5. No.300
v, 10.48

WRITE PLAINLY

“BIRTH KO,

THE DIVISION OF HEALTH OF MISSOURI

ALED APR 6 1949

REG. DIST. NO. L gt;_._

STANDARD CERTIFICATE OF DEATH
PRIMARY REG. DIST. NO. zaf D2 Registrar's No....

State Fite No... 8353012
1088~

R R PP

L. PLACE OF DEATH

2. USUAL RESIDENCE (Where Jecosaad livad, If iastisution: residence before

USING UNFADING BLACK INE~—MAKE A PERMANENT RECORD

a. COUNTY Jackson a. STATE Missouri b. COUNTY Jackson l;ln;h:ion).
b. CITY (If outslde corpurats limite, writa RURAL snd cive ¢. LENGTH OF . CITY (if outaide corporate Limits, writse RURAL aad give township) "R
R K Cit’ towrnahip) | STAY tin shis placet R K Cit )
TOWN ansas Y /) Yrse TOWN ansas Y c
d. FULL NAME OF (Il not in boapdtal or institution. give strest address or location) d. STREET {If rara], give location) v
HOSPITAL OR . ADDRESS J
INSTITUTION _General Hospital No. 912 Topping
3. NAME OF a. (Firat) b. (Middle) t. (Last)
DECEASED ( . M( I Y Yot
(Twpe o1 Princ) ¥yron ‘ta Fayette cCoy  Sr, | oeam 3 949
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In yesrs| * tnDER | YEAR | O UNOKR 44 mEs.
(9 WIDOWED, DIVORCED, (Specify) hﬁmdu) Montks] Days | Hours { Min,
_Male White Widowed  tho B-11- 1876 ==l
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- | t1. BIRTHPLACE (State or forelgn country) 12, CITIZEN QF WHAT
done during most of working 1ie, even if retired) DUSTRY UNTgyf
Shop Foreman,retired | Cities Service Co | Rochester, New York / o 8VA,
132, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, MAME OF HUSBAND OR WIFE
——— Mc Coy Unknown Clare EL.MoCoy
i5. WAS DECEASED EVER IN U.S5. ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT' S SIMATURE OR. NAME ADDRESS
(Yoa, 8o, or unknown) | {If yes, ive war or detes of ssrviee) NO. ] .
No None }Ir Myron L’ange tte, MeCoy Jr.-912 Topping
18, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
| Enter only onecusoper | . DISEASE OR CONDITION ONSET AND DEATH
line for (a), (b}, and ¢y | DIRECTLY LEADING TO DEATH® () _.Bnonchngem_c_namincma_ﬁ.gh.t_upper_. —_—
lobe
“This does 1ot mean ANTECEDENT CAUSES
the mode of dying, such | Morbid conditions, if any, gizing DUE TO (b)
ar heart fallure, asthenfa, | rise to the above cause (a) stating ~
de. It means the dis- the underlping couse loat. Y
care, injury, or compli i DUE TO (c}
tion whieh caured death, | 11 OTHER SIGNIFICANT CONDITIONS Lo ').o A
Conditions contributing to the deafh but -tof .
related to the discase or condition cousing death., i
-19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION |
. YES E NO D '
21a. ACCIDENT {Bpecity) 21b, PLACEOF INJURY (eg..incrabout | 21c. (CITY, TOWN, OR TOWNSHIP} [COUNTY) (STATE)
SUICIDE homae, farm, faotory, street, ofice bidg.,ex0.) .
HOMICIDE .
21d. TIME (Month) (Duy} (Yesr} (Hour) 21e. INJURY OCCURRED | 21f. HOW DID [NJURY OCCUR? . 4
. WHILE AT KOT WHILE
INJURY WORK AT WORK

2. [ hereby certify that I atiended the deceased from __EE.L)-.__E.&_,

19_!49_, to _MBI‘_Ch_B__, 19_).12, that I last saw the deceased

alive on I9.l§. and that death occurred at : ., from the causes and on the date slaled above.
Zla. SIGNATU REwmo W. Hart Degroe or tltle) 23b. ADDRESS 23c. DATE SIGNED )
o e o 2 2] Med. Dir. Gen'l Kosp. 359
24a. QURIAL CREMA- | 24b. DATE 24c. NAME OF CEMEI"ERY OR CREMATORY 24d. LOCATION (City, towsn, or county) (State)
TIG, REMOYAL el B 16 1949 Greeh Lawn Kansas City,Mo

DATE REC'D BY LOCAL | REG! RS SIGNATURE

3’ ?— y?REG

(Licensed Embalmer’s Statement on Reverse Side)

FUNERAL D




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 Embelmer No.

Sigi gge LD Lyt

e .
Slqned................................- ....... . . Wmunsed Embafete Nb '44/7,_3
’ P. O. Address. 7_*/- (E, m 4

working under my personal supervision,

Note: The above MUST BE SIGNED BY -THE -LICENSED EMBALMER in his OWN HAND G. (Failure to comply with
the above constitutes grounds for revocation of license.) .

If this body is not embalmed, fact should be so stated above, -  * T+




