Ne. 300
10.40

THE DIVISION OF HEALTH OF MISSOURI 28 516

?10“ ....... -

ALED AUG 171955  STANDARD CERTIFICATE OF DEATH Stste File No..

REG. DIST. NO. Y ] eniuany res. pisT. no. 28 030 Registrar's No.

WBIRTH NO. creesseers s
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoassd lived. If Institution: residence befors
a. COUNTY a. STATE . . b. COUNTY adicission).
Jackson Missouri Jackscn _
b, CITY (If outzid ta Hmits, writse RURAL and gi c. LENGTH OF c. CITY . a
. ouiics eorparate T e mrabigt| STAY (in thia place) T g‘:}" * i’;l:f;lg:nmmrw" w':rl-"udun:lu‘:rgf
. 3 ] o
Kansas City R O,
d. FH%PF’?ANI‘_EO%F (If not in hospital or inatitution, give streot address ot location) 4.0\?&5% (If rursl, give locatlon) 3 ﬂ/s }
INSTITUTION 100 Garfield 11100 Garfield
3. NAME OF . (B . v
OIAME OF . (First} b. (Middle) c. (Last) 4. DSTE (Month)  (Dey} (Year)
(Tepeor Print) __Bepn Taylor DEATH _Aug, 2, 1955
5. 5EX bR 5. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| ¥ UNDER | TEAR | & UMDER 2t was,
WIDOVWED, BIVORCED (Specity} Last birthday) Monun, Days | Hours | Min.
Male | TNegro Widow a2 1891 _63yrs.
10a. USUAL OCCUPATION (Givekind of work | 10b, KIND OF BUSINESS OR IN- { I1. BIRTHPLACE : L
done during mmo!worﬂuﬂ!a.-:ml;l r-r.:r::l) DUSTRY (City aad State cz Foreign Country Iztg{ij!z%h{?FWHAT
n Louisiana ! UuSed,
13a. FATHER'S NAME i 13b. MOTHER'S MAIDEN NAME . ) 14. NAME OF HUSBAND OR WIFE
Peter Taylor unknoyn e .|
i5. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL, SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ACDRESS
{Yos. 0o, or unkoown} | (I yes, xive war or dates of service) NO.
no L93-22-7345 Demetrius Jamison 2112 E, 1Lith Street
18. CAUSE OF DEATH MEDIGAL CERTIFICATION JSEERTVAL BETWEEN
. Enter only onecause per 1. DISEASE QR CONDITION . . D L o . [ AND DEATH
line far {a}, {b}, and (€} DIRECTLY LEADING TO DEATH'(a)
““This does not meen ANTECEDENT CAUSES
the mede of dying, such | Afortid conditions, if any, giring DUE TO (b)
a8 heart fullure, asthenia, rise to the abovr cause (a) dlating
ete. It means the diy- the underlying cause laat: .
caze, infury, or complica- : DUE TO (¢)
tion which caused death, | 1. OTHER SIGNIFICANT CONDITIONS . ’
. Condifions contributing to the death but not q ?
related to the dizeare or condition causing dealh. ] :
19a. DATE OF OPERA- | 150. MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
TION . ) .
) v:s'D NO W

WRITE PLAINLY—USING UNFADING BLACK INE~MAKE A PERMANENT RECORD

21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (e.g..lnorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE homae, faren, factory, street, office bldy., etq.)
_ HOMICIDE _
21d, TIME (Month) (Day) {Year) (Houn 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
or WHILEAT[—] NOT WHILE
INJURY WORK AT WORK
22. I hereby certify that I atiended the deceased from , 19, , lo , 19 , that I last saw the deceased
alive on , 18 , and ghat death occurred al ________ m., from the couses and on the date stated above.
23a. SIGNATURE . z t‘) egroe or ¢ 5% b, ADDREﬁi_ ; I 23c. DATE SIGNED
) 24b, DATE | 24c.. NAME OF CEMEI'ERY QR CREMATORY 24d, LOCATION (OCity, town, or county) (State)
¥,
Burial f-5=58 Lincoln Kansas Citwv, Missouri

DATE REC'D BY LOCAL

£y

"

REGISTRAR'S SIGNATURE 5. AFUNERAL DIRECTOR"S S| GNATURE ADDRESS
- ¥
e e W %zﬁ‘mdg &Eﬁiggg [‘fcf&ﬁg;z;,

(Licensed Embalmer's Statemnent 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 emb

by me, or ‘by ............................................ s “.i..., Student Embalmer No...........

working under my personal supervision..

Student .. ... it iaaaan S1gned...m ] E mmz

Signature of Student Embalmer

! ' Licensed Embalmer N045
| P, O. Address_.../.g_.%{.%/

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

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

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




