FILED FEB 1 - 1955 THE DIVISION OF HEALTH OF MISSOURI

o.300

o a8 STANDARD CERTIFICATE OF DEATH State File No o
};r
' BIRTH NO. REG. DIST. No. /& 2 PRIMARY REG, OtST. N0/ & O ko . Registrasr's No. . i
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoased lived. If Institotion: residence befora
/ a. COUNTY Jackson . a, STATE MiSSOUI‘i b, COUNTY Jackson adunission) .
b. CITY (I cutrida eorpurate limits, writa RURAL and give c. LENGTH OF c. CITY I L Residence within limits '__
OR . ip) | STAY jlogtie plege OR . ac ra ot
Town - Kansas City rownabie) Yo "¥%s . town Kansas City i B
d. Fll‘i'é-'S-Pw"Ahi‘_EOOF (If not La bospital or inatitution, give sirect address or losation) DRREFE_:STS (If rural, give location)
INSTITUTION 120l Paseo A\ 1204 Paseo
3. NAME OF 8. (First) b. (Middle} \ c. (Last) 4, DATE {Mpnth)
DECEASED g ] ¥) )
(Type or Pring) James  Herbert Lee Coates - e i‘b“, 1653
5. SEX .. | 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (I yesra| IF UNDER | YEAR | 7 UNDER 31 HES,
male Negr'o Wm&uiglaomm {Spncl;y) Sep“b. 8 1907 ‘ last birthday) {Montha ‘ Days | Hour l~_mm.
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . . 12. CITIZEN OF WHAT
d 1 ven if retired RY (City and State c= Foreign Countrv) i
TFECERERE ETEPE" ™ restern whodesiTs Jackson, MiSse / | °°U¢'?s .
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Preston Coates Anna Parker Rozelia Coates
5. WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT 5 G| GNATURE OR NAME ADDRESS
(Yonpo-orunknomal | (Lggg™™ T WL o 24-0 ] ;._;}3’5' Rozelia Coates 120l Paseo

18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN

nter oily one 1. DISEASE OR CONDITION - ' A A ONSET AND DEATH
- pater only onecauseper | By pECTLY LEADING TO DEATH'(u)M Py &d—dﬂ.—a—f ﬂ%

line for (a), (b}, and (c)

onmn b4
*This does not mean | ANTECEDENT CAUSES i v é é e / :
the mode of dying, such | Morbid conditions, if any, giving DUE TO (b) ‘fGllLd '
at heart failure, asthenia, | 7ise to the abore cause (a) slating ! g
e, It means the dig- the underiying conse last.
case, infury, of complica- DUE TO (c)
tion which caused death, | 11, OTHER SIGNIFICANT CONDITIONS 73

Condilions confributing to the deatk but not
related to the dizeaae or condition causing death.

192, DATE OF OPTEJROJN 15b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?

vesm wo L1

(com\n'\f)Jr 23 ©nm

21b. PLACEQF INJURY (e.g.. Inorsbout | 21c. (CITY, TOWN, OR TOWNSHI

2la. gccwENTA- (Bresity)

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

UICIDE bome, Iarm, tactory. street. gffice bidg., s10.}
gl HoMicibe e | Aaraas.
g 2td. TCI)%E tMonthk) (Day) (Year) (Elaur) Zle, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?,
WHILEAT[] NOTWHILE
rit miury ,}-ﬂ.a\ /] a IQW = | woRk AT wonkm
- Y
. 2 i he‘reby eertify that I attended the deceased from , 18 , lo , 19 , that I last saw the deceased
g alive on 19 , and phal death occurred al __________ m., Jrom the causes and on the dale staled above.
| BapsIGNATU “;15)9 Z3b, ADDRESS Zi. DATE SIGNED
oL o e ﬁ, oo vy // /L /S8
Zia, BURIAL, CREMA- | 24b. DATE 24z, NAME or—' CEMETERY OR CREMATORY’ 24d. LOCATION (Oity, town, or county) (State)
PR LROVAL Goeatn | 5an, 15, 19551 Highland : Kansas City Mo,
DATE REC'D BY L%CE%L REGISTRAR'S SIGNATURE 25. FUNERAL DIRECTOR'S S|GNATURE anonzsgB
/- 1¥-55 Frevn Fneieldl |1 Wadu: Bre l—nu




i

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb
by me, OF by .ttt aa e s e e et et e earreraereaeereaeaeae raeaareaenan , Student Embalmer No............

working under my personal supervision..

Stadent ... ...l
Signature of Student Embalmer

Licensed Embalmer No. \'l"s\o ¢

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fai
to comply with the above constitutes grounds for revocation of license},

If embalmed by a STUDENT, he also shall sign in his OWN handw_riténg. .

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




