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All diseases in Part | must be causally related.

Robert M. Myers

o

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THé DIVISION OF HEALTHRF MISSOURI 58.—-04’?132 7

STANDARD CERTIFICATE OF DEATH

_ USTATEFILE NUMES% .
I {:iLEU JAN 1 9 19596“,“,““_ District No. nypumary Registration Distric_fic: /ﬂ.d’?.-md.. Rag_islmr'sl‘l__ll...m 252;
| | =

1. PLASE OF DEATH 2. USUAL RESIDERCE (Where deceased lived. If institution: Resdide_nc! before
e. COUNIY JaCkson a. STATE MO b. COL&gckson admissio
b. CgRY (H outside carporote limits, give TOWNSHIP only) Inside Limits c_" C:)TY Inside Limits
- R
rom_Kangsas City Mo X0 [g#orom  Kapsas City Mo Yl Nl
c. FULL NAME QF {If NOT in hospital, give location) [ Lengrh of stay in 1b d. STREET 61’1—0 (If ourside, give location) Reside on Farm |
HOSPITAL OR ADDRESS
mstituion Trinity Lubheran 40 yr1is BAB0 Charlotte | v«=XnO
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Y ear
{Type or print} OF
Clarence Sequoyah Hamilton OEATH  12-31-1958
5. SEX ° 6. COLORORRACE| 7., 0100 EVER MARRIED[] 8. DATE OF BIRTH 9. AGE (In yaars JFUNDER | YEAR| IF UNDER 24 HRS.
M w WIDOWED ) DIVORCEDD 7r-29-lg98: 60::! birthday) | Manths | Days Hours ] Min.

100, USUAL QCCUPATION {Give kind of work done

11. BIRTHPLACE (City and state ar country)

12. CITIZEN OF WHAT COUNTRY?

"Iob. KIND OF BUSINELS OR

duri, Q. f working Life, even if ratired INDUSTRY

Off{ce "Mes Az}épéaaLZLliiﬂgﬂkt Oklahoma Usa

130. FATHER'S NAME 13b. M#ER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Wallace M. Hamilton May Dobson Lucile Hamilton

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

[Yn.f.engnknq\m)l(lw gi£ winr dates of sarvice}

t6. SOCIAL SECURITY NO.

17. INFORMANT Address A U MO

487-10-8515 Wife- Lucile Hamilton,6140 Charlot

18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and (c).}
PART i. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

Conditions, if any,

. INTERVAL BETWEEN
ONSET AND DEATH

Uy -

which gove rizs to
above couse (a},
stating the under-

} DUE TO () _&4::1\_‘-@4‘%

A4

\ WNANIrA,
D_ M.».Hl m\

% Iylng couss Fast. DUE TO (C)
= PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated to the terminal diswase condition glven in PART | {a} 19. WAS AUTOPSY
3 ‘ PERFORMED?
: [N YES[] NO[]
k| 200, ACCIPENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
]
v a o g
é 0c. TIME OF Houwr Month, Doy, Year
(A INJURY a.m.
x p.m.
20d. INJURY OCCURRED 2e. PLACE OF INJURY (e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, .ctory, strest, office bldg., etc.)
WORK AT WORK a

21. | crtended the deceased from l q 5 ) . to ?I

Deoth occurred at

and last sow him alive on ! l & ha '5 9

)9 < ) 53 g
m on fhe date stated above; and to the bast of my knowladge, from the causes stoted.

22a. SIGMATURE {Degree or title} ]

v M D

22b. ADDRESS

16025 Quattta Bloa.

22c. DATE SIGNED

L JemSq

230. BURIAL, CREMATION, | 23b. DATE Z3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State)
EMOV AL (Sgecify)
Burtdr ™ 1~3-59 Floral Hills Gardens Kansas City Mo

24. FUNERAL DIRECTOR ADDRESS

Floral Hills Chapels KansasCity

Mo

25. DATE RECD. BY LOCAL REG.

25. REGISTRAR'S SIGNATURE

{Licensed Embalmer's Stotement 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 embalmed
, Student Embalmer No. ...........0.......

by me, or by

working under my personal supervision.

o] e L] 11 AR Signed .,,........./ ...

to comply thh the above constitutes grounds for revocation of license). -
1f embalmed by a'STUDENT, he also shall sign in his OWN handwrmng - - Lo )

If this body is not embalmed, fact should be S0 stated above

.—-L-—'




