Health,
Welfore
Public

Service

LOCTOr, COroner, ofC. MUSE uso ONiy standarg nomenclature 1n Item (Y. No symptoms will be listed.
LISE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be cousally related.

L. M. Tillman

I.‘LED APR 2 0 1859g|srmtlen District No. k,;__,,____(_gz ______ Primory Rn!istraﬂo-n Dislriﬂ.[_g.aées__-____ chistrcr's No..

THE CIVISIOM OF HEALTH OF MISSOURI

59-013321

STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER )

1200-

{Yes, no, ot uﬂknqvm)l(lf yas, give wor or dates of service)

MEDICAL CERTIFICATION

PART 1.

Conditiens, if any,
which gave rise
abova cause (a),
stating the under.

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

IMMEDIATE CAUSE (e}

|

DUE TO (B)

1. PLACE OF DE.:TTH k 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence b)eforu
a. COUNTY on o STATE ) b. COUNTY admi ssion
acks Missouri Jackson
b. CITY (It sutside corporate limits, give TOWNSHIP enly) Inside Limits . CITY laside Limits
TOWN Kansas Gity Yes B Ne [ || ;,QG Tg\':’N Kanaas Citv Yes@ Ne []
c. FULL NA{‘I%EF {If NOT in hospital, give location) | Length of stay in 1b - d. ST%%EIEE'ES (If outside, give location) Reside on Farm
HOSPITA AD
iNsTiTUTIoN 2006 Wabash Intnenm 2006 Wabash Yos [] No[x
3. NAME OF DE)CEASED First Middle Last 4, DATE Month Day Yaoar
(Type or print [*]
HOSE HAMPTON oeath  April 1, 1959
5. SEX 1| 4. COLOR OR RACE T'MARRIEDD NEVER MARNEDE] 8. DATE OF BIRTH 9. AEE, Si,.':;:; 1::::4}3512;\:“ If{nUN.DER 2;::}25.
: s bir n a or X
Male Negro winoweo[] oivorcen[ ]| Jan 8, 1917 ] I
10e. USUAL OCCUPATION {Glva kind af work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City end state or country} 12. CITIZEN OF WHAT COUNTRY?
rin rking life, aven if retired} IN zv . .
JL__M J e :MiSSlSSippl UoS-An
13e. FATHER'S NAME ﬂ!b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
al——
Hilliam Hampton Katie Menyard
15. WAS DECEASED EVER IN U, S, ARMED FORCES? 16. SOCIAL SECURITY NO.[ 17. INFORMANT Address

& S, Chureh St.

INTERVAL BETWEEN
ONSET AND DEATH

P

Wound

WHILE AT NOT WHILE furm, foctory, sireet, offfce bldg., gfc.)
L AT work 2 006 ) G—&AL_
21. | agtrended the d d from

lying couse lost. DUE TO {e)
PART H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH }ut net related 10 the terminal dissase condition given in PART LA} 9. WAS AUTOPSY
& f RMED?
781X ves 3 Mo L]
0. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury jn PART | or PART Il of item 18.) d \
U = mMAM
2¢. TIME QF Hour  Month, Day, Yeor O 3
INJURY e e
QI3& pm él:ﬂ' /795 7
20d. INJURY OCCURRED {200, PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

aliv

Deoth eccurred at

22a. SIGNATURE
.

and last iawt

’

/

m on the date stated above; ond to the best of my ImowYodge, from the covses stated.

ZDRESS

w___/ ]

23o. BURIALE, CREMATION, DATE s 23¢. NAME OF CEMETERY OR CREMATORY 234, CATION {Clty, town, or county)
REMOV AL (Specify) s
Removal A e, —_— Jackson, Tenn. "
2 UNER €C ‘ ADD!ESS 25. DATE RECD. BY LOCAL REG. | 25. REGISTRAR'S SIGNATURE

»

Y.J3-57

Prlvns

{Licensed Embalmar's Statement on Reverse Sidc)




STATEMENT BY LICENSED EMBALMER

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

BY M@, OF DY 1rvrreriirieeeieeietereemernaretera e emaaese e a e anr g a e e ar e s , Student Embalmer No. ...........ccooen.

working under my personal supervision.

SEUAENE  ereiiieeeririaen v riearaarrrera s ae et e naanes SHEENE L..oeeeeeeiviieeierestisninrre s s e e e e s s
Signature of Student Embalmer

Licensed Embalmer No....m.0 0 iis
P. 0. Addresd212 . Vine.St.,Kansas

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.



