Coroner cannot certify to o death due to natural-causes.

USE ONLY BLACK INK OR RIBBON TYPEWRITE |F POSSIBLE

diseases in Part | must be casually related.

Doctor, coroner, etc. must use only standar
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STANDARD CERTIFICATE OF DEATH

- ZE Fll.E NUMBER
_____ Z_S.__.é....__..anary Registration District No. 3__._0 2 Regisnmar's No. Z C

FE R Pl T IR Wi

Il r iy il

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived. If institution: Residence bafors
b. COUNTY JackSOnuﬂmlnlnn)

o COUNTY Jackson o STATE Missourl
b. CITY {If cutside corparate limits, give TOWNSHIP only}] Inside Limits c. ClTY ,Sb Inside Limits
ORrR
TOWN Independence YoX& Nen R . Independence”] v Yedk Nom
c. ﬁgls.‘l;!;l:l}:\EORDF {1 NOT inhospital, givelocation}|L ength of stay in 1b 4 STREET If outside, give location Reside on Farm
r
smirution 421 E, Lexington [ < 40 Xrs aopress 421 E. Lexington Yesd Neg'
3. NAME OF First Middle Lasxt 4, DATE Monm Year
DECEASED > OF
(Type or print) Garf:l.eld COJ-GmBn DEATH d 1957
5. SEX p 6. COLOR OR RACE 7. 8. DATE QF BIRTH 9. AGE (In years | IF UNDER | YEAR |IF UNDER 24 MRS.
o hit marrieo}0] NEVERMARFEEDD fast ’gﬂhdﬂv.‘l Months | Dawe | Hours | Min.
Male 8 wiowep [} mvorceo [ 2 Feb 1881
-[10a. usuaL occuPATtonksGia; kind ofui,ork dmé; 105 KIND OF BUSINESS OR INDUSTRY | 1. BIRTHPLACE (City and mtato or countey) / 12. CITIZEN OF WHAT COUNTRY?
! 1, retire . . .
Hels "Hatmer’ " Farming Winslow, Indiana Ue S

13. FATHER S NAME
Sylvester Coleman

14. MOTHER'S MAIDEN NAME

Malessie Hayden

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?

(Yes, aﬁa unknawn) l [t/ vugl'u wxar dukx! aervice)

16. SOCIAL SECURITY NO.

490 09 3232

17. INFORMANT Address

Mrs,. Els:Le Goleman 421 E. Lexington,.

PART |. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (@)

18. CAUSE OF DEATH [Enter onlp one cause per line for (a), (b) and (¢).}

INTERVAL BETWEEN

ONSEJ AND DEATH, :

aprAe.

( Con. fovomican )| afpoc=_

v

{ T

Conditiony, if eny. DUE TO (b)
which gave rise fo

abote couse (8)

stating the under- .

iiting catise last. DUE TQ (c)

PART I}, QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a}

T3, WAS AUTOPSY

PERFORMED?
ves ] no - i

M2l

MEDICAL CERTIFICATION

20a. ACCIDENT SUICIDE HOMICIDE | 200, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in FPart I or Part M of item 18}
| O ]
20c. TIME OF  Hour Month, Day, Year
- INJURY a. m. -
p.om.

#0d. INJURY OCCURRED

WHILE AT D NOT WHILE
WORK AT WORK

20¢. PLACE OF INJURY {e.
farm, factory, street, office bidg., efe.)

., in or about home,

20/, CITY, TOWN, OR LOCATION COUNTY STATE

i Fa

2Z2a. SIGNATURL

Yminee &. Lrld,

O

ra il
21. I attended the deceased from ‘_%\_’.\_A_ﬁ_w% —_Méyﬂnd Jaat zaw hl:..’",e on. M
Death occurred at 7? f= _m on the date stated above; and tofthe beat of my knawhdﬂ;’é%m the causes stated.

{ Degru or mm

220, ADDRESS /o fd g o s atln

22¢c. DATE S/

, o
23a. BURIAL, CREMATION. |23b. DATE z:k. NAME OF CEMETERY OR CREMATORY U 23 LOCATION (City, towrn. of county) (S:atr) .
R S, y . !
Burial ™" | 3-26-1957 Floral Hills Kengas City,  J#ssouri

24, FEENERAL DIRECTOR ADDRESS

25, DATE RECD. BY LOCAI:‘REG.

Floral Hills Mem, Ghapel Inc K. C. M |3~

K&E};hun S sncnnun/@u
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{Llcensed Embalmer's Statement on Reverse Side}
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'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

working under my personal supervision.. -

+

LTt LoL - PO Signed.m ... 9‘ ... R s,
] Signature of Student Embalmer
- Licensed Embalmer No%g.é

. " A o oo P. O. Address” txd c

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

L 16" *omply with the above constitutes grounds for revocation of license}). L .
: - If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
PR If this.-body is not embalmed, fact should be so stated abovg. e

.




