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FILED JAN 2 1 1953..m.on District No.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

/ qf Primory Reqishuﬁon Dishic_l P;l?_-_ /_

59-001319

STATE FILE NUMBER -

COF— Rognshu%l_ ..____..__1&---

. PLACE OF DEATH

COUN
Y Jackson

“#¥8%ourt

2. USUAL RESIDENCE {Where deceosed lived.

If institution: Residence before
Jba &%g-gn admlssy)gw

| |
| CFOTRY {If outside corparate limits, give TOWNSHIP only) Inside Limirs ; CgY Ingide Limits
R
N . s
TOWN Konsas CLty el Nl |1 ovome  kansos City Youlg] Mol
Eg]s;ll;l ;1:&1% SF (H NOT in hespital, give location) | Length of stay in 16 'Y d. STREET {If autside, give location) Reside on Farm
ADDR
INSTITUTION St. MorytsD.Q.A41 37 ¥Yrs. %30 Pennsylvaia Yes [1 Nofd
3. NAME OF DECEASED First Middle Last 4. DATE Month Day ¥ ear
{Type or print) OF
Anne —— Grossman pEaTH  Jan. 3 1959
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH LF UNDER i YEAR| IF UNDER 24 HRS.
‘ MARRIED[ JMEVER MARRIED[ } 9. AGE (ln years !
I Fema,_Ze Whi,t e —- 5 - Sept . 2 1891 Iaf;:%mhaur) Months | Doys Hours , Min,

104,

USUAL OCCUPATION (Give kind of work dene

10b. KIND OF BUSINESS OR

11. BIRTHPLACE {City ond state or country)

12. CITIZEN OF WHAT COUNTRY?

during mo-a of working I: v-n if ratired) INDUSTRY
Housewl ome Poland ! U.S5. 4.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Jacoeb Welskop Ding ——=—e—=- Jacob Grossman
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 7. INFORMANT Address 7630
{Yes, a0, or u wat) | {If yas, gi r dotes of sarvice) .
oo | e g e deten et oo | — vre. Charles Rosenthal Pennsulvania
18. CAUSE OF DEATH (Enter only one cause line for (g}, {b), and (c).) -~ INTERVAL BETWEEN
PART L. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (a) AL

USE ONLY BLACK iNX OR RIBBON TYPEWRITE IF POSSIBLE

WHILE AT
woRK . [J

NOT WHILE
AT WORK

a

farm, foctory, street, office bldg., etc.)

Condltions, if any, DUE TO (b}
which gave rise to v
above couse (a), ‘\
stating the wnder- A L
% lying cause last. DUE TO (<) £
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the termingl diseass condition glven in PART | (a} 19. WAS AUTOPSY
3 PERFORMEQ?
£ YES[(] NOJXL D
2| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART I or PART [l of item 18.) Ké
w
8 o O O
S| 20c. TIMEOF Hour Manth, Day, Year
a INJURY a.m.
x pom.
20d. INJURY OCCURRED 200. PLACE OF INJURY {e.g., inor obouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

2.

| attended the decsased from

Lt

Death occurred at

and last sow :

alive on

m on the date stated abeve; and to the bast of my knowledge, from the couses stated.

23b. DATE

Jan.S 1959

Mt

Z (Degree or title) Z ., | 22b- ADDRESS
7 734,

23c. NAME OF CEMETERY OR CREMATORY

. Carmel Ce.eteru

Fansag

{City, town, ar

gLt

24. FUNERAL DIRECTOR

J.P.louls Funeral Home K:(C.. 0.

ADDRESS

25. DATE RECD. BY LOCAL REG.
1

e S 4

26. REGISTRAR'S SIGNA’YURE

P2l .

Hugh H.

{Licensed Emboimer's Statement on Reverss Side)




-

STATEMENT BY LICENSED EMBALMER

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

DY M, OF DY ittt r it et e v aa e nse st e e e eatnaras , Student Embalmer No. ........cceevveeen.

working under my personal supervision.

Signature of Student Embalmer

Licensed Embalmer Z»
P. O. Address .. J
ot 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.




