V.S, Mo.300 .
s wem0 |0 P NOV 251057 STANDARD CERTIFICATE OF DEATH Swte File Mg
' SIRTH NO. REG. DIST. M0. =2 ¥ S pRIMARY REG. DIST. wo. JO¥7 _ Registrar's Noww 445,
1. PLACE OF DEATH 2. USUAL RESIDENCE (Wbere decsased lived. If institutica: residence befoie
. COUNTY : . STATE . . b. COUNTY dpinelon.
" Newton * Missouri Newton 7/
b. CITY (1 outsids eorpurats limits, write RURAL and give ¢. LENGTH OF c. CITY (If cutalds corporats limits, wrive BURAL sad give townshiy!
OR township){ STAY ¢in this place)
Neosho , TOWN Neosho
d. FULL NAME OF (If ot in bospltal or lostitation, give strest address o7 location) d. STREET - (U rural, ghve eathon)
HOSPITAL OR " o P ADDRESS . .
INSTITUTION 07 Prairie Aves 807 Prairie Ave.
3 NAME OF a. (First) b. (Miadle) t. (Lust) 4 DATE (Musth)  (Day)  (Yean)
{Type or Print) JULtA ANN CLARK DEATH NOV. |5, 1957
5. SEX %. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE Un years| 7 OOIN | TIAR | # DioEn 31 o0,
. WIDOWED), DIVORCED (3pecity) loxt blrthday) um, Dars Hml Min,
Femaje White Vidowed Appil 2, 18R] 174
10a. USUAL OCCUPATION (G kisdof vrk | 105. KIND OF BUSINESS OR IN: | 11. 1 BIRTHPLACE  (¢iy) o Siats r Forign Goaton 12 CITIZEN OF WHAT
Housewlte Cwn Home Golden Missouri U.S.A,
13a. FATHER™ S WAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBANU OR WIFE
William Rose - 4 Sarab Ruclkman | _F, A, Clark
15, WAS DECEASED EVER IN U5, ARMED FORCEST [ 16, SOCIAL SECURITY | 17. INFORMANT' S 51GNATURE OR NAME ADDRESS
Yoo, nn.fnmkmn) (1 yes, xive of dutes of servies) NO. ]
one None Mrs., Harrv Gorham, Neosho Mo,
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
| Enter only onscanseper | |, DISEASE OR CONDITION . . > ONSET AND DEATH

line for (8), (b}, and {c} DIRECTLY LEADING TO DEATH" (5) ) .

*Ths does not mean | ANTECEDENT CAUSES oo . ]
the mode of dying, such | Adordid condittons, if ang, giving DUE TO (B} __iﬁlz
as heari follzure, asthenia, rise o the gbove catse (a} stating . N ) .

dc. It wmeons the dia. | 40 vaderiying cause M . . i

case, injury, or complica- DUE 10 ()
tion which coused death, II OTHER SIGNIFICANT CONDITIONS .
fons contriduting to the death bul aok
rdddbﬂedf:muwmdubumm.
19a. DATE OF . OPERA- | 18b. MAJOR FINDINGS OF OPERATION o ‘ ' : : : 2. AUTOPSY?
. TION : [] D
. . Ha00 ves L. no
21a. ACCIDENT (Boscity) 210, PLACE OF INJURY (a.g.. loorabeut | Zlc. (CITY, TOWN, OR TOWNSHIP) - (COUNTY) - . (STATE)
SUICIDE bome, farm, fastory, strest, ofies bldg_ ee) , e e T
HOMICIDE . . : - . - i
21d. TIME (Mopth) (Day) (Year) (Hour 21s. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
- WHILEAT NOT WHILE
INJURY : - m. WORK AT WORK

2.1 hmbym_w ¢ deceased from __ 11 - 1% 1:3%2, to_2/= M8 1577, that 1 last saw the deceased

*, WRITE PLAINLY—USING UNFADING BLACK INE—MARKE A PERMANENT RECORD

alive on cmd that death oceurred af _O_A4 m., from the couses and on the dale stated above.
‘23, SIGNATMRE or title) | 23b. ADDRESS Zi. DATE SIGNED
- -/42;,,,4/ 5 M ) e Dpeo- | /17857
nouwn&' AL, CREMA- | 24b. DATE OF CEMETERY oa CREM'ATORY 24d. LOCATION (cny. towD, of county) ~ (Btate)
] .
surla 11-16-1957 Gitbhson / Neosho Missouri
! DATE REC'D BY LOCAL | REGISTRAR™S SIGNATURE 25 FUNERAL DIRECTOR'S SIGNATURE ' "ADDRESS

Neosho iloa

':3“ QQV,70-57M3',22&42za Dot

(Licensed Embelnuer’s Ststement on Refeghae Side)
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STATEMENT BY LICENSED EMBALMER

4. L]

I hereby certify that the body whose name is recorrfed on the reverse siﬁlc of this certificate was embalmed by me, or by

Student Enbllnor No.

vworking under my personal supervision.

Student ..uesesrrcsncsrassaniennrssstacsene Signed /é’&d fﬁw ﬂ
. . Student Embalmer .

4
.

: R | o censed *Eibalmier. Nn 3207 . .

P. 0. Address )’Cbcé }Vo

Note: The above MUS'I‘ BE SIGNED BY THE LICBNSED 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 s0. stated above. . R ,

-




