. No. 2

{-—5-42

-17-39
X32873

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

HILEDB‘WG’ )
/99

DEPARTMENT OF COMMERCE

Registration D!stnct NOwewwwen e

STATE BOARD OF HEALTH OF MISSOUR!

STANDARD CERTIFICATE OF DEATH

Primary Registration Distret No..........

23762
2044 .

State File No.

L0892

1. PLACE OF DEATH:

2. USUAL RESIDENCE OF DECEASED:

Registrar's No...............

(a) County.. Jackason @ sae.Kangas & County.Wyandotte. 44
(8) Cityortown....Kangaa Cltw # 7
. (!l‘ouuiqu city or town limits, write “RURAL" and name of township} (¢} City or town.. T{Ian gaQ [ 'i fv 2
(¢) Name of hosgital or institution: \ {If outside clty or town limits, write “RURAL") -
Conlew. Clinicael Hoanital @ Street No.. 20200 North 8th St.
{If not in’hospital or ipstitution, write street number or lacation) (It raral, give location
(4) Length of stay: In hospital or institution... 2 Weslks
{Spocify whether {£) Citizen of foreign country? No {Yes or No)
In this community,. ‘2. LA
years, mootha or day 1f yes, name country
MEDICAL CERTIFICATION
3. PRINT
Full Fame._Mps, Claras Effie Clarlk
o > Sociat Securt 20. DATE OF DEATH: Month..! day. B2
. veteran, 3. {¢ cia curity
¢ ymr_,quL_S_ mi nnteso?M
name war..... Y10 No.NONS....
. ereby certify that I attended the deceas rom.
21, I hereb: ify that I ded the d ed f lf
5, Color or 6. {0) Single, widowed, married, 19‘_33_ to.. L i & > T 19‘/:".
s suFemale..d foehite]  Aivoced MAPTL10A || tot f s ow noe.. atveomfled 1093
6. (b} Name of husband or wife..........eocoveerunn. 6. () Age of husband or wife if || 2nd that death occun'ed on the dﬂ@ and hour stated above. Duration
Thomas Alfred Clerik. alive Q... vears || [mnediate cause of death
7. Birth date of deceased... '@ hrmiary 4 1844 Qe‘-ﬂ!MH-wl\ AT S e
(Month) * (Day} (Year}
8. AGE: Years Months Days If less than one day Due KOMTW " i
69 5 3 T = oy 2y J2]
hr. min / A, 7/\1
/‘ Due to f
9, Brrthplace.s an. Francisco. Calif..
- (L.n.y town, or county} - :, - (btute or [oreign coualry} """"
Other cnndltmns OOV STt
10, Usual occupation T'TO'll 2 PWif% T s (lncludc presmmcy wlﬂnu 3 mnnllu o!dutl:)
e 1" g
11. Industry or business..... . J1QI1 & PHYSICIAN
2 Major findinga: N
4 12. Name...... 2 coh Samm qu Of aperations S
e . ' T A . ’ / fn\‘ a m, Eh ‘;_‘ 4 D,g. el : thenm:;!t‘;
ch 13, Bu'thnl:zrﬂ hbjal I{'ﬂﬁWﬂ Oh io - ~lwhich death
o (City, town, or wunw) - (State or foreign countey) Of autopsy should be
@ { 14. Maiden name. 117} awmn.. L : charged sta-
E ? tistically.
g | 15 Birthplace ‘%Cnm?fzwu) ; G ormom |122. 1f death was due to external causes, fllin the following: ‘

James Clark .
220Aa North 11th St.,
17. (a) P-\.-Q - {b) Date thereof. 4=12=1043

nnnl urnmauun.nrrem {Monik). (Day) {Year)
(@ Place: burial o cremation WAYTeNabure,. Mo,
18. (a)  Signature of funeral director. Fa :Lrwpa,th er-Wﬁrner
® Addresa 1'7 54 Wash inp"]‘Ql;LjBlVﬁ P

19. (a) . Xé - ................
(l)ne rocewed loca t.ru)

ure)

16. (a) Informant

- {b) Address

(Hrmsl.rnr n aigny

235[
b

{a) Accident, suicide, or homicide (specify)

(d) Date of occurrence

(¢} Where dld injury occtr?
(City or town) (County) {Siete)
(d) Did imury occur in or about home. on farm, in industrial place, in public place?

(bpoc:hr type of place}

While at v-'grk?....,., o {e), Means of i mjury

(M. D. or other)

.. Date slgned?f.ﬁ(.‘.?.’é?. -

' Address

- {Licensed Embalmer’s Statement on Reverse Slda)



r. -
v
- !
. I
I
l
li
" STATEMENT BY LICENSED EMBALMER L. .o
! hereby certify that the body whose name is recorded-on the reverse side of this certificate was embalmed by I-l'l(;. or by'
P SO el : e S - l . Registered Apprentice No,...___ . [ UO e .
working Gnder my _pe_rsona] supervision < T ’ -
) ‘_ ] o Lo . Signed .. M/ . ;
e ST T % ' ’ '. t " Ligensed Embalmer No...£7,
ct N A . - . /X . V W 1 ] 2; Addl’ess______________,_______'_ "vf ot = A
Note: The above I\lUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (leure to comply with
the above constitutes grounds for revocation of license.) .
If this body is not embalmed, fact should be so stated above. .
RS - “ dn



