No. 2
-5-43
5-17-39

1 Xase7l

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

DEPARTMENT OF COMMERCE
BUREAV OF THE CENSUS

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No............é_g___q..j—_-

State File No_._32830

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

1. PLACE OF DEATH:

FLED NOV 4 1948
Jackson

Registration Digtrict No...
IR, -5 V=T-Y- ok il

(lf outside city or town limits, wrila * BURAL nnd. nama o!’ mwmiup)" N
(¢) Name of hospital or institution:

8t. Jogseph Hosgpital
{[f pot in hospital or institution, writs stroet number or location)

(d) Length of stay: days
{Specily whather

(a) County
(5) City or town...

In hospital or institution

lifetime

In this community......
years, months or days)

2. USUAL RESIDENCE OF DECEASED:

sue.. Misaourl . o couny
Kansas Clty

(Il'nul.ude cny or town Ilmlr.l, writo “HURAL™)
3307 College Avenue

{II rara), giva location)
no

Jackson%é}

¥
0

{Yes or No)

(a)

{¢) City or town....

(d) Street No..

{¢) Citizen of foreign country?

If yes, name country.

¥ull Name...  Frances R. CLARK. ... ...

3. (b) If veteran, 3. {c} Social Security

no No none

name Wwar.

6. (a) Single, widowed, married,
divorced_RETT 1ed

5. Color or

e White

4. Sex female/l

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month,.. “=tS]3 ] ...day. 2 7

year.—. 1 QLS I D T o

21, I hereby certify that I attended the deceased from!
4

. t.1 wdk _Suif 17
thatl]aLt Baw h_w__nhvem- S.M:’f' I 194-81

hour.

6. (b} Name of husband ot Wife...oeeeo oo 6. (¢) Age of htsband or wife if || 20d that death occurred on thg date and hollr stated above Duration
—.Semiel M. C1arK . give 75 years|| Tmmediaie cause of dens, ChAonat -
7. Birth date of deceased.._._ADT 11 19, 1883 || #1a. ;
{Month) {Day) (Yenr)
n . A
8. AGE: Years Months Daya If less than one day Due toR X \M—
6 5 5 8 hr. min.
Due to.
~o. Birthplace...LNdenendence. . Misaourl All. - . -
(City, town, or county) (State or foreign conntry)
10. Usual occupation At home PR ARPPCN: L O(ﬁl;lxﬁilmﬁumm within 3 months of doath) :
11. Tndustry or b Mm o a 9__ PHYSICIAN
.ox \ or findings: _
E 12. Name.._ S0bert B.. Robingon | . __|[ = Of opemtions : [ -
N ¥ Undetline
2\ 13. Birthplace._GTE enberg ) Kentucky a . the cause to
(G, u [} try) M s
g 14, Maiden mame_ O CL1Y " BWe ar ingHBH = Of autopy T o f;:%:‘:g'?‘:
» istically.
| . 3
g 15. Birthplace......... %%%%%Mgw} }\;}niifsw?mljgugjy 22, 1i death was due to externzl causes, fill in the following:
16. (o) Informanc. MiL._ Samuel M. Clark . *|| @ Accdent, suicide. or homicide (specify)
() Address. _.._mj 307 .Lollege. AV,e.- - K G I\IO (6) Date of occurrence
17. (o) Burial . (8} Date thereaf -29- (¢} Where did injury occur? ETeperrEe =
(Barial, cremation, g removal) (Mcath} {Day} (Year) (@) Didinjury occur in or about home, on farm, in industrial place, in puhhc pl:we?

(c) Place: burial or c:ematmn.ﬂoo(j-.lawn)..Ind..ep.--,lﬂ.Q-

18. (a) Sigmatare of funeralbiRcled 0AY=MCG 11l ey=Eylar
&) Ad4 i -.Tissouri

19. {a) LZ:_

Fi
i

{Date received local regmtrar) {Remtmr [ lilmm

{Licecnsed Embalmer*s Statement on Reveru Side)



STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by..coo

...., Registered Agpre'n';icc No.|..... ,

working under my personal supervision.

Licensed Embalmer o

P. 0. Address -l (w

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 this body is not embalmed, fact should be so stated above.




