No, 300

10.48

pY
w

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD Q

THE DIVISION OF HEALTH OF MISSOURI ; 339186

FEBOCT 1 159 STANDARD CERTIFICATE OF DEATH Stat Fite No
BIRTH NO. REG. DIST. NO. _33_3___ PRIMARY REG. DIST. MO, _3074}.Eml'nmr’.r Noe, /fk
1. PLACE OF DEATH 2. USUAL RESIDENCE (Woers_deceased tived 1If fasd reiience bufors
. COUNTY a. STATE : iICOUNTY dalssisn),
i Scott Missouri M "'“'-Butler e
b. CITY (f catride corpursta limits, write RURAL and give ¢ LENGTH OF [| c. CITY (If ousaide corporate liciita; mnumm&nwmm .
QR . . townahip) SBA! (In place) OR AT .
TOWN Sikeston flourlp TOWE Poplar Bluff L /7' 9‘
d. FE&SLPII'&IIIEO%F (If not in bospdtal o!"'lm sive street addrom or location) d.A%l'[;!EET (M rent, ﬁn bﬂ?w." EERT
WSTITUTIONMo, Delta Community Hosp, 2 Sou Rivs ew .
3.6[&!“2'0% 8. (First} b. (Middle) . (Last) . 4, Ds‘;g (Month)  (Day) (Year)
(Tvoeor Py Samuel _ William Clark DEATH 2-1,-1952
5. SEX I 6. COLOR OR RACE | 7. #&’%RIED gE\\’fggc ggnmeo ) 8. DATE OF BIRTH l 9. AGE Lo years| ¥ vy mn: ¥ DoO § e
(Bpecity) luat birthday! Montha Hours | Min,
Male White Wi doweq 217 6-25-1873 79 | |
10a. USUAL OCCUPATION (Givekind ofwork | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or forigs soutery} i | 12. CITIZEN OF WHAT
done during moat of warking [ile, sves if retired) DUSTRY - COUNTRY?
Retired - Birds Point, Mo. U.S,A,
mlBa._FA'mzu's NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE ‘
Chatlie Clark " _Luecy Cu . Mary Wilson
I5. WAS DECEASED EVER IN U.5. ARMED FORCES? ’ 18. SOCIAL SECURITY | 17, INFORMANT'S SiGNATURE MAME ADDRESS
(Yeon. nws, gz unknown) | {If yes. xive war or dates of servies) NO. ™
b S — .
18. CAUSE OF DEATH : MEDICAL, CERTIFICATION
Enter only onscaussper | 1, DISEASE OR CONDITION ONSET AND DEATH
line for (5), (by, and (e | DIRECTLY LEADING TO DEATH® (4 \V'\‘,l o cond. af et MJJLS el o = a

“This does not mean | ANTECEDENT CAUSES C % .
the mode of dying, auch | Aorbid conditions, if any, ﬂMﬂﬂ DUE TO () [ el G“euu...\ DA o t 1 S
as heart foilure, asthenia, | Tise fo the above cause (a) ot

the underlying canse last.
ete. It means the dip- L‘i
ease, infury, or complica- DUE TO (o) g | I \

tion tohich caused death. | 11. OTHER SIGNIFICANT CONDITIONS
Cunditions contributing to the death but nof ‘\)
related to the disease or condition cousing dendd, b.& TeSn M-u\ &&. Lt

19a. DATE OF OP'FIROAI'I 19, MAJOR FINDINGS GF OPERATION E 2. AUTOPSY?
wowy _ NHown g L/’M, ves [ wo B4
21a. [DEN {Bpecity) 21b. PLACEOF INJURY ¢e.x..incrabout [-2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
bome, farm, fastory, surest, offios hldg.,eve.) .
HOMICIDE Heont StEsTo S5y Mo
21d. T(I)gE (Menth)  (Day) (Year) (Hoar) Zle. INJURY OCCURRED | 21f. HOW DID INJURY QCCUR?
o - WHILEAT ] NOT WHILE
INJURY S M "I \A4S 2= | “work AT WORK

2. I hereby certify that I a#nuyd the dec d from W\ Am 9 -"I mﬂ?&;m_, 195" 2-that I last saw the deceased

TIONgMOVALCBDdf_:Z q 7 - é)’)/ L /N Weon 2 ,

aliveon _12° %pan) _52and that death occurred of __3 P 1., from the causes and on the date stated above.
23a. SIGNATURE _ (Degres of title} | 23b. ADDRESS 23. DATE SIGNED
- . - -
B S-n-.%\ MO fo1r Moorg S+ _SikesTodl & Sapt $2
a. BURIAL, CREMA- | 24b, DATE 7ic. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Olty, town, of comaty) (Btatey -

. )%f?ﬁ 2ovLp ARK
DATE REC'D BY LOCAL RAR'S ' RAL DIRECT] 8 S ATUR ADDIE
?‘/ 7- Z——REG WW q / 2al e ’ ‘{4 JA‘I / ./.._ @ 77

(Ticersed Eonbelmer’y Sntem&q o B L Side)



STATEMENT BY LICENSED EMBALMER

I hereby certify

at the body whose name is recorded on the reverse side of this certificate was embalmed by me, 0 By mmcoeeees

o S % .............. . : _ .. ’%é
working under my persona! sugervi¥ion., fony fabainer fo y
I

- 3.’
Licensed Embalmer No -? ]

P. Q. Address_cg’m'—"k*W M{V

Signed..\

‘
Signed..;.. g ....a’......... Aratal o4
St{Hdent balme

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F‘gure to comply with
the above constitutes grounds for revocation of license.)

H this body is not embalmed, fact sheuld be so stated above.




