IN;:_:s DEPARTMENT OF %OMMERCE THE STATE BOARD OF HEALTH OF MISSOURI ! t? 3‘)*?
. . At
5-17-39 F' i i ‘gb ’WY 19@ANDARD CERTIFICATE OF DEATH State File No -
1 X3ee7t 10 0O 3 1840
Registration DistrictNo...______ ~____~ . Prlmary Remstratmn District NOwoooooo . Registrer's No
1. PLACE OF DEATH: A I3 2, USUAL RESIDENCE OF-DECEASED:
=) A by O
-4 (8} Caunty S L iy {a) Sl.ale_..-.Miﬂﬂ.m}:l_.__._..__.__._ (b} County, G
o @) Cityor town._......... D% s_onis -
o {If outaide city or town limits, writs "RURAL" and name of unnulup) (¢} City or town St . Loui 8 / 7
;é (£} Name of hospital or institution: : (1 outside city or town limits, write “RURAL")
Daagoneas Hospital @ Strest Mo 2316 Laclede Ave, /s
E (If not in hospital or ingtitmtion, writs strect number or location) (If raral, giva location) 4 /
5] (d) Length of stay: In hospital or institntion.____ A5 daya .
7 (Specify whetber || () Citizen of foreign country? No (Ves or Noy &
5 In this community
E years, months or days} If yes, name country.
= MEDICAL CERTIFICATION
= 3, PRINT -
£ || Full RaME._._._Sarah Jane Clarke. .. .. . F
p - - 20. DATE OF DEATIL Month F@DINAYY. . aay. 22nd
3. () If veteran, 3. {¢) Social Security A P
[7a] NO N N.Qnﬂ_ — _.19&6. eeeassnns. NORIT. 7 (] »0 minute ')
name war. \ LI W - -
2 - 21, Thereby certify that I attended the deceased from.... 2. > €./ i‘é
zl e g/ 5. Color or 6. (a) Single, widowed, married, {}/ T T ¥ S v Y%
4. sex._ Femal race...¥hite. divomed.ﬂid.ﬁ.‘dﬁd._?_/ that Tlast saw h_Pae_ aliveon__ B ™ 2 =y e 19866
2{% 6. (b) Name of husband or wife. . e 6. (¢} Age of husband or wife if || and that death occurred on the date and hour stated above. Duration
2 || _Lorenze Thomas Clarke amve..... .. years : | Mt
:. 7. Birth date of deceased............... December. l4 a5 18.65_1_ I
@ (Month) Day) (Year)
= A -
4} 8. AGE: Years Months Days Il legs than one day Due to - 4 /
g 80 2 8 R
P hr. in
a = = Due to.. ! l /:/ j
5. Birthplace England 2/ - =l A
(City, towp, or comnty) {Stata or foreign cnu.l;l.;'y) / / 1
. . Oth ditions. _- :
: 5‘} 10. Usual occupation Hougework (Inchude pregaancy wiihin 3 manths of death) Y
DI 11. Iadustry or busineas S PHYSICIAN
R g i . jor findings: . K —_
- E 12. Name...oet UknowWn _ A - ©Of operations : -
i = - q |‘l.h:clertlne
Z 13. Bisthplace __Unknown the cause to
{City, wU;. £ {Stato or foveign country) hould b
5 g 14. Maiden name “m% Of autopsy . ‘Y zh:rlxled tat.a'E
[ = U o e i L tiatically.
E © { 15. Birthplace T epp—— né?}ﬂ;‘.};‘;;;{;ﬁ“' 22. 1i death was duc to external causes, fill in the following:
= 16. (a) Informant Robert C. Brinkman : (@) Accident, suicide, or homicide (specify)
| B (b) Address 208 N, Broadway (b) Date of occurrence.
' 17. (@) Hemoval-Rail ) pate thcicotF80425,1946, | @ Wheredidinjury ocour? T o
I (Burial, cremation, or removal) . (Month) (Day) (Year) (d) Did injury occur in or about home, on farm, in industrial p!aoe in pubhc plm:e?
| () Place: burial or cmmation__glsxﬂa.nd',l_o.hio,. ................
18. (o) Signature of funeral dueczocalvin_Fi ; eut s 'aneral__ﬁ hme \thle Rt ﬁmiof m’m_____._ i
b Addm._ - ._.. i+ ral 8r e_ Blvd. . ' . :
& 5 ﬁgﬁ } de 23. Signatw , ~—k (M. D. or other).. _./
19. . FRT A O 2y il CAREURE | B R
,(d) {Date rocebred Ioalre:i:u-r\ (Beru ar's umlure) Addrsa__Gf__ =y T _ TV Rt . Date sicned#__.&{ q‘
{Liccased Embalmer’s Statcment oo Roverse Side) !
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- . STATEMENT BY LICENSED EMBALMER ° . " L
' : .o ST :IL.
. [ hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by g

, Registered Apprentice No....

working under my personal supervision.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failureto conlply with
the above constitutes grounds for revocation of license.)} , - . SN

+ If this body is not emba]med, fact should be so stated above,




