THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH State File Novnmn

REG. DIST. NO. [ZZ PRIMARY REG. DIST. N0. Z OO 2 Foivtrar's No

8266

. No.300
10.48

‘HLEBMAR 292 1959

"BIRTH NO.
g [. PLACE OF DEATH 2. USUAL RESIDENCE (Whers descased lived. [f institution: residence befors
00 a. COUNTY a. STATE b, COUNTY adinisaion).
D‘ Jacksan _ Migsonrdi Jackson
. b, CITY f outslde corporats limits, write RURAL and give c. LENGTH OF c. CITY (If outside oorporats limits, write RURAL and give wwn.mp)
townabip) | STAY (la this place) OR
TOWN Kan TOWN Kan nsas Ci ty L\
d. FULL NAME OF (If ot in hospital or Lostitation, give sireot address or locstlon) d. STREET (11 1ural, ghve location) Th N 0
HOSPITAL OR L ; ADDRESS éﬁ“
INSTITUTION Geherat Hospital #2 1333 East 17th Street
3. NAME OF a. (First) b. (Middle) <. (Last) 4. DATE (Month)  (Dey)  (Vear)
{ Type or Print) William Bluford DEATH 3.10-52
5, SEX ; 6. COLOR OR RACE | 7. MARRIED N;E‘\fng{CMBRRIED 8. DATE OF BIRTH Q-hA.GE (I::;)-rl J ﬂ?lu;l.n ID'I':M I UNDER b WIS,
(Bpecify) t on ays [ Hours | Min.
Male Negro ;ﬁl owe Al 10-26~79 3 | l

102. USUAL OCCUPATION (Give kind of work

10b. KIND OF BUSINESS OR IN—
DUSTRY

1. BIRTHPLACE (State or foreizn sountry)

12. CITIZEN OF WHAT
UNTRY?

line for (a), (b), and (¢}

*This does not mean
the mode of dyfing, such
as heart failure, asthenia,
eic. It medna the dis-
ease, injury, or complica-

DIRECTLY LEADING TO DEATH® (o)

ACUTE UREMIA

done during most of working Life, sven if retired)}
nown Leavenworth, Kansas erica

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

William Bluford Mollie — ] Unknown
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes, 0o, or unknown) | (If yes, rive war or dates of service) NO.

No — Stella Lackey 1225 State {XCKN)
18. CAUSE QF DEATH MEDICAL. CERTIFICATION INTERVAL BETWEEN
. Enter oniy opecauseper | 1. DISEASE OR CONDITION ONSET AND DEATH

ANTECEDENT CAUSES

Morbid conditions, if any, giring DUE TO (b)
rise to the above cause (e} stating
the underlying cauae last.

DUE TO {¢)

CHRONIC INTERSTITIAL NEPHROSIS

tion which caused death,

Ti. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death dut ot
relaied to the disease or condition cansing death.

X
o

G TUUNFADING BLACK INE—MAKE A PERMANENT RECORD

19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
TION
. YES E] NO D
21a. ACCIDENT (Bpecity) 21b, PLACE OF INJURY (e.g. dnorsbout | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY} (STATE)
SUICIDE bome, farm, factory, street, offfics bldg.,e10.)
HOMICIDE
2id. TIME {Month) (Day) (Year) (Hour) 2le, INJURY OCCURRED 211, HOW DID INJURY QOCCUR?
OF WHILEAT[—} NOT WHILE
INJURY WORK AT WORK
al I attended the deceased from 12-22-5% , 19 to 3=10-52 19, that I last saw the deceased

, and that degth occurred al L_lB_ﬂm , from the causes and on the date siated above.

23c. DATE SIGNED

WRITE, PLAINLY—USIN

2a. SIG Helegron or title) | 23b. ADDRESS
0 . : it 600 East .22nd Street - 3= 10 52~
24a. BURIAL, CREMA- | 24b. DATE 24z, NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or county) (State)
TION, REMOVAE isa.dm . .
L/ exova Mar, 10-62 Fairview Liberty,- Mo. .
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE 25, FUN EIMIC ﬁ{ﬁFgBﬂlﬁcﬂ& 185! Lib“ggw MO
. - ‘ b ] -
R/ N MNerlsetas _

(Licensed Embaliner’s Staterment on Reverse Side)




STATEMENT BY LICENSED EMBALMER

Y hereby certiiy that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or 1)

. . . ' Student Embalmer No..v.eesssnansnnnaaas PR
working under my personal supetvision. W
sm.m
T T - \ kk.u\_\\\.
Student Embalmer 2 ' Licensed Embalger No

" P,..0O. Address Mbb\ o

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in kis OWN H.ANDWRITING (le@to comply wit
the above constitutes grounds for revocation of license.)

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

+
. o ' .




