THE DIVISION OF HEALTH OF MISSOURI

. No.300 -
cww | PIEDFEBY g5,  STANDARD CERTIFICATE OF DEATH
"BLRTR NO. REG. DIST. NO. __/ 2 2 PRIMARY REG. DIST. NO. LZM KRegistrar's No.

 line for {8), (b}, and (c} DIRECTLY LEADING TC BEATH® gy _H;:paansixe_Heant_Diseaqe

*Thir does not_mean ANTECEDENT CAUSES

the moge of dying. such | Morbid conditions, if any, gieing DUE TO (b)
as heart foilure, asthenia, riae to the abore cause (o} sating

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers deceased tived. If institution: residencs befors
a CONTY  rackson = STATE  M{issourd b COUNTY Jackson  *dw=br
0 b. CITY (I outside corpurste limita, write RURAL snd mive ¢. LENGTH OF €. CITY (If susside corporats liméta, weite RURAL acd give townahin)
OR township) STﬁl his pl-r-} OR
A Town  Kansas City nkno towsKansas City ,
8 F}l_iloLl‘ij_I!\ffll_Eo%F {If pot in hoapital or instltution, give sireot address or location) dASDTgREEE;S (I rursl, give location} (6
9 pelpUpR; General Hespital #2 1415 East 17th Street 5 9~ ()
8 |3 NAME oF s (Firsh) b, (Middie) e (Last) L OATE  (Mooth)  (Dap)
DECEASED - YOF 7 (Yean)
“ (Tape or Pring) Abraham Madeliah DEATH 1 20 52
é 5. SEX COLOR OR RACE } 7. MARRIED, NEVER MARRIED, & DATE OF BIRTH - 9. AGE (In yesrs]  UNOER 1 YEAR | I UNDER 2 HRS.
z M&le Negro I Doq& ED (ap--:ux?',/ 1__7__7 i-l» | luet, day) Month.l Days | Hours I Min.
g 10:. UEUAL OCCUPATION (Giwekind ot work | 10b. KIND OF BUSINESSD%ETI.{VIY- 11. BIRTHPLACE (Btate or forelen sountry) 12, CITIZEN OF WHAT
one during m werking Lif if retirad) o COUNTRY
2 e e AR RS wW Unemployed Ashville, South Carolina AHetica
p "H13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
9 Caesar Madeliah Malinda - Juanita Madeliah
1=} I53. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITS’ 17. INFORMANT'S S|GNATURE OR NAME ADDRESS
- (Yes, o, oawn) | (If yes, rive war or dates of servics) = |
2 No g;..éf /_;}é Mr. Parks, Luke, (Gr.868L)14f§ 17th St
o 18. CAUSE OF DEATH : e e xae - MEDICAL CERTIFICATION & - INTERVAL BETWEEN ‘
; Enter only onecauseper | L. DISEASE OR CONDITION . ONSET AND DEATH
4
L~
<
oy
[
e
z
=
-
=
7
0

ac. It means the dis- The underlying cause last. \L
cate, infury, or complica- i PUE TO (c) a~
tion whick caused death. | [1. OTHER SIGNIFICANT CONDITIONS 1 o
Conditions contributing to the death but not Syphillis, late latent D.y
related 1o the diseare o7 condition causing death. .
19a. DATE OF OPERA- | 15L. MAJOR FINDINGS OF OPERATICN ’ . 20. AUTOPSY?
TION
i YES [:] no X
- 2la. ACCIDENT . (Bpacity) 21b. PLACEOF INJURY {a.g..Inorabout | 21¢. (CITY, TOWN, OR TOWNSHIF . (COUNTY) (STATE)
- SUICIDE bome, farm, factory, strest, office bldg., sxe.) . )
: é 4 HOMICIDE
g 21d. TIME (Month) (Day) (Year) {(Hour) 2le, INJURY OCCURRED 211, HOW DID {NJURY OCCUR?
WHILEAT NOT WHILE
i INJURY = | “work AT WORK
;‘ 2. I hereby certify that I ailended the deceased from 1-13=52 1o 0 1=20=82 19 , that I last sew the deceased
:j alive on , 18 , and that death occurred at Q2.5 _ga m., from the causes and on the dale sialed above.
o |[2%. SIG Fran groe or title) | 23b. ADDRESS zsqloggil D
|9 E . -
) 600 East 22nd Strest . B
S _ VAR _Q?ﬁo : .
_E:: || 24a. BURIAL, CREMA- b. DATE 24:. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Clty. town, or county} (Siate)
o~ TION, REMO.VAL (Bpaciiy)
3/ Burisl Westlavn Cemetery | Konsas Ciiy, Komsas
DATE REC'D BY LOCAL FUNERAL DIRECTOR'S § ADDRESS
|- /5524 W ”.'AU &4@4” 1747, ~
B 74

icended Embalmer’s Statement oo 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, or by___...

working under my persona! supervision.

St/ud?t Embalmer Nowsuwesvaan errtasannas SIS
Signed \Q ; CE.",Z—,.Q_ Q’;

Signed.saas.

------- L R A

s
Student Embalmer - - I.n:enaed Embalmer No. ? f¢/

. P. O, Address o ﬁ‘;

Note:"' The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN I'IANDWRITING (Falge to comply with
the above constitutes grounds for revocation of license,)

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




