i, FH—ED MAR 3 _ 1958 THE DIVISION OF HEALTH OF MISSOURI _,ﬂ%_“58:0055?1 ———————

slfore STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER
lic
vice I _R:gunu_t_l_on District No. / ‘/’f‘ P_ri_n_mr)f_Rggi;rruﬁon Districe Na-._fe.aﬁ_g________ Registrar's No..____ﬁgQ___h
. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Rué'c'l‘.n:u before
o COUNTY Jackson o STATE Mjssouri > @MY Jackson ¢
CEI'RY (If outside corporate limits, give TOWNSHIP only) Inside Limits G- CSI'R:( inside Limirs
TOWN Kansas City Yes [J No[] 1,,L]ﬁ_mw Kansas City Yes[xg No [
EULL NAM%OF {(1f NOT in hospital, give location) | Length of stay in 1b k STREE'gS (If outside, give location) Reside on Farm
OSPITAL OR . ADDRE
HOSPITALOR  Trinity Hosp. 46 Yrs. LE00 Nichols PKwY. vYes[J NelX
| i
3. NAME OF DECEASED First Middle Last 4. DATE Manth Day Year
{Type or print) of
ABBIE JANE HEMPHILL peaTH Feb. 5, 1958
5. SEX 1| 6 COLORORRACE| 7. 8. DATE OF BIRTH 9. AGE (In yeor F UNDER ] YEAR| IF UNDER 24 HRS.
MARRIED[_ | NEVER MARRIED[ ] 10-24-1877 Livndy) Tonths | Days | Reurs Min.
Female White wioowenX] 2. pivorceo[] g0 -

100, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and s1ate or country) 12. CITIZEN OF WHAT COUNTRY?

i, rking lifs, sven if retired) INDUSTRY .
AU e Tipton, Iowa U. S. A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H'U.SBAN[! OR WIFE
John I. Shaffer Martha - - - Wm. P, Hemphill
15. WAS DECEASED EVER IN U. 5. ARMED FGRCES? 16. SOCIAL SECURITY NO.| 17. "{FORMANT Address
Yus, no, n . give war or dates i - - .
{Yus Irarooor unkngw ]I(If yes, gi dates of service) L"95_ 0 9_ 182 A Raymond P . Hem hl 1 1 K . C . MO .

18. CAUSE QF DEATH (Enter only one cause per line for (@), {b), and ().} INTERVAL BETWEEN
PART |. DEATH WAS CALSED BY / ONSET D DEATH
IMMEDIATE CAUSE (o) . .3
Conditions, ifony, . DUE TO (b}° W l m\f mw La’l’_" "
which gave rise 10 }
r
DUE 10 () YA F .

cbove causs (o},
stating the wnder

[1%)
.|
-]
3
o)
o
w
w
[
[+
£
w
a
b
P
=z
] z lying couse last.
. D A= PART H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diseass condition givan in PART ! {a) 19. WAS AUTOPSY
: o fi< PERFORMEQ?
s i YES[] NO
E, % | 20a. ACCIDENT SUICIDE HQOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART It of item 18.)
= Wl
Y O O O ‘
IE g 1 - s
S Y| 20c. TIME OF Hour :Month, Day, Yeor
$ ofs INJURY  am.
‘g : £ p.m.
E g 204. INJURY OCCURRED 30e. PLACE OF INJURY {e.g., inorchouthoms,| 20f. CITY, TOWN, OR LOCATICN COUNTY STATE
R WHILE ATD NOT WHILE D farm, factory, street, office bldg., etc.) ,
4 WORK AT WORK a ’
E o 2}. | attended the deceased from l g 5 8 . 1o g -5-2_ and last ihhhh"haliu on ‘f % < pd
H % Decth oceurred of ) £ m on the dote stated above; and 1¢ the bast of my knawledge, from the causes stated.
‘g ) 22 ATURE {Degres or title) o | 22b. ADDRESS 22c. PATE SIGNED
o
z M. MO | (035 a.ﬁlzeﬂa} 6 el 53
=3 23 BURIAL, CREMATION, | 23b. DATE 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or codtfy) {State)
REMOVAL (Specity) .
+ § Burial 2-7-58 Forest Hill ansas City, Mo.
B 24. FUNERAL DIRECTOR ADDRESS - 25. DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE
L4
ac% Freeman Mortuary K. C. Mo. ..1.,6,5'1{‘ “Prlp e/

{Llconsed Embalmer’s Stotement en Raverse Side)

e =4



@/

- / —

STATEMENT BY LICENSED EMBALMER |
|

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

1

DY M, OF DY oiitiiiiiunireenrrensesreruseesseensnnsseasesensenrenssesncennestnsstassnssnssnssessien ., Student Embalmer No. .........vvvvienns |

SEUAEN ermvrerreiienitseis s et et seceees Signedm..;.'z..‘....

Signature of Student Embalmer e *‘
Licensed Embalmer No. 36)—‘
P. 0. Addtess.}..lt.).-....gn..’... W

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

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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




