. No.300 F"_EB MAY 19 ]949 THE DIVISION OF HEALTH OF MIS50URI 15803
 o.as STANDARD CERTIFICATE OF DEATH State Fite No Y
BIRTH NO. REG. DIST. NO, ﬂ_ PRIMARY REG. DIST. M0.~ 0 O 2~ pesistrar's No 1870
({ 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. If inathutloa: residance befors
8. COUNTY a, STATE b, COUNTY athintmloay.
Jackson Mo. Lafayette .,/
? b, CITY ({If autside corpurate Limita, write RURAL and give c. LENGTH OF ¢. CITY (If ouwide corporate limita, write RORAL nad give township) g.; ,
. townakipl| STAY (io this place)
i T8N Ka ¢ TOWN  Odessa o
| d. FULL NAME OF (tf not in hospltal or Institation, give street addrees or locatiop) d. STREET (1 raral, give location) ' s
HOSPITAL OR ADDRESS d
INSTITUTION  Research Hospital y
3 NAME oOF a. (First) b. (Middie) :‘ {Last) 4. DATE (Menth)  (Day) 07;)
{ Type or Prini) William L. cates DEATH h-26-149
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (lu years| ¥ UNDER 1 YEAR | IF UNOER M s,
I WIDOWED, DiyORCED};cHr) iaat birthday) Mant.b-, Days | Hours { Min,
M W Married 7=31-1869 I
10a. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Htte or forslsn ooustry) 12, CITIZEN OF WHAT
done during must of working lifs, oven if retired) DUSTRY COUNTRY?
Retired Farmer Mo. Ue So A
138, FATHER'S NAME . ¢ -113b. MOTHER™ S MAIDEN NAME 14, NAME OF ‘HUSBAND OR WIFE
James F. Coates Adeline Tubbs Naoni oates
—_————— e ey ——— v ———————
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | i7. INFORMANT'S S|{GNATURE OR NAME ADDRESS
(Yes. 0o, orunknown) | (Il yes. ive war or dates of service) NO. '
No No Mrs.Naomi Coates . Odessa, Mo.

18. CAUSE OF DEATH ICAL CERT: TION ] |0 v.::ﬁgnwto EN
TH

. Enter anly oneceuseper | |. DISEASE OR CONDITION »

Lao for (23, (. o 1 | -DIRECTLY LEADING TO DEATH® g @; /M d_&(&'\ .f;!i :

*This does mot mean ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if any, giving DUE To (b}
‘a8 hear! fallure, asthenio,”| Tise fo the abose cause (o) sating
de. Jt meons the dis- the underlying cauae last. .
case, infury, or complica- : DUE TO &)

tion which caused deaih, | 11. OTHER SIGNIFICANT CONDITIONS T\
Conditions contributing to the death tnd not

related to the disease or condition causing death.

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION

TION
e - ANous . ,

21a. ACCIDENT {(Bpecity) 21b. PLACEOF INJURY (e.x..in orabeut | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE home, farm, fagtory, street, affice bldg..e1a.}

HOMICIDE
21d. TIME (Month) - (Day) (Year) (Hour) 21e. INJURY OCCURRED | 217. HOW DID INJURY OCCUR?

OF - WHILEAT ) NOT WHILE

INJURY m. WORK AT WORK

sbtf ceyify lhat I attended the deceased fromw 197 that I last saw the deceased
4 , 1927, and that dealhloggurred al ., Jroth the causes cm.d on the date stated above.
7
A {Di or tlUE) 23b. ADDRESS - 23c. DATE SIGNED
' 3 agy e B3 Hsiors 41 o/ %, 97

24a. BURJALY cnzm- 24b. DATE 24c. NAME OF CEMETERY OR CREMATQRY 24d. LOCATION (Qlt ,‘fown,oreounﬁ) (Btate) /
TION, REMOVAL
MOVaL h=26-149 Odessa, Mo,

WRITE PLAINLY--USING UNFADING BLACK INE—MAKE A PERMANENT RECORD
1

DATE REC'D BY LOCAL | REG! R'S SIGNATURE 25. FUNERAL DIRECTOR' 5 S1GNATURE ADDRESS
42 9 G L;MML W STINE & McCLURE Kansas City, Mo.

(Licensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

Student Embalaer No.

working under my persona! supervision.

Student ...cseerrranartannsensnanes reseans
Student Embalmar

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hi:_ OWN HANDWRI —(Failure to comply with
the above constitutes grounds for revocation of license.)

I this body is not embalmed, fact should be so stated above.




