No. 300

10.40

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

FILED FEB 26 1949

BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. m._ﬂ_Lnlmav REG. DIST. n.% Regisizar's No

(_ A
State File No.._...‘.'. 4\303

208

1. PLACE OF DEATH 2. USUAIL. RESIDENCE (Whers d d lived, If fosti raeid before
a. COUNTY a, STA . . b. COU admimlon),
Jackson Tﬁ’[lSSO‘LlI‘l Platt £
b. CITY (If outetde corpurate Hmits, wtte RURAL and give ¢. LENGTH OF || c. CITY (If outeide corporata lirnits, write RURAL sad give townahip) L
OR townahip)| STAY (in this place) OR 3
TOWN Kansag City 44 yr TOWN Northern Heists Mo,

d. FULL NAME OF (If aot in hoapital or § ion, give streot addres or L d. STREET {11 rural, give location)
HOSPITAL OR ) ADDRESS /
INSTITUTION. St HE aArvs H N’m’m@
a'gsl}shéﬁs%% 6. .(Fimt). b. (n_ndd.le) c. (Last) 4. DA"rr'E “ (Mouth) (Day) (Yean
trypeor Pty Phillip Joseph Gilliam DEATH Jan. 31l 1949
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE QF BIRTH 9. AGE (In years| o noem 1 vEAR | & UwDER 4 kS,
/ . WIDOWED.. DIVORCE {Bpecify) . ' last birthday) Mmﬂh, Days | Hours | Mia,
Male VWhite Married Aoril 30, 1893 55 l
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Stats or forelgn country) 12. CITIZEN OF WHAT
done during moss of warking 1ife, sven if retired) DUSTRY / COUNTRY?
HoistingFEneginering! xxx Kansas City Kansas U.S.A.

13b. MOTHER'S MAIDEN
Beatrice C

13a. FATHER'S NAME
Lonord Gilliam

14. NAME OF HUSBAND OR WIFE

I5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | {7. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes.no.or unknowa} | (If yea, give war or dates of servios) NO.

No None 1495-072-733 Thomas Gilliam R.B.2 Tiherty Mo,
19. CAUSE OF DEATH : MEDICAL CERTIFICATION INTERYAL BETWEEN
 Enter only cnecauseper | |- DISEASE OR CONDITION ‘ u - ONSETAND DEATH
line for (2), (b}, and () § DVRECTLYLEADING TO DEATH®(4) AfAsca :

*Thiz does not meon | ANTECEDENT CAUSES Z E g ! é 3 )
the mode of dying, such | Morbid conditions, if any, giving DUE TO (b} :
a2 beart fadltre, asthenia, rize to the ebove cause {a) sating
de. It means the dia.'| the underlying couse last d
eate, infury, or complico- DUE TO (¢) L _.1.6&‘—# .
tion tohich caused death, | 15, OTHER SIGNIFICANT CONDITIONS ~ = ~— ° - / ’
Conditions contributing o the death but not J”LQ
velated to the disease or condition eauring death. )
19a. DATE OF OPERA- | 19b.. MAJOR FINDINGS OF OPERATION [ L ’| 2. AUTOPSY?
TION
| . ves [J o [J

21a, ACCIDENT (Bpecity) 2156, PLACEOF INJURY (ex.. Inorabomt | 21c. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE home, farm, {sctory. srest. offiow bidy., eve.) -7 v

HOMICIDE . .
21d. TIME (Month) (Day} (Year) (Hoar) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

WHILEAT[™] NOT WHILE
INJURY = | “wonk AT WORK

18 that I last saw the deceased

(Degros or m.lo) ‘}

Q _ Q Owens

2. I hereby certify Vtha.t I.attended the deceased from %, IB_Qz, to %“_‘_l/_‘, .‘t?_,
M%%, and that death rred at S:40 A , Jroth the couses and on the date stated above.
”‘m '

23b. ADDRESS 23c. DATE SIGNED

039l By £°C Na.  |1~3/- 87

BURIAL, CREMA-
TION REMOVAL (Bracity)

24b. DATE

24c. NAME OF CEMEFER\' OR CREMATORY

24d. LOCATION (Clty, town, or county) (5tate)

Burial Feh,3, 194 ®ast Slone Cem North Kansss O3ty 13oca,
DATE REC'D BY LOCAL | REG 'S SIGNATURE 25 FUNERAL DIRECTOR'S SIGMATURE ADDRELN = L
REG. h
ll-3-92 ,@4“9 FHoosza. | Morton-smit I oy
= (Licensed Embaimar's S ot K Side) N




—

STATEMENT BY LICENSED EMBAILMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embaimed by me, or by {

. _ , Student Embelmer No.

STgned . ..cuceeeenstisssrrsaasceannncnrsssnanss Licensed FEmbalmer No. .?Zﬂli/

Student Embalmer
: P. O. Addrcss.%.d/é_. o T oot ot

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

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

PR

working under my personal supervision.

+ -




