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NG UNFADING BLACK INKE—MAKE A PERMANENT RECORD

WRITE PLAINLY—TUS!I

THE DIVISION OF HEALTH OF MISSOURI 8218 v

FILED APR 14 1955 STANDARD CERTIFICATE OF DEATH State Filg No....,
Hern wo. /27 F =575 nee. oi5r. wo. /gz PRIMARY REG. D1ST. 0. L0 0L+ Repistearano.. 1 1O
1. PLACE OF DEATH : 2. USUAL RESIDENCE (Whets decessed lived. If Instivutlon: residence befors
a. COUNTY a. STATE . . b. COUNTY sdantmion).
Jackson - Missouri Jackson
B CITY (I outedde corpurmte Limite, writs RURAL and gire c. LENGTH OF ¢. CITY (If cusaids sorporate llests, write RURAL and give townabip)
OR . . rownabip)| STAY (in this plaee) OR R . .
TOWN Kansas City 14ife TOWN Kansas City, Missouri ;%
1
d. FULL NAME OF (If 208 Lo bempital or Institution. give strest sddress or location) d. ASDT§ (If raral. give bocation) 9"{ m
msnrunoust Vincent's Hospital W 2624 Tracy
3 NAME OF a (First) b. (Middle) e (La‘st) i | 4 DATE (Moath)  (Day)  (Year)
fm’“’"ﬂ” Valerie - Denige Gibbs DEATH  Mareh 9, 1955
5, SEX 2 | §. COLOR OR RAGE | 7. MARRIED, rg%gclgsnmm.) 8. DATE OF BIRTH I 9. AGE (o yen| ¥ @tes ) Foax | @ oo o
. (Bpectty, ' birthday Days Min,
Female Negro |jever married | Margh 9, 1955 | il 14
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- | 11. B ¢
done during most of working ﬂl‘.mﬂroti::'d) - DUSTRY | - h‘bol%r?n oﬁd'? ! o Iz.cglrJTN'Tzﬁ,{'?F WHAT
infant St. 1ncen‘t s Hospital U.S.
“ls.._FATHER'S NAME 13b. MOTHER"S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Larl Houston Gibbs Erma Harie Butner none
15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' 5 5iGNATURE OR NAME RES
{Yws, 0o, o7 gnkoowo) (Ilu,dnmmd.u—dwvlw NO. . . ’ 26&4 éy
no _ nene Erma Marie Gibbs, Mother
18. CAUSE OF DEATH MEDICAL. CERTIFICATION m'mmu. mwml
| Enter only cnecsuseper | !, DISEASE OR CONDITION . ONSET AND DEATH
ine for (s}, (b), and {y | DIRECTLY LEADING TO DEATH® ) Undetermined
+This does not mean | ANTECEDENT CAUSES
the thode of dying, such | Morbld conditions, if eny, gising oieto v _Partial phtthonsryiatelectasis
& beart falture, asthenia, | rise o the above cavsr (o) satin .
e It maems he di. | (e undeiying coutelolh Prolapsz of ambilical ¢o AL
eaae, infury, or complica- DUE TO (¢) rrolapss amal i A
ton ich csaed dec. |11 OTHER SIGNIFICANT CONDITIONS " Pro1apse of umbilical cord dur iy AN
related to the disease oy condition crueing death. the “2nd stage of labor(clinical
‘19a. DATE OF OPERA-' | 195, MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION - .
" ~ YES @ RO D
‘|l 21a. AcCIDENT (Boeclty} 21b. PLACEOF INJURY (a.£.. inerabous | 2lc. {CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE . - homs, farm, tactory, sireet, oBow bidg.. st0.)
HOMICIDE
21d. TIME (Mouth) (Day} (Year) (Houn | 2la. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
: WHILEAT ] NOTwhILE
INJURY WORK AT WORK
2. ] hereby certify that I atiended the deceased from _3=9=55 19 1o 3-9-55 ,dhat I last saw tKe decensed
_aliveon _3-9=_____ 1855 , and that death occurred a110: 30 o, from the causea and on the date stated above.
SIGNA Wu %,}ch:b? DRESS 2. DATE SIGNED
] OALALCREMA- 24b. DATE 24c. NAME O ET ERE OR CREMATORY (Olty. ﬂtmtﬂ (Btah)
j‘/j‘ﬂ
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE zs FUMERAL DI n:crou annn
3-/6 -8 “W W
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STATEMENT BY LICENSED EMBALMER

I hereby certify % whose mee side of this certificate was embaimed by me, or bymeroe

: . - Student Embalimer No.,..... Crerssrrrassseua
working under my persona! supervision.
Signed.._%é_ﬁ_mﬂ\.d% i‘f"’/ C~
Signede.eccneass aeaesierennenas teesrraens PS— 30?7
Student Embaimer _ Licenzed Embalmer No y

P. 0. Address_.«m.em.........

Note: The above MUST BE SIGNED BY>’HE LICENSED MALMER in his OWN HANDWRITING. (Failure to comply 1
the above constitutes grounds for revocation of license.)

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




