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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE
Buasau OF THE CENSUS

ILED SEP

}}WTANDARD CERTIFICATE OF DEATH

STATE BOARD OF HEALTH OF MISSOURI

26630

State File No.._____ .. ———
a5t

Registration District No.___. Primary Reglstration District No /a o , Regisirar's No
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
(a) County_.._I_&Qk.ﬂQn (a) State Mi BS 0111‘1 (b) Coumy Jac k&on 9 1{-/
(b) City or town.._...}g.ﬁp_ 3 o,
de rlly o tawn li &J. .ﬁ‘ﬁ-%ﬁ;ﬁ‘t #and name of townahip {¢) City or town Kensas Cit y -
{¢) Name of hospital or institution: J {I{ outside city or town limits, write "RUURAL") j/
SR l.d:bsp tal ~re || () Street No. 70l-Penn
(1f 5ot in hopital or institution, --iu gnmrg 7 émﬁaﬁ) (iT raral, giva looation)
(d) Length of stay: In hospltal or Institutic = . no
Years {Specify whether || (&) Cltizen of foreign country? (Yea or No)
In this community
yours, muntha or days) 1f yes, name country.
3. {a} PRINT MEDICAL CERTIFICATION
al
FULL NAME — —CECIL TEMPKING
0. DATE OF DEATE: MomnAUgUSt ... 20
3. () If vereran, 3. ;g‘ng-gj 2 7] year. 1945 bour_ 3230 PeBmute M
e e e P R 21, I hereby certify that I attended the deceased from 8"‘ 249
2 5. Color or 6,5(@) Singlog widowed, martied. 1. ta B=20=-45 s
s Sex. Male &7 e legro y ATdOTEr Y that 7 last saw h___L11%iive on B=20445 19...;
6. (5 Name of busband or wife.... 6. {c)VAge of husband or wife if }| and that death occurred on the date and bour stated above. Durati
Nroiran
alive . years Immediate cnuse of death,
7. Birth date of deceased 8-7-92 Urenia
(Mgnth) (Day) (Year)
8. AGE: Yeare Months Days If less than one day Due to chroni c_Ne phrit is
53 o | 13 ) f
= 2% | pee 1o B¥pertensive Heart Disease
9. Birthplace Texas .___/_ with de compe nsation
{Cicy, town, or eo,.ntr) . _ (Suate or forsizn conotry) T
Other condltionn z -
t0. Usual ocenpation .. u" " al a‘ BEAE ¢ | S '_(l?cl_-da_pru.n:nnlcy witbin 3 months of death) L/
11, Industry or businesa__ J| § 1\’"‘ Yo5.. H’ale | Lk b ] A FHYSICIAN
= Mag:fr findings: I At —
u Derations.
E 12. Name ... Bnhethnpk ns N T [ o vLoe o1 | Underline
13. Blrhplace _Liigmximm fihe cause to
% 0 e Maiden pame BATEHSEBYE . (uerfclocman) f Ofautopsy thourld be
. name. N 4 sta-
E Miszouri { ]tlstimlly.
g L 15. Birthplace ((.‘-lu town, wumnu) T {Btate or forelgn country)} 22. 1f death was due to external causes, fill in the followlng: c
16, (a) Informant - - Becard: Glerk - (o) Accident, suicide, or homicide {specily)
A B (3) Date of oceurrence
® Adges >, Gan' Hosp. #R . j o o
17. (B) (5) Date thereof. ~ 2 jr {e) Where did injury ? (Clty or town) (County) (Seate)
e -~ 1 2]
(Burhl cremation, r-mwll) (Month) (Day) (Yesr) () TMd injury occur in or abotit home, on [arm, in industrial place, in public place?
(¢) Place: burlal or cremation.. LA/ ¥ MAMELS W L/ SR rien.r.
type of place)

19. (a)

18. (o) Signature 1 dir
® ?M E?'
2 X-YS o

(Dats received lucal reristrar)

(MDorutheﬁ:

ﬂ Date signed............. —

("nﬂﬁll"ll"l sirnstare - i _...._...._m M -

{Licensed Emboalmer’s Statement on Reverse Side)
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STATEI\IENT BY L]CENSED EMBAI.IHER ) '1 '.i
) A .
| co ;
1 hereby certify that the body whose name is recorded on the reverse snde ol' this cert:ﬁcate was embalmed by me, or by A
o . L
§
: Reglstercd Apprentlce No ; L W
working under my personal supervision. . ) ) . :
S:gned..-...g / S A A /o il s Oy ST
- - Llcensed Embatmer Ncr 4 . .

) S P\‘ 0 Addrﬂ: ;
Note: The above MUST RE SIGNED BY THE LICENSED, ER]BALN[ER in hls OWN HANDW'R!T%G (leure to comply with -
the above constitutes grounds for revocation of license.) ° .;5, o ‘ .
If this body is not embalmed, fact should be so stated above. . e




