DO NOT WRITE

A
+ + AMENDED .

MISSOURI DIVISION OF HEALTH ~ STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFARE

_/_%L.Primq Registration District No. . /R Q2= Registrar's No. ____ 1888.

Reglistretion Distriet No. . ___ —

-62—010950

STATE FILE NUMBER

ON THIS STUB _
— A 2. USUAL RESIDENCE (Where_"c!?ceued lived. [If institution: Residence befora
VS 300 [ a. COUNTY o. STATE 5o . COUNTY sdmixsio
5300, | I8 Jackson Missourt Jackson iesion)
ev. 4/ 2 b. %EY (1f outside corporste limits, give TOWNSHIP only) Length of stay in Ib <. cgv insida Limits
. R
£ own Kansas City 5 yrs wwn  Kansas City Yl No
: 1 : c. :lg.épl’l\lTll;A{\E QF (1f NOT [n hospital, give location) Inside Limits dAngEEEES (If curside, give location) Reside on Farm
—_— R .
| 22y, ‘g wstiution Crest Hamen Nursi ng Yes (X No 3516 Summitt Yes 0 No X
i a 3. a_IAME OF 'DE)CEASED First Middle Last 4, DoAgE Month Day Year
ype or print,
| — Annie Belle Forbes | oeam 3/24 /62
, ! . 5 SEX 6. COLOR OR RACE 7. Married Never Married [J |8. DATE OF BIRTH | 9 AGE (last birthday) | IF UNDER 1 YEAR | IF UNDER 24 HR
. 5 female white Widowed oveced O | 3/710/72| 90 Months | Days | Hours [ Min-
——L 10a. USUAL QCCUPATION (Give kind of work dons | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
& g durmymn of worki ife, even if retired) v 4
sewire Home Missouri USA
7, Q 13s. FATHER'S NAME T3b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
- )
0 Wm Cole Catherine Hillard John Forées
8 o Wy 15, WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address
3 {i : < (espgpyer vrknowe) | (f veppge wer or dues ofseniesd|  none Dorothy Porbes KXansas Cit y y Mo.
% = 18. CAUSE OF DEATH (Enter only ona cause per line for {a INTERVAL BETWEEN
| 10 E PART ). DEATH WAS CAUSED BY: QONSET DEATH
g 5 g IMMEDIATE CAUSE (2)
11 Q O
— 2|2 Q .
12 é 0 & lui [=] Conditions, if any, DUE TO (b)
- v G which gave rise to
! —_— = |Z above cause (a),
I 13 E = stating the under-
lying cause last. DUE TO (c} I/‘ -
% g PART II. QTHER 5 tlated to the minal PART I1l. If deceased was  female was
1. 2 diseas there a pregnancy in last 90 days:
o R 3
| l-z- § £ / l [ Yes [ O Neo l O Unknown
|‘ g é 19, ;\EQSOARKKEODP?SY 20a. ACCII:E])ENT SUHI:]IDE HOMDICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nsture of injury in PART | or PART I} of item 18.)
( g ] YES[] No O
B -
] z |2 I | Hc. TME OF  Hour  Monih, Day, Year
é a INJURY a.m.
WM.
] x Q E e :
1 =4 [+ ] 20d. INJURY QCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
o WHILE AT WORK farm, hcmry, sireet, office bldg . 0]
! b oc NOT WHILE AT W[gRK O
] U a - Vsl / s Pad
[]
{ S (o] E é '_—‘ 21. | attended the deceased fro _._‘i nd last saw wllvn ©
y @ ; a c%‘ De?@fed at. J ja Pm on the date ffated aba\;}nd 1o the best of my knowledge, from the causes stated.
W = 77
g E 8 5 = |3 (1] 226, AD 22c. DAJE SIGNJD
{ || sk
i z Pz:n{. RIAL, CREMATION, | 23b. DATE [ 23c. NAME OF CEMETERY OR CREMARIRY 23d. LOCATION (City, towgf or county)
{ o =1 £ MOVAL (Sp ify) . ;
; g o B 3/27/62 Highland FPark Kansas Cyty, Kensag
) = < .ﬂ‘ ERAL DIRECTOR ADDRESS /C 25. DATE RECD. BY LOCAL REG. | 2é. STRAR'S SIGNATURE
i wi o e i
, = 51 o) e 25:.,(’;@ l ot 3 26-62- Lorng
.

{Licensed Embalmer’s Statement on Reverse Side)




Hoome® A0 g0. Pihele Phuy
TE"/-Q.? € 0. .
2 5/%/»&4‘/”7@% 326 wrwall. 4

STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

.

working under my personal supervision.

NP =
Student Signed /\‘ e L/ At AN
Signature of Student Embalmer 4
Licensed Embalmer No. ;5;5&1; .)_

P. O. Address K © {:4 .

Nofe: 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 shal! sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.



