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IVRITE.PLAINLY—USING TUNFADING BfLACK INE—MARE A PERMAN]:T.NT RECORD

[

THE DIVISION OF HEALTH OF MISSOURI

’h!j.a DEC 20 1950  STANDARD CERTIFICATE OF DEATH o, ruwne 22376
'BIRTH NO. REG. DIST. NO. __/ZL PRIMARY REG. DIST. M-L%-R:gi:trar’l No_5..4118_-

1. PLACE OF DEATH
a. COUNTY JAQ MSO“

2. USUAL RESIDENCE (Wbere d d lived, If ineti raaid before |

a. STATE M ! Q S a UQ‘ bJ' UET}CS_ s M adiselon),

C. CTTY (11 outside oorporste limits, write RURAL and give township)

oW KANSAS CTy a2 e

i b C(!‘.TY {11 outside corpusate limite, write RURAL and give ¢. LENGTH OF

township)| STA
oM . A ANSAS C;'r ’

Fél(l.).sLPN_I{WIl_EO%F (If not in bospital troot add: d. A%TDRREEESE (If rural, give location) ! t) o
INSTITUTION 2 8 /' 5' 1015 A sl E w g -
3. NAME OF 8. (First) L b. {Middle) c. (Last) 4 OATE (Month) (Day) (Yean
(Trpeor Pty g f ik e H MoseEg veak DEC ) /852
5. 5EX \_9 6. COLOR OR RACEt 7. \W\D%RPEE g'li\yggcl\élsRRlED. 8. DATE OF BIRTH B.hA.GEir&z:-;n a-ll' uxn ) YEAR | o unoER o His.
s {Bpecifyy t ¥ o Days | Hours | Min,
FemalelC o, WV i Daw A-Joly 14-1876 | "¢ | |
108. USUAL OCCUPATION {Givekindof work | 10b, KIND OF BUSINESS OR IN- | 11, BIRTHPLACE (Stte or forslen couatry) 12, CITIZEN OF WHAT
dong during ot of warking Lits, sven if retired} DUSTRY - / COUNTRY?
Housg W 2E NeNE Paris KixTocky U.S.A
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
wis | ADlinE — e
i5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S SiGNATURE OR NAME ADDRESS
(Yo, 0o, or unknown) | (I yes, give war or dates of service) NO. P
i - — Sl A isrdort /6/2-ZucliP
18. CALSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
0 AND DEATH
| Eater only oneceuseper | 1. DISEASE OR CONDITION )
Hne for (a}, (b), and (o | D'RECTLY LEADINGTODEATH' (A CHYE CARDIAC FAILURE "bA Vg
ANTECEDENT CAUSES *
*Thiz doer not mean . Dﬁ
the mode of dving, such | Aforbid conditions, if eny, giving DUE TO (b} —LQBAR— PHEHON A Acu're A y
-aa Reart faflure, asthenia, | rise to the above caunse (a) sating . S el ey e L S
e It meany the dis- the underlping causde lost, - -

eare, infury, or compli DUE TO () SE" lL l TY _ : 5'
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS - .- AN L[q D ~

Conditions contributing to the death bui not
related to the discase or condition couying death.

19a. DATE OF, OPERA- | 15b. MAJOR FINDINGS OF OPERATION » .~ r4.¢. s Lo s R ! . 20. AUTOPSY?
TION
S e e et - ves [ uuD
21a. ACCIDENT {Bpacify) 210. PLACEGF INJURY (s.g.. tnorabour | 21¢. {CITY. TOWN,. OR TOWNSHIP) (COUNTY) {STATE)
SUICIDE home, farm, Eaotory, street. office bldx. e1c.) o an NE ‘. N
HOMICIDE - -
21d. TIME (Month} {(Day) {(Year). (Hous} 219 INJURY OCCURRED | 2. HOW DID INJURY OCCUR?
Tl L = Y | wHiLEAT NOT WHILE -
- INJURY ) N T AT WORK - © &
2] hEreby certify that I atiended the deceazed from Q.Eﬁ.-.‘._._., 1952=, to DEC'G . 1952'" that I last sow the deceased
alive on . , 1 , and that death occurred al . m., from the causes and on the dale stated above.
‘2% SIGNATURE o B, alls - {Degree or title) | 23b. ADDRESS 3. DATE SIGNED
.. : - gy 3 -7-3
2a. BURIAL, CREMA- 24b. oA’r:—: . NAME OF CEMETERY OR CHEMATORY 244.. LOCATION (Oity, towR, or county) - {Slate)

"fé‘ﬂm“’t""’ /3/ ///92* ' H/qﬂ/AA’D CEMA'IHW? anasad Coley , 2 -

{Licensed Embalmet’s Statement on Reverse

DATE REC'D BY LOCAL | REGSTRAR'S SIGNATURE |zs FUMERAL DIRECTOR'S SIGMATURE ‘ADDRE 23
/J--fdik%éf»w% S IR a”--%: 7.8 -70
Side)




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 ——— oo

..... Student Embalmer Mo.

F
Signed CKJA p & 24y do ey
AL ' ce Licensed Embalmer No %0 K/

P. O. Address [B 19 - ETR U/MAX Pi'

working under my personal supervision.
"

StUABNL covvesssranncucocnatraasusaracsarce
Student Embalmer

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




