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DEPARTMENT OF COMMERCE
Buniay of tug Consus

Registration District No.....oorvsenverdn-

THE STATE BOARD OF HEALTH OF MISSOURI _ %

STANDARD CERTIFICATE OF DEATH -
6 Primary Registration District N u_z_._é...g,?—_f

B e
;_g, . L . “aTh
N s

Swate File No 131-5’? v -.{: -
resoreno.. 1680

1. PLACE OF DEATH:
JacksoB
Kansas City

(If outside ¢iLy of town limits, write “RTJRAL” and name of township}
(¢} Name of hospital or institution: /

118 N, Bellsire

{If not in bospital or institation, write strest nuzmber or location)
(d) Length of stay: In hospital or institution

L7 years

(a) County
(b) City or town

{Specily whather

In this community
yeurs, months or days)

2. USUAL RESIDENCE OF DECEASED:

() State Mo‘ (b) County. Jackson %{f
@ City or town Kansas Chty -~
(If omside city or town limits, write “RURAL™)
(d) Street No 118 N. Belleire A
{If rural, give location)
(¢) Citizen of foreign country? No {Yes ar No)

If yes, name country, ...

3uf8 FRINT  GEORGE L. HAMPTON

MEDICAL CERTIFICATION

TS > Sol e 20, DATE OF DEATH: Month__ APTAl 4 6
. veteran, 3. (¢ ia) urity
No None year 191"6 hour. 5 minute 15 P, M
name War. No
21, by certifly that I attended the deceased from
M 1 ﬂ‘l §. Coloror & 6. (2) Single, widois&ed. mame&. ry 19,# to. 6 19 g (-
ale 1te . arrie A 4y T e
4 S E—— divorced / that I last saw h.z==s . alive on _W%( ‘ 10___%
6. () Name of husband or wife..——— ... 6. (¢) Age of husband or wife if [| and that death occurred on the date’and hour stated above. Duration
T
Rosalee alive___._,_ll:.-.,__._.yeara lmme%:e cause uf death st
7. Birth date of deoeased...........Au}fu&t,#lg‘,,..18.7%............._.._............... o ..o 7 »
(Month) . (Day {Year) ) :
8. AGE: Years Montha Days If less than one day Due :o_,é%“———"\ LY ?,!,.-
72| 7 17 L w min
Due to 2
9. Birthplace Mo. 1.
(City, town, or county) (Stata or foreign coantry)
B , - Other conditions.
10, Usual occutpation. Build ing Contra(:tor = {Include preguancy withis 3 mouths of death) ‘
11. Tndustry or business..... o0 AL i PHYSICIAN
- jor findings: .
g 12. Name._sIohn Ha mp ton Of operations__. ‘I-‘D“’J Underline
ﬁ 13, Birthplace Va. / % theiggsc ng
{City, tows, wfqmtr) {Stats or forvign oountry) Of autopsy. :rho uldeabe
g 14. Maiden name aryiin ' : ata
1 tistically.
§ 15. Birthplace ti— 5 (Squ! : O::il“g 22, If death was due to external causes, fill in the following:
16. (@) Int'orm(;’r:.f' Lenore Thomas ' ’ 4 (a) Accident, suicide, or homicide {specify)
() Address 118 N._ Bellsire. {5) Date of occurrence
17. (@ Burial (5 Date thereot. .|| @ Where didinjury occur? iy o iorar T Commins o
(Berial, cromation, or recoval) (Month) (Day) (Your) (&) Didinjury occur in or about home, on farm, in industrial place, in pubhc place?

-

(¢) Place: burial or crematiod Mt, Yashi ngton COmEtery
18. {a) Signature of funern! dincmr...__t.-H.n.__Bl&Q kman___&__Son,___J

)]
19. (a)

{Data received lucal rexistrar)

(Sml': type of place)
— 3 M

e * While at work?, eans of injury . ...

City, M ol
AL T L e W 4
D, & i {Registrar's signatdfe) T Address__J ‘2' A 2 »

{Licensed Embalmer’'s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

Registered Apprentice No... ,

ngnede

working under my personal supervision.

P(é). Address /L -

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER ln'hls OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revoeation of license.)

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

4 P

-



