MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -—62—020274

OEFARTMENT OF PUBLIGC M ARKE )
G HEALTH AND WELZ ‘ 4.723 STATE FILE NUMBER
ration HStrit S, o - e e Timary gl 1 ar's [+ 1%
e L e (bl 3 - e b ). Feiras N
AV o n am~p
1. PLACE OF OEA T2 J 1904 2. USUAL RESIDENCE (Where decessed lived. If institvtion: Residenca before
2. COUNTY . STAT b. CO issi
Rvs iogg g‘ a Ew.sso‘n'i UNTY admission}
ev. 4/ =z b. C(I)TRY (If outside corporate limits, give TOWNSHIP anly} Length of stay in 1b <, CO”RY Inside Limits
i
= TOWN St.louls TOWN St.Louis ] Yes [X No O
1 < ¢. FULL NAME OF (If NOT in hospital, give location} Inside Limits d. STREET (If cutside, givayltocation) Reside on Farm
ERPT WA Stuuke's Hospital  |® w0l U osw - a0 N
2 s e s Hos “R N 05 Waghington Ave b
: e
]
3 2. 3. (!:AME OF _DE,CEASED First Middia Llast 4. DSFIE Month Day Year
ype or prini
" Rufus Re Clabaugh DEATH Ma s 1962
& 5. SEX 6. COLOR OR RACE 7. Married []  Never Married %) [8. DATE OF BIRTH | ¥ AGE (lest birthday) | IF UNDER 1 YEAR IF UNDER 24 HR
s Mﬂle White Widowed [] Divorced [J 1/6/1880 82 Months | Days Hours | Min,
————Q—— 10a. USUAL OCCUPATION (GIV! kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
& g dut'ﬁg ogt of werk fi sven iretired)
e Bank Carlyle,T11, UeSe
7 g i3a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
——L—B Q William HeClabaugh Belle B None
Z 2 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT ' . Address
(Yes, or unknewn)| (If yes, give war or dates of service)
9 " o | Unknown William B,Cla rds
o = 18. CAUSE OF DEATH (Enter only one causa per line for (a), (b), and {c). . NTERVA| TWEEN
10 < z PART I. DEATH WAS CAUSED BY: _— Olivette ,Mayser 'AND DEATH
,g « z IMMEDIATE CAUSE {a] % !\CLQA:U-'\—Q 0“ Qm -Sk‘ M
11 zf,()—é =]
212 ] W oeloiars.
o fuj o Conditions, if any,7 . DUE TO (b ’
12
é /- T ; which gave rise to
II|Z n’boye ;::usa d(a),
= 11atin e under- o
13 i lyingg:ause last, DUE TO 3 00 b'b "L 2- [
g g PART II. OTHER SIGMHIFICANT CONDITIONY CONTRIBUTING TO DEATH but not related 1o the terminal PART 1II, If ‘deceasad was female was
gl - o disease condition given in PART I {a) &tc—-\ 8 ) " there a pregnancy in last 90 days.
E g ] q& ‘f;& /524 I O Yes I [ No rl:] Unknaown
g - 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART 11 of jtem 18.)
= B ENy | X o o
S g RNaa. alrere
> < X | 20 Time OF — Hou Manth, Day, Year
3 INJUR am. _
w g < % . l p.m. \,-‘5"- Wi
= a 204, wd:mv ?cﬁ‘é‘f&“&i 20c. ?LACE O'F INJUrR.Y. 1(e.gf.',. in o7 abou: i;ome, 20f. CITY, TOWN, OR LOCATION COUNTY STATE
o LE A armn, fagtory, street, office ., #IC. .
R o NOT WHILE AT WORK [X OWAL, _55 B . Rowun M‘W}O
[*7]
5 o = é 21. 1 attended the deceased from <5 1o, and last saw :an.l alive on.
a ; o Death occurred at. b P P m on the date stated sbove, and ta the best of my knowledge, from the couses stated.
[T7] —
g E 8 8 224, SIGNATURE {Degree or title) 22b. ADDRESS 22¢. DATE SIGNED
=l I / @W M (7 5-F-
[ @ 3 . s S Be FIY-) 3
< | "B dURIAL, CREMATION, | 23b, DATE 23c?NAME OF CEMETERY OR CREMATORY 23d. LOCATION [City, fown, of county) (State)
o [a) REMOVAL (Specify)
z T G aGus? Carlyle Cemetery
= < 74. FUUNERAL DIRECTOR ADDRESS 25, DATE RECD BY LO GISTRER'S SIGRATUR
o > .
= = JAlbert H.Hoppe,Ince,4700 Wasghington Blvd -




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. g/ %ﬁ j
Student Signed cJVL»bu

Signature of Student Embaimer

Licensed E Imer No H‘ S cf (I

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in h|s OWN HANDWR!TING (Failure to comply
with the above constitutes grounds for revacation of license). ‘
If embalmed by a STUDENT, he also shall sign in his OWN handwrmng
W CIf :hls bady ‘is not émbalmed, fact.should be so- stated. above. e o
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