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WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

FILED NOV 21 1956

BIRTH NO.

STANDARD CERTIFI

THE DIVISION OF HEALTH OF MISSOURI

CATE OF DEATH

State File No i .

REG. DIST. NO._A&_PRIIARV REG. DIST. NO-M«;:&HGI"J N; ...... ?. l. ................ .

1. PLACE OF DEATH

2. USUAL RESIDENCE' (Where docossed lived.

I institution: residence before

i0a, USUAL OCCUPATION (Givekind of work
irnd )

10b. KIND OF BUSINESS OR IN-
done during most of working Life, even Lf ! ) DUSTRY

Custodian Park

16. SOCIAL SECURITY
NO.

(1f yes, wive war or dates of service)

(Yo, no, or unknown} l

a, COUNTI_I . a. STATE b. COUNTY adiniston).
arrison 3 ~ 3
b. CITY (it outside corperats limits, write RURAL and give ¢. LENGTH OF ¢. CITY (If cutaide ocorporate limits, writse RURAL acd cive township) T
OR township)| STAY iin this place? OR -
TOWN_ Bethany g ToWN_Bethany a9%/ /
d. FULL NAME OF (If not in hospital or institution, give strect address of location) d. STREET (I rura?, give locatlon) * : 6
HOSPITAL OR ADDRESS
INSTITUTION at home Ferguson 8t.
3. NAME OF a. (First b. (Middle ¢. (Last) i
DECEASED (First) _ ( 4 ( 4 DATE  (Month) (Dsp) (Year)
(Type or Print) Ora Dean Clark oA November 5 1950
5, SEX 0 6. COLOR OR RACE | 7. m&%ﬂgg. glzvgs MERRIED, 8. DATE OF BIRTH 9. AGE&&L’T" ¥ e YEAR | F toEr u hos.
. NED, (Bpacify) : Laat. Y. vaths | Days | Hours | Min.
male white REF YR 7™ | 10 Octoberlood 50 . 1019 |
11. BIRTHPLACE (State or forelgn country} </

!Z. CITIZEN OF WHAT
COUNTRY? -

o

Harrison County
13a FAWE%S "bz.l.' 13b._MOTHER'S MAIDEN NAME i 137 Name” oF HusBAND - OR WIFE
- J. . P, Ulark - | Laura H. P arman Octavia Clark
15. WAS DECEASED EVER IN U.S. ARMED FORCES?

12. INFORMANT 5 SIGNATURE OR NAME

line for (a), (b), and (6) DIRECTLY LEADING TO DEATH® ()

*This does nol meen ANTECEDENT CAUSES

ADDRESS

("Inj‘;;;;éf .C;_.HK_’.—BQ.‘E}}Qﬂ-Y—.ﬂ%?_’
4 3 INTERVAL BETWEEN

no no 4002/ 29 £G
18. CAUSE OF DEATH MEDICAL CERTIFICATI
. Enter only onetatiss per 1. DISEASE OR CONDITION

OESET AND DEATH

Morbid conditions, if any, giving PUE TO (b)
_rise fo the above cause (o).stating . e e e
the underlying cause last. v

the mode of dying, such
aa heart fatlure, asthenia,

ete. It means the dis-
; DUE TQ ()

case, injury, or complica-
tion twhich caured death.

Conditions contributing to the death tut not
related to the disease or condition cousing death.

Il. OTHER SIGNIFICANT CONDITIONS - ™~'7 ° ~+ -%

JESIAN

19a. DATE OF OP'FIRAI\E 190, MAJOR FINDINGS OF OPERATION
Q

20. AUTOPSY?

ESD.NO

18, , and that deatpfoccurred at

i

Zlb PLACEOFINJURY (.., in or sbont o (CITY, TOWN, OR TOWNIP) (COUNTY) (STATE)
SUICIDE home, farm, factory, screet, offioe bldg., e1s.) 7 . : . -
HOMICIDE
2id. TIME {(Month) (Day) (Year) (Hour) 21e. INJURY OCCURRED 2if. HOW DID INJURY OCCUR?
OF WHILEAT[ ] NOT WHILE -
INJURY WORK AT WORK " . - -
2. I hereby.ceriify. that. I-altended the deceased from %m lo , 19.4.A, that I last saw the deceased

‘I’n;l., Jrom the causes and on the dale staled above.

23b. ADDRESS
: - Betheny, ‘Missouri

| 23:. DATE SIGNED

Zic. NAME OF CEMETERY OR CREMATORY

25 FUNERAL DIRECTOR' 5 S|GMATURE

Zn. BURIAL. CREMA- | 24b. DATE
TICN, REMOVAL {Bpedity) l
Rurial 11-8-1950 Kidwell
DATE, REC'D BY LOCAL REGISTRAR'S SIGNATURE Yy 6’
/ b& ' fH Mo Bo -

(Licensed Embalmer’s _Sutemznl on Reverse Side)

1| 24d. LOCATION (City, town, of county) .- ~=_

< {State),




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, of by ooco..e._.

..... . eeveesrereeneesy Student Embatmer No.

working under my persona! supervision.

Student sesensrrererrrenes reebaeseenns eeas Signed......... M.._.B.,_..H..aas i — o
Student Enballmr

Licensed Embalmer No..... 3299

P. O Addresc_Be tha nI-}——-M:LL ............................

Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER i in his OWN HANDWRITING. (Failure to comply wit
" the above constitutes grounds for revocation of license.)

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



