. No.300
« 10.48

NG UNFADING BLACK INE—MAEKE A PERMANENT RECORD
o

Pesterson

R,

WRITE PLAINLY—US!
WI

'HLED NOV 28 1956

! BIRTH KO,

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. M. /‘{2 PRIMARY REG. DIST. wo._ 7O

State File No.

S29R9

egitirar's N a.;_-..;-ém.?

10b. KIND OF BUSINESS OR_IN-
STRY

don&uﬁmﬁeofi’wklu life. oven if :oliud) Densmore Iio teiu

* (City and Stats or Foreiga Country}

Hot Springs, Arkansas

™. PLACE OF DEATH Z USUAL RESIDENCE, (Where devesaed lived. Il lostitation: retioees boic
a. COUNTY Jackson a. STATE Missou b COUNTY jaokgon “dabeies:
b. CITY af outaide corpurate lmite, write RURAL sod xire e. LENGTH OF ¢ CITY . In Restdonce within 1mits of
toww Kansas City o] SAEYMRE) oW Kansas  City RCA S
d. FULL NAME OF (1f not ia heeplal or fasfrusios. elve stract addres or locaton) (..A REET. (If rorsl, ghva location)
INsTITUTION.  General Hospitdl #2 4 1325 Brooklyn
3. NAME OF 5. (Fisst) b. (Middle) 8 T, (La) | “DATE (Mot (Dm)  (Yew
{ Type or Print) Marcus Eggleston DEATH 1l 1 1956
5. SEX A | 6. COLOR OR RACE | 7. MARRIED. NEVER MARRIED, 0 | 8. DATE OF BIRTH S, AGE (1o years| ¥ Vo | YA | & TWmn B an.
Milels F¥egro WIRPWED, DIVORCED (o) | < wly 22, 1905 ) LMonﬂu, Daye [ Houn l M,
102. USUAL OCCUPATION (Ghve kind of work 11. BIRTRPLACE -

12, CITIZEN OF WHAT
TRY?

138, FATHER'S NAME 13b. MOTHER'S MAIDEN

i Frank Eggleston . |Sarah Walker

NAME

None

T4, NAME OF HUSBAND/OR WIFE

. Enter only onecsuse per
lipe for (a}, (b}, and (c}

i5. WAS DE(iEASE? EVER IN U. S, ARMdI.:D FORCES?T | 16. SOCHAL SECURI'IE)Y 17. INFORMANT S SIGNATURE OR NAME ADDRESS
(Yes, 3o, ot ynknown, {If yua, xive war or dates of service) L
X5 | oty 496=09-5088"" | Sadie Williams 1303 Olive
18. CAUSE OF DEATH _ - MEDICAL CERTIFICATION INTERVAL BETWEEN
1. DISEASE OR CONDITION ONSET AND DEATH

*This does not mean ANTECEDENT CAUSES

the mode of dying, ruch

DIRECTLY LEADING TO DEATH*(3) Bronchopneumonia

Morbid conditiona, if any, giring DUE TO (b}
rise to the above catse (2) slating

ad beart fallure, asthenia,
cart follure, asthenio the underlying couse last,

de. It means the dis-

ease, infury, er complica- DUE TO (¢)

Il. OTHER SIGNIFICANT CONDITIONS

Conditions contribiting fo the death but not
related Lo the disease or condition cansing death.

tion which coused death,

Hype

rtension.

19a. DATE OF OP_FlRoﬁﬁ 19b. MAJOR FINDINGS OF OPERATION

20. AUTOPSY?

vis (X wo (]

21b, PLACE OF INJURY (a.g., in orabout

(Bpecily}
homa, farm, factory, streat, offBos bldg.,et0.)

21a. ACCIDENT
SUICIDE,
HOMICIDE

2tc. (CITY, TOWN, OR TOWNSHIP)

(COUNTY)

(STATE)

2ie. INJURY OCCURRED
WHII.EATD NOT WHILE

2id. TIME
INJURY

{Moath) (Day} (Yesr} (Houn)

2if. HOW DID INJURY OCCUR?

10-21-5

WORK AT WORK
the deceased from

2. I hereby ce

19 lo

11-1-56

, I8

e

alive on

, and thal death occurred at _lLll'O_Dn., from the causes and on th

, that I last saw the deceazed
e dale slated above.

or title) 2
!

KT e (D

23b. ADDRESS

600 E.

-22nd St.

Z3c. DATE SIGNED

11-2-56

24b, DATE T

N
REGEi ;A"& S SIéNATURE

DATE REC'D BY LO%EL
SO

24c. NAME OF CEMETERY OR CREMATORY

24d. LOCATION (Otity, town, or county)

. rluui Eaiﬁaulu:ctou $ SIGNATURE

(Btate)

_Kanaag City, 'Ranses-}

ADDRESS

WATKINS BROS, FN, HM, 18th & Benton.

(Licensed Embalmer's Statement on Reverse Side}



T —————— T

STATEMENT BY LICENSED EMBALMER

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

byme, oF by oot earaeas e et e e acbenarnaneaanbeanana, . Student Embalmer No...cceoou..e...

working under my personal supervision..

SEUAERE v vveeveeseeneeeetgregee oo zsetecrneeennas Signed g«‘@a % dﬂ%@y ............

Signature of Student Embalmer
Licensed Embalmer No.. yff‘t}

T T P. O. Address. /fd y/ﬁ‘

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

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

7€ this:body is not embalmed, fact should be so stated above.




