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All diseases in Port | must be causally reloted.

L. M, Tillman

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

g

mﬂnmﬁon District No.

Primary Registration District No.

STATE FILE NUMBER
/S oA

010 .

Registrar's No, _f

1. PLACE OF DEATH
a. COUNTY

2. USUAL RESIDEMCE (Whare deceased livad. If institution: Residence befoia
a. STATE b. COUNTY ﬂdm'l!"?}

Jackson Misgpurd Jacksgon
b. C|TY {If sutside corporate limits, give TOWNSHIP anly) Inside Limits CITY inside Limits
TOWN Kansag City  [resk N[ ff’EraTowN Kangas City Yes® No[]
<. Eg;}h?:f%gi: {If NOT in hospital, give location) | Length of stay in 1b I d. STREET {If outside, give location) Reside on Farm
ADDRESS
wsTiTution 805 E, 8th, St out 50 yra. 805 E. 8th. St. Yes 7] Nof3g
3. NAME OF DECEASED First Middle Last 4. DATE Month Doy Yeor
{Type or print) OF
HORACE Hi11 oeat Aug. 18, 1958
5. SEX 3~ | 6 COLORORRACE]| 7. waRRIED] ] Never marmieo[]] & DATE OF BIRTH 9. AEE. Si,:n,‘;:;; ::‘r:aswg::m l:nl::DER 7:_:_&'5.
Male Negro woowenX| 2= oivorceo[ ]| July 14, 1882 6 l

10a. USUAL QOCCUPATION (Give kind of wark dane

nng muu of working life, even if ratired)

10b. KIND OF BUSINESS OR
USTRY

11. BIRTHPLACE (City and stote or country)
Pl

12. CITIZEN OF WHAT COUNTRY?

Labs struetion Work | Fayette, Mo. J.S.4A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME I 14- NAME OF HUSBAND OR WIFE .
Fred Hill Priscilla Ascroft i :m_orence Hill

15. WAS DECEASED EVER IN U, §. ARMED FORCES?
(Yo}rn, ar unkmwn]'(” yus3, give wor or dates of service)
(s}

16, SOCIAL SECURITY NO.

490-=16-5527

17. INFORMANT Address

M rg. Georgia Armisted - 1220 Euclid

18. CAUSE OF DEATH (Enter only one cause.
PART 1. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o)

per ligaafor {a), (b}, agd (c).)
@ L A‘"ﬂ/d_ﬂﬂﬁ M £

INTERVAL BETWEEN
ONSET AND DEATH

Conditions, if any, DUE TO (b)
which gava rise to
obave causs (a).
stating the wnder- } qg‘o
5 lying couse last. DUE TO {¢)
= PART I). OTHER SIGRIFICANT CONDITIONS CO IBUTING TO DE but not related to the termingl diseass condition given in PART | {a) 19. WAS AUTOPSY
b -~ - PERFORMED
& ¢ YEs[} nNo[H 3
21 2e. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCLMED. {Enter nature of injury in PART | or PART Il of item 18.) -
w
v O O O
'; c. TIME OF  Hour Month, Day, Year
a INJURY a.m.
1 p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor obout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, uctory, street, office bldg., etc.}
WORK AT WORK
21. | attended the deceased from ) and last sow :;:1 olive on

Death occurred of

m on the date stated above;

ond to the best of my knowledge, from the couses stated.

[ 22a. SIGNATURE

b. ADDRESS

/6 /g

22c. /TE SIGN

236. BURIAL, £REMATION,
REMOVAL (Specify)

8/21/158

23c. NAME OF CEMETERY OR CREMATORY

Blue Ridge Lawn Cemetery

23d. LOCATION (City, tewn, or county)

Kangas City, Mo.

{ Slsn)

ADDRESS

S

25. DATE RECD, BY LOCAL REG.

25. REGISTRAR'S SIGNATURE

FPro-s8& dhlva Pne ooy

{Licansed Embaimer’s Stotemen? on Reverss Side)




PR

STATEMENT BY LICENSED EMBALMER

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

By M, OF DY i et e e e st , Student Embaimer No. ...........c.ov.en.

working under my personal supervision.

Signature-of Student Embalmer
T o Licensed Evbalmer No...3078..........
P, O. Address1212 Vine..S8%.,.Kan

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

..




