. N, 300 HED A THE DIVISION OF HEALTH OF MISSOURI 2799 3
N 0.
e UG 15 1952 STANDARD CERTIFICATE OF DEATH State Fie N,
' BIRTH NO. REG. DIST. NO. _Lﬁ PRIMARY REG. DIST. m._,ma_k,g;,,m,r, No '3510
I. PLACE OF DEATH i 2 USUAL RESIDENCE (Whare decensed lived. If losti idencs befors
a. COUNTY a. STATE . . b. COUNTY adinkmiont.
Jackson Missouri Jackson 323 )
b. CITY (If cutcids corperste Umity, wHte RURAL and give ¢. LENGTH OF ¢, CITY (If outalde corporste limits, write RURAL acd glve township)
woshlp)| STAY (in thie place) OR )
TOWN Kansas City g Unknowm [ TOWN Kansas City ~n N2
d. FULL NAME OF (If not io hoepital or instizution, give street address or loostion) d. STREET (If rural. give loeation) < -~
HOSPITAL OR ADDRESS
INSTITUTION 0 2703 Pa.r:k_A.v_enuP
| 3.;5%!\&55%% a. (First) b. (Middle) c. (Last) ‘4, Da"I__'E (Month)  (Day) (Year)
E { T¥pe or Print) Gary Lae Coller DEATH 8 1l 52
: 5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, [ 8. DATE OF BIRTH 8. AGE (In yeara| ¥ UnoER | YEAR | IF 1ROER W 6.
| ob . WIDOWED, DIVORCED (Specify) Last birthday) Mnnun-l Days | Hours | Min.
= Male Negro __Never Married (J | 10-22-51 |
‘ 10, USUAL OCCUPATION (Givekind of xork | 30b. KIND OF BUSINESS OR [N- | 11. BIRTHPLAGCE (State or foreln country) 12, CITIZEN OF WHAT
dopa & most of working life, even if retired) DUSTRY / UNTRY?
one None Brooklyn, New York erica
1358, FATHER'S MAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
7 ) Bernice Collier none
i5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | I7. INFORMANT 5 51 GNATURE OR NAME ADDRESS
(Yes. no, or unknown) i (Lf yem, #ive war or dates of service) NO.
No None Bernice Collier 2200 Park Ave,
18. CAUSE OF DEATH . MEDICAL CERTIFICATION INTERVAL BETWEEN
Enter only onecausaper | J. DISEASE OR CONDITION ONSET AND DEATH

[ 1ine for (=), (b), and () | PIRECTLY LEADINGTO DEATH® () _h&mg;ggg_nmmﬂ_dmmhﬁa

"This does not menn | ANTECEDENT CAUSES etiology unknown
the mode of dying, such |  Mertid eonditions, if ang, giring DUE TO (b)
as heart faflure, asthenia, rise to the above cawre (o) dating

de. It meons the dig. | he underlying cause lost. : . - :
case, infury, or complica- DUE TO (¢ PR
tion which caueed death. | 11, OTHER SIGNIFICANT CONDITIONS . . i ) ! !‘ =
Conditions contributing to the death but 2ot
related to the disease or condition eausing degth.
19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION . . 20. AUTOPSY?
TION
, . YE3 D NO E
4 2ia, ACCIDENT {Bpacity) 21b. PLACEOF INJURY (e.g..In orabout | 21c. (CITY, TOWN, OR TOWNSHIF) {COUNTY) (STATE) -
SUICIDE bomse, farm, fagtory, strest, offics bldg..et0) . . .
HOMICIDE L.
21d. TIME {Month) (Day) (Year) (Hogr) 21s. INJURY OCCURRED | 211, HOW DID INJURY OCCUR?
WHILE AT NOT WHILE
INJURY “WORK AT WORK

2. I hereby cerﬁfy that T attended the deceased Jrom [=31=52 19 Jto _B=1=-82___ 19 , that T last aow the deceased
52 201 m., from the causes and on the date stated above,
23b, ADDRESS Z3. DATE SIGNED

WRITE PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD

23a. SIGNA Diegroe or title
: ) i ki 600 East 22nd Street 8-6-52

Zis BURIAL CREWE—T 74, DATE )j 20, NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Clty, town, of cougt) (State)

ION, (Boecity) ‘ e ; . .
_@ B OWA M/ /m (79 MKM -k /. 4 (e
DATE REC'D BY LOCAL | RPGF3f RAR'S SIGNATURE V[25. PuneaaL oIRecTdf’ s SIGNATURE " aupress

7 REG. y - /4 -7 'I
g ~ AL Lt AL tnt [ T° eyl e 4 S AT - N [leclf  / . 4P

(Licensed Embalmer’s Statemnent on Reverse Side) . i




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 ——mnnnene. —_—

Student Embalaer No.

working under my persona! supervision.

StUD BNt sesescaccansasorsonasbnosossosraanas Signed./ W 026 m4

Studmt Emba I mar

- Lu:enscd Embalmer No 2 X/ g
. . -, e
© B0, Address LAt |
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fail
the above constitutes grounds for revocation of license.)

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

g

A

comply with




