=
No.300 |

10.48

bfi

k @PR- =5 14y

THE DIVISION OF HEALTH OF MISSOUR!
STANDARD CERTIFICATE OF DEATH

15303

State File No.

! BIRTM NO. REG. DIST. NO. J ‘LU___ PRIMARY REG. DIST. mé_uj"_k:'mgmm'. Y AR
| 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decsased lived. 1f institation: residence befors
a. COUNTY N e a. STATE b. COUNTY ad:nission).
. __SCOTT ARKANSAS PULASKT J/n 2n
T ob %1;1’ (I outcide corpurste limits, write RURAL and .;1:;“ %AI:YENSTH DEF c. CBI’F}’ (If outaide corporste limits, writa RURAL and give township)
- 10 } {in thia place}
TOWN RURAL KELSO TWP A5SING Tihg To% RURAL MAUMELLE TWP. &
d. FH&SLP:"PAT.EO%F {If not in bosplial or instl cive street add arl d-AsJDRREEErS (If ram!, gve loeation) AR
INSTITUTION ACCIDENT 1 15 MILE SE OF PEREYVILLE HWY 10
S.é\lE%ME %':) :. (lT‘_l'rst] :..(Mtdd-le) c. (Last) 4, DA'rl_"E (Month) {Day) ' (Year)
{ Type or Print) CILIFFORD EUGENE CLAY pEATH  APRTL 4, 1952
5. SEX 6. COLOR OR RACE | 72 VN\LAR%E% NF\YEE)E MARRIED, 8. DATE OF BIRTH 9. I:GE {In v?n Ll; T 1TEAR | T ONDER 4 .
. ; X cify) t birthday, on Dane | H .
MAIE | vHITE | WMRAEPEARSERS™| Aue 2, 1933 18 e
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 1L BIRTHPLACE (State or forelgn sowntry) 12. CITIZEN OF WHAT
dona during most of working 1ife, aven if retired) DUSTRY COUNTRY?
Telephone Installer Telshone MAUMELIR T9P, ARKANSAS ./ Us
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, MAME OF HUSBAND OR WIFE
CHARIES ERNEST CIAY LEXA MC NBERELY 1 mom=
15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT'S SI1GNATURE OR NAME ADDRESS
(Yeu, 0o, or unknown) | (If yes, ive war or dates of service) 0.
) il Dpar s & aroer

. Enter only one caiss per

18. CAUSE OF DEATH
1. DISEASE OR CONDITION

. DICAL CERT
DIRECTLY LEADING TO Dﬂ‘ﬂ-!'(a)

wm RTOTT YT DTm jo]
TION’ 4 &ﬁu BETWEEN

/q/ ONSET AKD DEATH
MAJ Q-

line for (s}, (b}, and (¢}

*Thiz does not mean ANTECEDENT CAUSES

Mortid conditions, if any, gicing DUE TO (b}
* rise lo the above cause (o) stating
tAe underiying cause last,

the mode of dying, such
as keart fallure, asthenia,

zf)a/

ete. It memns the dia-
caze, injury, or complica- - QUE TO' {c) .
tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS = 6
Conditions eondribtiding to the death but not
related to the disease or condition causing death. . -
19a. DATE OF OPERA- | 190. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
TION L
e - - YES D NO D
2la, ACCIDEHT (Bpwcity’ 21b. PLACEOF INJURY (s.g..tnoraboat | 21c. {CITY, TOWN, OR;TOWNSHIP) COUNTY) {(STATE)
home, ! . . ntrost, offics bldg..en0.)
HOMIGIDE M PPN - / cay" Vo
21d. TIME (Month) (Dwy) (Year) (Hour) 2le. INJURY aURRED 21t. HOW DID INJURY OCCUR? z ¢ n‘
WHILE AT KOT WHILE
INJURY v o v =. | woRrK AT WORK &4‘,«& Wﬁywwﬂdw,mem-&u

: — : 7
L ey certly thy‘ tendéd the decéased from MM W

, and-that death occurred al o m., Jrom U'/ e causes and on the dale stated above.

alive on

last saw the deceased

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

2a. SIGNATURz é :2 / ‘3 m

e He i) 5

L 245-DATE
Anr 8, 1952

24a. BURIAL, CREMA™

TI%IWREEﬂﬁ\ML (Bpecify)

Mortindails

24c. NAME OF CEMETERY OR CREMATORY -

244. LOCATION (Olty, town, or county) 7 {5tate)
Maymralle Tm

meltery ‘ Arkenses

DATE REC'D BY LOCAL

)é"”'_d'_'}%i

ISTRAR'S SIGNATURE 300~ |5, UERL IR ctoﬁa uleunun?
c 1o ;?"H*t— \ /‘MM

ADDRESS

e \Sbwes ,Jo

(Licensed Enbafmer's

tembut on Reverse Side)




Recevep_ APR 1.4 1352
SCOTT COUNTY HEALTH CENTER

CO. FILE N0. %82~/ ¥

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 e

Student Embalaer No.

working under my personal supervision,

— //
H / W
Student “""”“"""E-.;.E" ..... varvana Signed :
Student almer
Licensed Embalmer No. L-)é' L/ 70

P, O. Address C\'aéﬂ/”/‘ﬂ/

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the sbove constitutes grounds for revocition of license.)

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




