., from the causes and on the date stated above.
LeX2 M, Dgenweoriitte) | 23b. mon? 2. DATE SIGNED
Vi TN 50 et 75, fg b 3-¥9
town, of oounty) '

WRITE .PLAINLY—USING UNFADING BLACK INE—MAEE A PERMANENT RECORD

2 aumn‘}. CREMA- | 24b. DATE | 24c. NAME'OF CEMETERY OR CREMATOR{Y }..| 24d. LOCATION (Gii (5tate)

H
BT | § - - 47| memoeise oo | K. €. . Me.
DATE REC'D av "LOCAL | REGISTRAR'S SIGNATURE 25. FUNERAL DIRECTOR'S S1GHATURE "ADDRESS :
-y ’ STINE & McCLURE Kansas City, Mo. '

{ rsed Embalmer's Stnmnnnmgidﬂ .




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 Embaimer Wo..

working under my persona! supervision.

StUTENT ceuurivionassrtanranrssesmssannonsn igned AN nu{ .......... '
uaen Student Eabaimer f \h 545-\5 -
) : Licenzed Emhalmer Nn - 'j)ﬂa
) P. O. Address M ‘-Ug) :
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 this body {s not embalmed, fa;t s_hould be 50 stated above.

- -



