7

THE DIVISION OF HEALTH OF MISSOURI

Health, STANDARD CERTIFICATE OF DEATH @ -2
. :;clhn _H“'.Li MAY 2 9 ]958 STATE FiLE NUMBER, ‘)293
I;ubli.l Reagistration District No. ..-___.......{..q{z_.... Primary Registration District No, {-......_ 2o ’ﬂ- - Registrar's No e s b
i 1. PLACE OF DEATH 2. USUAL RESIDENCE {thr- d-:lqsod lived. I institution: Residance bofore
a. COUNTY JACKSON a. STATE MIqu[fRT b. COUNTY JAC Soﬁdml"m"’
. 300 b. CiTY (If outside corporate limits, give TOWNSHIP only) | Inside Limits c.. CITY Inside Limits
1-56 OR ¥ N };ﬁon
TOWN KANSAS CITY egp Moo || ®Udrvoww KANSAS 8TTY YesXi Neo
c. FULL NAME OF (1 NOT in hospiteal, give location)|Length of stay in ib - . . . s
HOSPITAL OR 4. STREET a, give location) Resida on Farm
INSTITUTIONQUEEN OF THE WORLD H 4O yrs, Aohreis 2706 INDTHRK Yero Nob
3. RAME OF First Middte Last 4, DATE Month Day Year
DECEASED OF
; (Type or priny) PINKIE CLEVELAND DEATH MAY 5, 1958
5 SEX y [ COLOR ORRACE |7, warmieo X NEVER MARRIED (] 3 D'}:ino; BIgTH 1900 ‘9. ?ﬂtittgl{_?ngza"? :::c:ﬂlz ID\;E:R her{:fnlz:::s'.
FEMAIE NEGRO. wivoweo [} oIvoReed [ 57 YISla

Corcner caonnot certify to a death due to notural causes.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

L

10a. USUAL OCCUPATION (Giee kind of work done
during moat of werking life, even if retired)

Housewife

106. KIND OF BUSINESS OR INDUSTRY

. BIRTHPLACE (City and atate or country}

Homer, Louisiana

12, CITIZEN OF WHAT COUNTRY}

USA

13. FATHER'S NAME

Oliver Bailey

14, MOTHER'S MAIDEN NAME

\ Laura Grimes

15, WAS DECEASED EVER IN U. S. ARMED FORCES?
{Yes, na, or unknawn) {If yea, give war or dates of prvics)

16. SCCIAL SECURITY NO.

7.

INFORMANT

Address

Doctor, coroner, etc. must use only standard nomenclature in item 18. MNo symptoms will be listed. All

diseases in Part | must be casually related.

Réyall B. Fleming

&S lbo-5F

»ND None Fletcher C, Cleveland 2706 Indi
18, "CAUSE OF DEATH {Enfer only one cause per line for (a), (b), and (¢}.] :g-rsn_\;m. BET::"EEN
PART |. DEATH WAS CAUSED BY: NSET AND DEATH
mEouTe cavet @ CELLULITTIS OF RIGHT THUMB WITHAGENERALIZED
SEPTICEMIA
Conditiens, if any,
which gace tise fo DUE To (5)
ve cause (&)
stating the under- | MULTIPLE MYELOMA
x Iring  cause lost. DUE TO (¢}
=} PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN I PART E(q) 18. '\:EJ;‘-;OA:‘J;%E?Y a2
[
hi ves 1 no
E 20a. ACCIDENT SUICIDE HOMICIDE | 206. DESCRIBE HOW INJURY OCCURRED. (Enler noture of injury in Part I or Part 1 of item 18)
& £ a O
[v]
= 20c. TIME OF Hour,  Month, Day, Year
hi INJURY 4. m.
E p.m. .
X | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (e. ¢., in or ehout home, [ 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT (] NOT WHILE 0 farm, factory, etreet, office Widg., ete.)
WORK AT WORK
217 Lmttended the deceassd from 5- -58 , to -538 and last saw ;“:; alive on 5-5-58
Death ﬁcurred’ at m on the date !!ated above; and to the best of my knowledge, from the cauases stated,
2z WG RE rec or litlely + 0 "[22b. aoDRESS 22, DATE SIGNED
> Py 1133 E. 19th. 5-6-58
23a. BumiAL, CREMATIN, | 236, DATE 2. NAME O METERY OR CREMATORY 23, LOCATION (City, towrn, or county) (State)
REMOQUAL {Specify) -
Buria 5=10~58 Highland Kaps, City, Missouri
24. FUNERAL DIRECTOR ADORESS 25. DATE RECD. BY LOCAL REG. 26. REGISTRAR™S SIGNATURE
DLy ras P el

{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 em
by me, Or by (. iiiiiriirarairrraraeas P ..... , Siudent Embalmer No......... .

working under my personal supervision..

Student ......oiiiiiiiiii e aaans e Signed.. 7. St /é .................... -

Signature of Student Embalmer

. P. O. Address . /}’ny/é

.
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (1

_to comply with the above constitutes grounds for revocation of 11cense) - e
If embalmed by a STUDENT, he also shall sign'in his OWN handwntmg S

If this body is not embalmed, fact should be so stated above. . |-




