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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be causally related.

. Tillma:n :

|
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THE DIYISION OF HEALTH OF MISSOURI

PART I

18. CAUSE QF DEATH (Enter only one cousg per line for {a), (b},
DEATH WAS CAUSED BY

IMMEDIATE CAUSE (o)

DUE TO (b) -

d {c).)

INTERVAL BETWEEN
ONSET AND DEATH

YNy
BLED JUN 19 1857 STANDARD CERTIFICATE OF DEATH i snn:"'ma.é T O g ;
R_egiumﬁon_ Di_st_ri;t Ne. , ?fi\ Primary Roglll’ruhon Dlstrlct Neo. _____/..a.g%:!.......... Regufrr.w 1 No. Neo., ,____,___,__,,_1:}8
1. PLACE OF DEATH 2. USUAL RES'DENCE {Where deceased lived. If ins!ifmiun:-Resdird“ql\cpbe{s;n
a. COUNTY a. STAT b. COUNTY admi 331
Belann f Missouri Jackgon
b. CgRY {If outside corperate limits, give TOWNSHIP only) Inside Limits €. c})TRY Inside Limits
town Kansas City vall Mo H\g®, jomKansas City Yes(® No[])
c. l'-:igls-}g-l"::M%DF (i NOT in hospital, give location) | Length of stay in 1b S d SI)FIQDEEEEES {If outside, give location) Reside on Farm
L OR Al
INSTITUTION (3 2ol 25 Yo, 3 1401 E. 10th. St. Yes [} No
r 4
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) : . QF
STROY HARDRIDGE DEATH  May 27, 1957
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (t s BFUNDER i YEAR| IF UNDER 24 HRS.
L j M:ARRIEDD NEVER u.fmmeol:i oE (hi':‘:::y; v ooz T Fours [ T
Male Negro vicoweo®] 3~ ovorceo[d| October 1873 | &3
100, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or country) 12 CITIZEN OF WHAT COUNTRY?
durj ng mcn of working lile, even if retired} = IHQUSTRY i
Po es Tallahaggee, Okla, U,8.A.
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Mundy Hardridee Charity ? Rosie Hardridge
15. WAS DECEASED EVER IN U, $. ARMED FORCES? 16. SOCIAL SECURITY.NO.[ 17. INFORMANT Addrass
{¥ no, or wknawn)| (1f yes, give waor or datas of ice)
No | romee e | Unknovm Mrg, Leona Henderson -= 1401 F,

Conditions, if ony, -
which gove rise to 5"‘0
obave cause (af,
stating the under- } Ll
g lying cavse last, DUE TO (c)._
e PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disease condition given in PART 1 {a) 19. WAS AUTOPSY
3 . PERFORMED?
2 _ . . , YES[ NO [
=1 2a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | o PART N of item 18.) [
w
o O O O
G| 20c. TIMEOF .Hour Meonth, Day, Year
o INJURY  q.m. .
B pom.
20d. INJURY OCCURRED 2e. PLACE OF INJURY (e.g., inor cbout homs,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD -NOT WHILE D farm, factory, street, offica bldg., etc.) P :
WORK AT WORK T

. Death occurred ot

21.) attended the dececsed from _

GNATURE’

230. BURIALFCREMATION, J
REMOVAL (Spacifr)

23h. DATE

and last suw:

alive on

m on the date stated above; ond to the baxt of my knowledge, from the couses stated.

Waﬂﬁ, 7% mﬁ}\

/6

23c. NAME OF CEMETERY OR CREMATORY

23d. JLOCATION (City, town, or county)

22¢c. ‘Q.A E SGNED

o VE.

_Remova]l. 15/30/ts o , — _Tulsa, Okla. "~
24- NER DIRECT - . DRESS 25. DATE RECD. BY .LOCAL REG. 26. REGISTRAR'S SlGN_ATURE
12 Vine o2l 57 Tplears

{Licensed Embalmes's Statement on Reverss 5ide}
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) STATEMENT BY LICENSED EMBALMER .

[.hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
) . A

> by n_le,-or-by ............................... et reeneeserea e aaans et reeee e iaieaieaarernrareranan

working under-my personal supervision,

Student. :cvvireiiiiiiiir e e Signed .
Bignature of Student Embalmer ' ‘

- e

.. Note The above MUST BE: SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWR[TING (leure
to comply with the above constitutes grounds for revocation of hcense) A

If embalmed by.a STUDENT, he also shall sign in his OWN handwriting.: 1" ~ * - B B - -

If this-body is not embalmed, fact should be so stated above. AN L ~ N _;\ T

. = B . . - . - --
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