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I X3

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMIRCE
BuzeEAv oF THE CENSUS

DSEP 28 194 v ¢

STATE BOARD OF HEALTH OF MISSCURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.

JGQ57
State File Nﬂ—l%gsg_____

/oo -

t. PLACE OF DEATIL
(s} County Jackson
{8} City or town..... FANSAS City. Ma.

{If autside tity or town Limits, writs “RURAL'" and name of towaship)
(¢} Namte of hospital or institution; 0

“ 8% Marys Hospital
{If Dot {n bospital ar institotion, write street number ar location)

{d} Length of stay: In hospital or institution..._s_.ﬂﬂ.akﬁ...l.,..dg:x__._._..

(Specily whather

2, USUAL RESIDENCE OF DECEASED,
(@) State Missouri

Registror's No
5

Jaockson )

e (8) County o
Kansas City, Mo. —
{If outside cfty or tows limlts, write “RURAL"} d

6303 Independence Ave.

{If rural, give location)

—tr )

(¢) City or town

(d) Street No.

(¢} Citizen of foreign country?. {Yes or No)

I yes, name country.

In this nity 25 yeoars

years, munths or doys) v
3. (a) PRIN ry rd
FUE[! NAME. irs, Ma Leo Shepar

3. () If veteran, 3. (&) Soctal %curity
. o

name war. - No.
F . Colar or .., 6. {a) Single, widowed, married,
. "
4. Sex race aZdivorccd._mm.Q@w

6. (d) Name of husband or wife... 6. (¢} Age of husband or wife if

MEDICAL CERTIFICATION
11

minute_=——

20. DATE OF DEATH: Month.......Sapha  day
year..1 343

21, T hereby certify that I attended the deceased

-..hour.

42%3
Sl 19.‘1‘!_3
e 1998

19
that I last saw h Lol alive on.._-z

and that death occurred on t

ClaBorne P, Shepard alve.._ 480 Lo  Duration
7. Birth date of d d Oct. 4, 1866
. (Moath) (Duy) (Yenr)
8. ACE: Years Months Days If less than one day
76 11 T
hr. min.
9 Binhplace__sa-.li.!l_e County, Missoury]|.
ﬁw mwn.nron nty) {State or foreign country) : 5 /}
ousewi Other conditions. —'
10. Usual occupation (lnclude pregnancy witbin 3 months of denth) 2 / "&./
11. Industry or business. At Homa - " / PHYSICIAN
g 12. Name A" R' GOOdmn amrnr:&n’:?:hl [ UT'mﬁ
= nderline
E{ 13, Birthplace Riochman, Ya V4 i s
{City, wwn ot eounty) tats ar foreign country) 13 . hould b
E ( 14. Maiden name.._._...mthax.me Hufﬁ 2 Of autopsy ::h:r:edstaf
E 5. Bistholace Tann. / tistically.
2 . (City omnor oot (Prate o Forelgn somniss 22, If death was due 1o external causes. fill in the followlng:
16. (@) Informant.. MTSe Tucile Johnson {a} Actident, suicide, or homicide (apecify)
(%) Address 6303 Indep. Ave. K.U.Ho. () Date of occurrence
17. @ i ®) Date therot.. SOPL o 14-43 || (0 Where didinjury occur? iy o aamal — (Coni) (S
(Barial, cremation, or Month) {Day) (Year) (d) Did injury oceur in or about home, on [a.rm. in [ndustria pln.oe in nubHc place?
() Place: buriat or cremation_ M¥. Washington Conetery
18, () Signature of funerat director. Sheil Funeral Home (S’W.“, ‘(’t?urpm,of ury (RO,
® A d?:ﬂ_ _8606 Ind ]2- Avo, E.CoMo. o ))’,O
19. {a) ) — L = oro T

{Duts received luculmhuu) (Ruhunrumrn-uma) 3t

....._ Date dznai??'ﬁj,j

{Licensed Embalmer’s Statement on Reveree Side) ~




</
1e3Wl. *4*1 *aq

*poy w2Td

STATEMENT BY LICENSED EMBALMER

[ 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 . “

s St O @ZW(

] . : ’ . Licensed Embalmer No c 2 \S

P. O. Address K 6 %{) 4

Note: The above I\lUbT BE SIGNED BY THE LICENSED EMLBALMER in hxs OWN HANDWRITING. (leure to comply with
the above constitutes grounds for revocation of license. }

*working under my personal supervision.
R 3 -

* If this body is not embilmed, fact should be so stated above,




