5SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
-?.-?..%.‘.‘:‘.-Regiunr s

hL 5%5’? smts FILE NUMBER

AMENDED [ _ =1V BTy MAVE 1 dAm™e T mm s T memememm e mmmmm R T S e S
1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before
a. COUNTY . STA : b. COUNTY 11111
8 Jackson o Tﬂls souri Jackson admission)
% b. C(IJ];{ {If cutside carporate limits, give TOWNSHIP only) Length of stay in 1b . COITRY laside Limits
1 » . . -
= TOWN Kansas City Life TOWN  Kansas City YeaXl No D)
< c. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET {If cutside, give location) Reside on Farm
E HOSPITAL ADDRES!
< INS‘IITUTION 523 Bales Yes DX No [ %23 Bales Yes 0 No¥l
[a]
3. lr!;AME OF _DE,CEASED First Middle Last 4. DSJE Month Day Year.
ype or print,
WILLIAM DOUGIAS CLAEK JRe DEATH 10-19-1961
5. SEX 6. COLOR OR RACE 7. Married (X Never Married (] [8. DATE OF BIRTH | ¥- AGE (last birthday} |IF UNhDER 1 YEAR | IF UNDER 24 HR
Widowed Di d Menths Days Hours Min.
Male White owed O worced 0 B-14-1906 55
10a. USUAL OCCUPATION [Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and siate or country) | 12. CITIZEN OF WHAT COUNTRY
during most of working life, even if retired) s ’
e aman AAA Laundry Kansas City, Mo, U.
13s. FATHER'S NAME 13b. MOTHER™S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Willdom D Clapk S Nora Wade . Anna Fay Clark
ASEL E ED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
(Yes. no, or unknown) | {If yes, give war or dates of service) :
s | Anna Clark 523 Bales K. C, Mo,
(= 18. CAUSE OF DEATH (Enter only one cause par line for oy, iy anu (5. iNTERVAL BETWEEN
E PART |I. DEATH WAS CAUSED BY: NSET AND DEATH
w = IMMEDI
o) 8 ATE CAUSE (a)
< 9 . .
wi [a] Conditions, if sny, DUE TO (b} Sl -l A, A AL /b
5 which gave rize to - L)
z sbove cause {a),
= stating the under. ) M‘ dl Aid
lying cause last. ‘DUE TO (<) [ i }
z PART 1i. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING YO ODEATH but not related to the terminal PART 1l If deceased was female was
.9_.. disease condition given in PART | (a) there a pregnancy in last 90 days.
—————
§ s No 3 Unknown
E 19. WAS AUTOPSY | 20s. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Ii of item 18,)
o
& PERFORM'ED? o] o ———
Yi. YES {1 NC(Ba
& | T20c.TIME OF  Hour  Month, Day, Yeer
S INJURY a.m. ——
20d. INJURY OCCURRED 20e. PLACE OF INJURY {a.9., in or sbout home, | 204, CITY, TOWN OR LOCATION COUNTY - STATE
WHILE K o farm, hcw office bldg etc)
NOT Wi RX
[a] ,.: e rl
[+] -
é L 21. 1 attended the decessed from 7 I { J { G_% QAL.LLL‘_LMM last saw h live oﬂmml
o .g Death occurred at. m on the date stated above, and to the be: st fmv knowladge, from the causes stated.
pu )
8 8 r 722, SIGNATURE {Degrea or title) 22b ADDRESS 22/ SIGNED
-
3 ER M., of 29,
2 B REMATION, | 23b. DATE ’ 23¢c. NAME OF CEMETERY OR CREMATORY . (State)
c)' o] REMOQVAL ify)
2 T 10-21-61 Sunset Hill Cemet.gr;[ Wa, ri
= L= 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.
= X : Jo~ le/
= Sheil Funeral Home X, €. Missourj -

(Licensed Embalmar’s Statemant on Reverse Side)




STATEMENT BY LICENSED EMBALMER

| 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.

working under my personal supervision.

Student Signed

Signature of Student Embalmer

Licensed Embalmer NO.J_@ZQ__
P. O. Addressjﬁcc_l#@‘_

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 embalmed, fact should be so stated above.






