WRITE PLAINLY-—USING UNFADING BLACHK INK—MARKE A PERMANENT RECORD

FLED 0CT 29 152

THE DIVISION OF HEALTH OF MISSOURI

-—

STANDARD CERTIFICATE OF DEATH

State File No...

33045

REG. DIST. MNO. Il_‘i:h PRIMARY REG. DIST. m._b_b_L_L__. Registrar's No 103

'BIRTH MO,

1. PLACE OF DEATH 2. USUAL RESIDENCE (Wbere decoased lived, 1f iostitution; residence before
a. COUNTY II‘Ol'l a. STATE Mi as OuI‘i b. ?%h udinisglon}.
£. CITY () cutside corpurste limits, write RURAL and giva c. LENGTH OF c. CITY Y within Limits of

ToRN F 8.1 I ron Tws‘ﬁ-.mhip} STbun his n) - (?WRN R a 1 H cny tﬁmeorponud#:-mr
d. FULL NAME OF (If not in bospital or institution, give strect address or locatlon) «. STREET (If rural, give location)

0170

Wertonon 3 mi. SE of Caledonia | 3°WIS®s SE of Caledonia
3. NAME OF a. (First) b, (Middle) <. (Last) 4. DATE (Momtt)  (Da
DECEASED y)  (Year)
(Type or Print) IRA BELLE McCLARY pean  Oct, 20 1955
5. SEX / 6. COLOR OR RACE | 7. M{AR“IEEB. BE\\;CE,ECFEISREIED, 8. DATE OF BIRTH 9. AGE (l:;:u’qn ;!r UNDER 1Dr':n ;mn U HES.
{ L urs .
fem white D Bronces g Jan, 12 1879 | W& |"g[7g || e
10a. USUAL OCCUPATION (Givexlad ot work | 10b. KIND OF BUSINESS OR IN- | 11 BIRTHPLACE (00 0i Seatu o Foraign Cowntry) £ | 12, CITIZEN OF WHAT
Mmdﬁnuﬁutolwérkjum..lnnnlﬂ!ﬂd) own home Jersey City Illino / Ug)ANTRY?
13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR wIFE
) Amos Hawkins Katherine Grass William P, McCjary
2’. WAS DECEEASE:) E\(IER Ii‘«i‘iU.S.ARMdED Ii(')RCES']t 16. SOCIAL SECURIIHTJ _INFORMANT' 5 SIGNATURE OR NAME ADDRESS
™. DO, Or unknown, . ¥8 War orf tod lar"ie. .
- no Charles McCyary, Caledonia Mo,

18. CAUSE OF DEATH MEDICAL, CERT[FICATION l&gﬁﬁzm
] 1, DISEASE OR CONDITION TH
E:::r”(’g b and 1o | PIRECTLY LEADING TO DEATH‘(,,) Inanition and De bl li‘ta‘tl on 1l mo.
ANTECEDENT CAUSES
*This does not mean
the mode of dying, such | Mortie conditions, if any, giving DUE TO (& M€ tastatic CaI'Clnoma 2 yrs
as heart fatlure, osthentn, | rise to the above ecuse (a) sating
efe. It means the diy- | he underlying eouse last. . .
case, infurg, or compica- puE 10 @) _Primary Adenocarcinoma of Unknown
fion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS Uterus
Conditions contributing 0 the death but not - / 7 //
related to the disease or conditlon causing degth. X
19a. DATE OF QPERA- | 195, MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
TION
_ ves [1 o KJ
21a, ACCIDENT (Bpecity) 21b. FLACEOF INJURY (e.g..inorabout | 21c. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm, factory, strest, office bldg., e10.)
HOMICIDE
2ld. TIME (Month) (Day} (Year) (Hour) 2ie. INJURY OCCURRED | 211, HOW DID INJURY OCCUR?
nSUry WHILEAT NOT WHILE
. WORK AT WORK

21 hereby ceriif; that I aliended the deceased from J"_li_ 19_5.5. lo __Q_..ZQ.___ 19_5_5 that I las! saw the deceased

m., from the causes and on lhe dale slated above.

alive on

, 1955 | and that death occurred at

23a. RE (Degroe of tit! 23b. ADDREss 23. DATE SIGNED
/?ﬁmld_, D. 0. Bismarck, Mo. 119-22-55

24n. BURIAL, CREMA- | 24b, DATE 4 Z,4c NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, town, ot county) {B8tate)

TION RRRY 17 | 10-25-55 K.P.Cemetery Farmington Mo,

DATE REC'D BY LO%AL REGISTRAR'S SIGNATURE j'l?‘ 25. FUMERAL DI RECTOR™ S S|GMATURE ADDRESS

025 1355 ol ~1/| White Funeral Home,Ironton Mo,

=t

{Licw Embalmer’s Staternent on Reverse Side)

L _-a

Rte el SIS




28 ?%

i ;_
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb
, Student Embalmer No...........

by me, or by

working under my personal supervision

Licensed Embalmer No.:Zd . &

Student
Signature of Student Embalmer
P. O. Address Im Lot

_ Note: ‘The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F:

to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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

L

»
[ ——



