alth,
elfars
hlic

rvice

Coraner cannot cortify te a death.due to natural causes.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

diseases in Part | must be casually related.

o
Y
J

: - THE DIViSION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

" FILED SEP 301957

Registration District Mo.

STATE FILE NUMBER

..... /%%anury Rogistration District No, ?Lﬂjjé Registrar's No. . 7 ?

1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceasad lived. If institution: Residence b,
] Y a STATE, . b. COUNTY admitsion)
o CounT Iron Missouri Iron )Vﬁ
b. CITY (If cutside corporate limits, give TOWNSHIP only) ] Inside Limits €. Cg]I;Y ' 1 nside Limits |
TOWN Ironton Yesf Nou tome Arcadia Townshipa4| ®:a n# |
<. Iﬁg%l?l’-l'?‘:l"_AEOOF (H NOT inhespital, givelocation)|L ength of stay in 1b 4 STREET (1f autside, give location) Reside on me |
msTitution St.,Mary's Hosp appress©6 mi., E of Tronton| veo w# ‘
3. NAME OF Firgt Middle , Lagt 4. DATE Month Day ¥Yeor
DECLASED OF
(Twpe or print) CHARLES WILLIAM CLARK beatv  Sept, 16 1957
5. SEX 6. COLOR OR RACE |7 marrigp [J NEVER MARRIED []] B- DATE OF BIRTH |9. AGE (In years | IF UNDER 1 YEAR [IF UNDER 24 HRS.
lest birthday) ['Months | Do Hours | Min.
male white w:qo{tﬂ:l oworcen [ NOVe & 1898 58 T i
10a. USUAL OCCUPATION {Gipe kind of work done {105, KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (City and atate or country) D12 CITIZEN OF WHAT COUNTRYT
during moat of working life, evem if retired)
laborer Knob Lick Mo, ° USA
13. FATHER'S NAME t4. MOTHER'S MAIDEN NAME
Abe Clark Cora May Ramsey .
15. WAS DECEASED EVER IN Ul 5. ARMED FORCES? 16. SOCIAL SECURITY NO.|!7. INFORMANT Address

(Yer, no, or unknown) | (If yes, give war or dales of service)

no -

E41 Wharton,

»,

Ironton Mo.

PART I. DEATH WAS CAUSED BY:

18, CAUSE QF DEATH [Enfer oniy one catge per line for (a) (b) end (¢

IMMEDIATE CAUSE (a}

Conditiona, if any,

INTERVAL BETWEEN

. ONS AND DEATH
Lonlitornone o iu.?gi
out T (8 W @ﬂmﬂ’ g

d;?-?qj

which gave rise fo
abote ‘cguse (0),
ttating the under-

‘ous'ro ) MM M WM

2

lying cause last.

z
o PART 1. O SIGNIFICANT CONDITIONS CONTRIBUTING TO mm‘r RELATED TO THE TERMINAL DISEASE CONDITION GIVEN [N PART I{n) LD :JEARSF gg;ggv
- -
g MW‘L’ - L 33/)( ves . wo
= 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injurp in Part I or Part 1I of item 18.} )
& g a |
2 [20c. TIME oF  Hour Month, Dey, Year
by} INJURY  a.m. : -
E P.m. )
-X ] 20d. iNnJuRY OCCURRED 20e. PLACE OF INJURY (e. g., in or about home, 2Df. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT D " NOT WHILE Jarm, factory, sirveet, office bidy., efc.)
WORK AT WORK.
r -
2l. 7 attended the deceased from bl A ., to __iiﬁz.m_and Iast saw mﬁve on q_/ 6 "'6-7
Death occurred at . a'le m on ths date atated above; and to the bost of my knowledge, from the causes atared.
" 2a. sieN un: (Degreca tifie) {225, aporeSS - * . 22¢. DATE SIGNED
7 M‘ aLQ /- -J-raaToo, /?7/950(”-/ P20 §77
23a. BURIAL, CREMATION, |2%. DATE - [ 23f. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Cily, totcsi. or county) {State)
REMOQVAL { Specifi) .- el Lo .
buris 9=18-57 Cove Cemetery Arcadig Mo,

24, FUNERAL DIRECTOR ADDRESS

White Funeral Homse,

Ironton N

25. DATE RECD. BY LOCAL REG.

0 9-A6-57

26. REGISTHAR'S SIGNATURE

g, '

Lt

{Licensed Embalmer’s Statement on Reverse Side)
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i o L ‘ . STATEMENT BY LICENSED EMBALMER ~ .
- : . . A . *

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was en

<--—— by 1:.r1e, OF BY -l : ............. aeeenmrafeiaiee e T 5, Student Embalmer No.....-.

. . H .
- . ]

- working under my personal supervision.. . .. .

.

L.i-éensed Embalmer No:F¢ 7

. o T T T . P.O. Addressm.

- -~

~ Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. {
.to comply with the above constitutes grounds for revocation of license}.

‘-—-- - If embalmed by a STUDENT, he also shall- sign-in his OWN handwntmg - R
If this body is not embalmed, fact should be so stated above, . . . \




