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UNFADING BLACK INK-—-MAKE A PERMANENT RECORD

4

WRITE PLAINLY—-USTF

DEPARTMENT OF COMMERCE
BUREAU oF TBE CENSUS

tjzlsi?auonllm: y'%

STATE BOARD OF HEALTH OF MISSOURI 'I;‘}

STANDARD CERTIFICATE OF DEATH

Primary Registration District No..._....

"t"\

5}'

LA

0

Siate Fils No.

/4_32_) Registrar's No. / éf 7

1. PLACE OF DEATH:

(g} County.... Buchanan

Saint Joseph,

(%) City or town

(¢) Name of hospital or institution:

(It omtside city or towa limits, write "IRURAL" and name of tawnahip)

Mis sourla&e thodist Hosplta

[

(I not in bospital or foatitution. write street oumber or Jocation)

2, USUAL RESIDENCE OF DECEASED; / /
MiSSO'l:lrl 3 (&) County. B-u-chanan ,,
{¢) City or town Saint Joseph -
(If cutslde ity or town limits, write “RURAL") 4
708 S0 24 %

(lfnlnl sive location}

{a) State

Street No.

6. (b) Name of husband or wife ...

6. {c) Age of husband or wife if

(d) Lengih of stay: In hospital or institution ay(sspedr s () Citi £
'y whether ¢} Citizen of foreigh country?. &' N
1n this community 50 Yeal's » oo
yenrs, monthe or days) If yea. name country.
MEDICAL CERTIFICATION
3. (a) PRINT
FULL NAME Sarah Belle Clayton
— "" : o S 2| 20. DATE OF DEATH: Momp DECEMbET day. 29th,
N veteran, . (¢) Socia urity
: 19 :0 30
name war, None 3 No......N.,Q..ng..,...........m. year 45 hour 10 O m{nute_.._...._.........E..M.
21 I hereby certify that I attended the deceased from
JFemale [ome Jo s vtews manke | DL AL oy k0.2 P i)
Sex | [ mee _¥N1LE divorced. WL AOWEA | 1hat 11ast saw n._&t::-a]n-e on VM- Y 1948

and that death occurred on the date and hour stated ﬂbove.

2

17, ()

(o) Iformant.... s, Clarence _mnca_ll____
@ addren__Salipas, California,
_—Burl..&l__ () Date thereot. L1/ B/ 44

(Bnrhl cremation, or removal)

_7/ (o) Place: bu.rial or cremation.. I

(Mnul-h) (Dl:) (Year)
rv1ew met et_‘y .

- ) Durati:
-------- Alfrea Allen. _Cla;\f ton g alive ..years]| Immed se of death E”E ﬂ /:"5 1
7. Birth date of deceased....... shruary.l2th,. 137 5« _____ S—iars
ate of dec Fa PI.‘. Y- ‘Eh- o ] /
8. AGE: Years Months Days If less than one day Due to.
68 10 17 i, min
- Due to
s enwonceCOLTeyyille, Kansas, / ,{
{City, town, or couaty} (State or foreign codntry} 3 B - ? {,lf
Oth dition Fm)

10. Usual occupation 58«‘::(1’1’1 S tr es S » (ln:]:;::regnnn:y wiLlhin 3 months of death} / 0 &/

11. Indystry or bmm.&.ﬁmlthBEQﬂS_n_Mfg_-_C_o.-_-__. % z - FHYSICIAN
i dinge:
E( 12. Name Unknown, “Of operations......... {
= , . - | Underli
<\ 13. Birthplace Unknown, ¢ wﬁ%ﬁge?é
P 0 Wi, (=]

% ¢ 14 Malden name (City, vawn, or cﬁ?’?ﬂ(n awn, (State or forelgn covatry) Of autopsy. :lmggsae
E { tistically.
g 15. menhc&"umia:;aﬁ;:-;;g&%ingwn, B iy 22. If death was due to external causes, fill in the following:

{8} Accident, suicide, or homicide (specify)
{b) Date of occurrence.
(¢} Where did Injury occur?

{ity or towa} {County)
Did injury occur in or about bome, on !arm in industrial place, in

.

Dulsi‘l::.:ﬂme?
&

{Specify !(u)u of plaee)

18. mmur u ——————— While at work?. — of Injury
) Add.res_ 50 Oth >y % .
9. @ “.H Y w _..___ / ‘ PYYRS 'or:?u)' g
tcncd-ud local rdeiatrar) LW__. Date signed... o F "
ff!( ‘J J (Ligensod Embalmer's Statement on Reverec SIgd ¢ ¢ -



STATEMENT BY LICENSED EMBALMER

'_; I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed By me, or by.......... et eereen e em s nnes

RN v . ... Registered Apprentice Nowoooorercerneeeene

working under my personal supervision.

Stgned..

« PO, Addreqs

Note: The abO\e MUST BE SIGNED BY THE LICENSED EMBALMI' H in his OWN HANDWRI i) HW. tFuiltue to conrply with
_ the above constitutes grounds for revocation of license. ) - :

If this body is not embalmed, fact should he so stuted asbhove.




