Health,

, Wellore

Public

Service

All diseases in Part | must be causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

istrotien District No. .

THE DIVISION OF HEALTH OF MISSOUR|

STANDARD CERTIFICATE OF DEATH

Primary Registration Disirict No. .

__________ o S_"__Q_stzo

STATE FILE

. Ragil'lrar

A D 2. USUAL RESIDENCE (Where deceased lived. If institution: Ruédmcn bylore
. COUNEY Missoueri a. STATE MEssouri b. COUNTY o """'?!'
b. CITY {(If ourside corporate limits, give TOWNSHIP only) Inside Limirs . CITY Inside Limits
TO\I;\:'N St. louis Yos (1 No[[] TgVRlN St , Louis Yes[] No[]
c. FgLé.l_;lAr%RDF {l NOT in hespital, give location) | Length of ;fny in 1b 2/ O STDRDIFEQEES PR QU’Sid_e,, give location} Reside on Farm
HOSPITA E : VT Ritel
INSTITUTION Homer G ’ Phil lips 9 3105 Fair Ave Yes [:] No C]
3. NAME OF DECEASED First Middle Last 4. DATE Month D Y aar
(Type or print) . OF January 32' 1959
Walter N, Clark DEATH
5. SEX 6. COLOR OR RACE T'MARRIEDD NEVER MARRIEDSC] 8. DATE OF BIRTH 9. A|GE. s,.';;,,; :::‘r:zsi;:em l:al:NDER z;:ns.
aat birthda v in.
| Male T Negro woowen( ], oivorceo[]| 9 December 1958 bl B 14_ I
100, USUAL QCCUPATION (Give kind of work dene | 10b. KIND OF BUSINESS OR 11- BIRTHPLACE (Ciry and atate or country) 127 CITIZEN OF WHAT COUNTRY?
during mast of working lile, sven if retired) INDUSTiY
f N1 St 1euis e o U' S. A,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME ! - Mll- HAME OF HUSBAND OR WIFE
YValter N, Clark Rosetta Jackson | Walter N, Clark
15. WAS DECEASED EVER IN U, 5, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
(dee, or unkmwn)'tlf yn,N'b. war ot dates of servics) NO Iir h{alter N Clark 3 105 Fair Ave

18. CAUSE OF DEATH (Enter only one cause per,
DEATH waAS CAUSED BY:

PART }.
IMMEDIATE CAUSE (a)

for (n) (b) and (c}.) : 5

INTERVAL BETWEEN
ONSET AND DEATH

57/0

MEDICAL CERTIFICATION

Conditiony, if any, DUE TO (b)
which gave riss to
above cauze {a),
stating the under- }
lying couse losr DUE TO (c} "
PART ll, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not reloted to the termincl ditsoss condltion givan in PART | {0} 19. WAS AUTOPSY
PERFPRMED? l
YES NO []
20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
O O ]
Xe. TIME OF Heur  Month, Doy, Year
INMJURY a.m.
p.m-
20d. INJURY OCCURRED 20s. PLACE OF INJURY (e.g., inor abaurhome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, .ctory, street, office bldg ate.)
WORK AT WORK
21. | ottended the deceased From and last saw t';‘ alive on

Pﬁ?ﬁccurr

9 /s/

)ﬂ the date stated above; and to the best of my knowledge, from the causes stated.

at
22q\ SIGHATURE Degr ﬂ 3 22b. ADDRESS /& NED
(g2, Do (3 300 Clury/ /52/vG
BU L, CREMATION, | 23b. DATE 4 23e. NAME Q CEMETERY OR CREMATORY 23d. LOCATION {City, toawn, or county} (Swtof
REMOVAL (Seacify)
Remnunl 1/27 /50 VasHington Park Lovia County igasouri

. FUNERAL DIRECTOR

Hernan J, Smith

ADDRESS 25. DATE RECD. BY LDC L REG.

4247/v Labadie JRN 2T

{Licensed Embalmer’s Statement an Raveras Side}

26 VGIER s SIGNATE
e A.



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, ot by ..o e et , Student Embalmer No. ......c.cccoeeeents

working under my persona! supervision.

StUAENt coeeriiiiiiiit e Signed %g—“%&' jﬂ‘/

P
Si t f Student Embal .
1gnature o uaern moalmer ‘%/ﬁ
Licensed Embalmer No. 7., ... 5. 4. ‘{
P. O. Address éz‘; / M‘g

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (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 embaimed, fact should be so stated above.




