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THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH
QL2

58-039034

STATE FILE NUMBER

Primary Registration Dulrlc? No. .......,.,.....1000..%..;.... Registrar’s No. Mo......._. 1 22_..2 ....... -

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Res;de_nc_a before
. COUNTY STATE b. COUNTY a mmmy/"
° Buchanan ‘ Missouri Buchgnan
b. CITY (If outside corporate limits, give TOWNSHIP onty) Inside Limits c. CITY Ingide Limits
Y N Y N
Town  St, Joseph eFr0 oW Indnstrial City s Nol]
I c FgL‘I’. NAMEDOF (If NOT in hospital, give location) | Length of stay in 1b O//é STDRD%EE-_I:S {If outside, glve location) Reside on Farm
HOSPITAL OR A
i INSTITUTION M Meth.Hosp 25 days A 2104 Eln Yes [J Nofy
3. NAME OF DECEASED First Middle Last 4, DATE Month Day Year
- {Type or print} aF
CLIFFORD YAGER DEATH  Nov. 11, 1958
5. SEX 6. COLOR OR RACE[ 7., coicorader e warmreo[]] & DATE OF BIRTH 9. AGE (i yaorsJEuNDER | veARie Unpen 2 tms.
male white wIDOWED [ ovorceo[ ]| July 7, 1906 2 l

10a. USUAL OCCUPATION {Give kind of work done
during moxt of working lite, aven if retired)

shon foreman

10b. KIND OF BUSINESS OR

Auto sg{lpply Co.

Maryville,

11. BIRTHPLACE (City and store or country)

12. CITIZEN OF WHAT COUNTRY?

Mo. ¢ USA

T
1la. FATHER'S NAME

Joseph Yager

13b. MOTHER’S MAIDEN NAME

Sarah Lindsay

14. NAME OF HUSBAND OR WIFE

Joseniine

(Yen, no, or unknown)

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
(If yau, glve wor or dotes of service)

16. SOCIAL SECURITY NO. . INFORMANT

491 -09-R115

17
Lﬂrs. Josepitine Yarer,2104 Elm

et Industriasl Ciy
A

PART |. DEATH WAS CAUSED BY:

Conditions, if any,
which gave rise te
obove couxs ({a),
ataring the under-

!

18. CAUSE OF DEATH (Enter only one cause per lina for {a), {b), end {c).)

INTERVAL BETWEEN
ONSET AND DEATH

INMEDIATE CAUSE {a) _élm______—mna_

DUE TO (b MWM@M%————J—&M—
<

g lying causs lost, DUE 7O ()
s PART 1), OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net related to the termingl dissase conditlon given in PART I {a) 19. WAS AUTOPSY
S PERFORMED?
g 260X YES[] NO% 2.
| 20a. ACCIDENT SUICIDE HOMICIDE 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or PART Il of i.r_gn‘;.lB.)' '
Lt .
v O | O
G| 20c. TIMEOF Hour Month, Day, Year
o INJURY  am.
3 p.m.
20d. INJURY OCCURRED ‘200. PLACE OF INJURY {e.g., inor obout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE | farm, factory, strest, office bldg., etc.} :
WORK AT WORK

Death occurted at

3:17a.

21. 1 atrended the deceased from __ ¢ Noeabtn. A3.5% .o Vaivsealown, \W-SE  ond last sow B2 alive on Dpdewlng n. M-NASE

m on the d‘rnc stated above; ond 1o the best of my knowledge, from the causes stoted.

(Degree or title)

22b. ADDRESS

22¢. DATE SIGNED

SIGNATURE ¢
ﬁzﬁ/ \J{Ja’“— % A \(\A\va{vue\LQ\ﬁ a g\—'\cs New -~ 12-5%
230, BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATDR“ 23d. LOCATION (Cuy. pwn, oF county) {State)
REMOVY AL self }
"bufial | 11/13/1958 | Memorial Park Cemetery St. Jogenh,  Missouri

24. FUNERAL DIRECTOR

ADDRESS

St. Joseonh,

Yo, | Pverd (558

25. DATE RECD. 8Y LOCAL REG.

26. REGISTRAR'S SIGNATURE

{Licensed Embolmer’s Statement an Reversae Side)




STATEMENT BY LICENSED-EMBALMER

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

by me, 0r by .iciviireriiiiiieiniia e, fesieisimremrssevestnesseesserenssatanteeorasanserassattes .» Student Embalmer No. .,.................

working under my personal supervision.

Signature of Student Embalmer

P. O. Address ~&¥.

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

if embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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




