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Q £ All diseases in Part' | must be causally related.

.USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

[FILED DEC 4

THE DiVISION OF HEALTH OF MISSOUR1

STANDARD CERTIFICATE OF DEATH

58-039263

) STATE FILE NUMBER
[[oT™
fggJSQislra!ion. District No. "_........742 _____________ Primary Registration District ND-.jﬁ,lj _______ Registrar's No._ o S/

T T PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Ru(i’danco before
a. COUNTY o, STAT . . b. COU odmissicy
Clay ™Miscaurs "Tay
b. CIOTRY {If outside corporafe limits, give TOWNSHIP wnly) Inside Limits <. CE)TRY (D col i Insidd Limits
. hi |E N .
TOWNNayth Kansas Cida o3 -0 Town L) bey < Yes[L"No []
I c. FgLF%i NAM%OF {If NOT in hospital, give locm?an) Length of stay in 1b d. STREET outside, give location) Reside on Farm
HOSPITAL OR . . ADDRESS [
INSTITUTIONN K@ mem orial Hos e oo D 1€ Yes[] No[]
3. ?TAME OF DECEASED First Middie Last 4. DATE Month Day Y ear
ype or print} . OF e
Wi o 0. Clark DEATH  Jl- ad - 5§
5. SEX " 4. COLOR OR RACE| 7. MARRIED%VER marriEo[ ] 8. DATE OF BIRTH 9. AGE (In years :UNIE)EQ;YEAR |: UNDER 2:"HRS.
™male white wicowep{_] oivorcenl ] [ ¥90 I(b' i el o ] "
1Ga. USUAL OQCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and store or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working lifs, even if retired) INDUSTRY ¢ .
| arwmey o.rming ClayY CoumtY Missoodi U.S A.

130. FATHER'S NAME

13b. MOTHER*S MAIDEN NAME

14. NAME OF HUSBAND OR WIFE

PART I. DEA

s Ber line |
TH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

Nohn H. Clork Anno _Forman Marie. Clary
15. WAS DECEASED EVER IN U. $. ARMED FORCES? 16- SOCIAL SECURITY NOo.| 17. INFORMANT Address
{Yes, n unknown}| (If yes, give wer or dates of service) -
g E T T 147~ 19-6900 | Mav :
18. CAUSE OF DEATH (Enter only one cau L . / INTERVAL

Mo
ww“fzg‘
2

Conditions, if ony, DUE TO (b

which gava rize 1o I
obove causs {g),

atating the under-

lying cowse last. DUE TO (<)

PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal dizeoss condition givenin PART I (o) -

_19. WAS AUTOPSY-
PERFO ?
! vesAF w0 )

z
=]
>
2 4301
E 200. ACCIDENT SUICIDE - HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART I or PART i of item 18.) 4
tw
v O {1 &
§ 2c. TIMEQOF Hour Month, Day, Year )
a INJURY  a.m.
= p.tm,
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE (| form, factory, strest, offica bldg., otc.} .-
WORK AT WORK o )
" 21.. | attengef) the deceased from / ﬁ £ . to Mﬁ. p- . “' é’.s and last 'l.nwmulivn on _h’/. = ‘/, /_fj'—?
D curred at 'ﬂw w1 on the date stated above; and 1o the bast of my knowledge, from the causes stated.
22a. URE : v (Dagree or ;.::)/ | 22b. ADDRE 22¢. DATE SIGWED
2%k M Y Yl ,Za ///-'AVJ vi
23a. BURIAL, CREMATION, | 23b. DATE v 23c. NAME OF CEMETERY OR CREMATORY 23d. POCATION (City, rown, or county) (Statef
REMO\(AI.( acify) . . . N )
wriz H-36~98_ fairview Cemetery| Ljbord/ M iSSouri

24- FUNERAL DIRECTOR

P

25 DATE RECD, BY LOCAL REG.

icensed Embolmer’s Statemant on Reverse Side}

2. R

-

EGISTRAR'S SIGNATURE




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 .. Student Embalmer No. ...........c.......

working under my personal supervision.

Student
Signature of Student Embatmer

P. O. Addres&’

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

If embalmed by a STUDENT, he also shall sign'in his OWN handwriting.- g }

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

-




