THE DIVISION OF HEALTH OF MISSOURI

No. 300 :
oo | HLEDJAN 28 1955 STANDARD CERTIFICATE OF DEATH e Fi
T4
"BIRTH NO. REG. DIST. NO. / ZE PRIMARY REG. DIST. NO. LY OE Feegistrars' a“:_u1~8 —
1. PLACE OF DEATH 2. USUAL RESIDENCE (Wbere dacossed lived. If lnstitution: residence befors
&, COUNTY a. STATE . . b. COUNTY sduniusioal.
! Jackson Missouri Jackson
b. CITY (I outsid, limits, wtite RURAL and gi ¢. LENGTH OF c. CITY -
T outstds corpurate fimits, write an m:l;hip) STAY fin tbia place) OR ! d ?:::;Mm:ewim?hd%‘:rgg
OWN  y 3 TOWN __ Kansag City i " 8. o
d. FULL NAME OF (I oot ia boapital or institution, glve atrset addrees or [ocstion) REET (1f rural, give locatlon)
HOSPITAL OR % DRESS
INSTITUTION 1218 Tnckrides a3 3248 Loackrides
3. NAME OF . (First b. (Middl - . (Last
DECEASED 8. (First) (Mlddie) > s 4 DATE  (Month)  (Dey)  (Year)
( Type or Print) William Powell DEATH  ]-1-55
5. SEX J_.| 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (In yenrs| IF UNDER 1 YEAR | IF UNDER 3¢ HEY,
WIDOWED, DIVQRCER) (8pecify) last birthday} |Mootha l Days | Hours | Min.
Male Negro DN A __ 9=10-1886 _ |_68 ¥Yrs._
10a. USUAL OCCUPATION (Givekizdof werk | 10b. KIND OF EUSINESS OR IN- | 11. BIRTHPLACE 12. CITI
done during maass of working ﬂia.a:unni! :a:lr:;) B DUSTRY (City and State c: Foreigh Countey) l COUN%EN ?OFWHAT
Laborer b Leigh, Oklahoma / i__U. S,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
unknown nnknowm A :
15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCJAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes.no.orunknown) | (Il yes, xive war or dates of service) NOQ. .
No hhi0=3h=10h7 Clarence Pows?  32L8 Tockridee

INTERVAL BETWEEN
ONSET AND DEATH

—

MEDICAL CERTIFICATION

18. CAUSE OF DEATH
. Enter only onecawso per
line for (a), (b), and (c)

I. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® 3

ANTECEDENT CAUSES "~

Morbid conditions, if any, giring DUE TC (b)
rise to the abore cause (a) slating

It means the dis- the underlying cousde last. )

DUE TO (&)

I1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing o the death bul ot
related to the dizense or condilion causing death.,

*This does not mean
the mode of dying, such
as heart fallure, asthenia,
rie.
case, infury, or complica-
tion which caused death.

q{y\\

19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF QPERATION 20, AUTOPSY?
TION
| ves 1 o}

2ia. ACCIDENT (Bpecily) 215. PLACEOF INJURY (o.g..Inorabous | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE home, farm, fagtory.sireet, office bldg.,eta.)

HOMICIDE
21d. TIME (Month} (Day) {(Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

OF WHILEAT ] NOTWHILE

INJURY m. WORK AT WORK

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

22. I hereby ceflify Vthat I attended the deceased from

A
curredfat

19557, and that death@:

183X, that I last saw the deccased

el
, 19574 1o , ,
_ 730 A, srboh the causes and on the date stated above.

alive on Iﬂm/.;_l—,
23a. SI

NATURE ¥, levwis {Degree or z}lle)a 23b. ADDRESS Z3. DATE SIGNED
2 A, 3 t0 . 1/3 fis—
24a. BUgﬁlgleLCREMA- 24b. DATE 242. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Qity, t , OF county) 7 (State)
TION,R (Bpecity) . . . 2
Burijal 1-6-55 Blue Ridee Lawm Kansas City, Missouri

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE

/"J«S-.S_

25/)FUNERAL DIRECTOR, 8 SIGNATURE
]

ARODRESS

%,

Licensed . Embalmer’s Statement on Reverse Side




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emba

Student Embalmer No............

by me, OF by i i e iareeareeraa, .
working under my personal supervision..

ngé;a
Student....o.iriiiiiiii i Signed...... M( A ST, 4 o

Signoture of Student Embalmer

.o astrens. JEP 1

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

1f embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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




