rd .- —“.
THE PIVISION OF HEALTH OF MISSOURI m@{d F
Heolth, - -

. Welfare HLH] JAN 10 1958 STANDARD CERTIFICATE OF DEATH ‘;::‘1 @@TTSTATE FILE NUMBER

21. | artended the deceased from Hﬁ"’_&i 2 z {455 .o Dac->3, 1957 ond last saw 2% aliva on b‘g >M.1$8.7
Decth occurred at 8 b7 - [ : m on the date stated cbove; and to the best of my knowledge, from the causes stated.
220. SGYATURE (Dagree or title} Dl 22b- ADDRESS
91'& "[ l s 'c"‘ﬂﬂll‘n h'Q'

230 BURIAL, CREMATION, | 234 DATE 23c. NAME OF CEMETERY OR CREMATORY 23¢. LOCATION (Ciry, town, or county)

AL wcify) oy
‘:ur! T Jan.7,1G58| 3t. Francis Ce~stery Portare deg Sioux, Ho.
AQDRESS 25. DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SIGNATURE

o/ a-rt, ?g/ff'f' 7WW

{Licensed Embolmer’s Stetoment on Reverse Side) -

22¢. DATE SIGNED

L, 195 &

{Srate)

Public 309
Service R_-glstrmlor! D:.’.E.'Ct No. - Primary Regiiifdliﬂn District Ne. . 7 e Reg_istr_ar's L
|
. PLACE OF DEATH 2. USUAL RESIDENCE (Where decooud lived. If institution: Res‘i‘;dno_nc_. fore
COUNTY 3t. Charles STATE Missoupi B CONTY < «fmhwionw,
'57 C(IJTRY (If outside corporate limits, give TOWNSHIP only) Inside Limits <. C:JTRY Inside Limits
, TowN POr:aae des Sioux Yes 24 No[[] TOWN 'POI’t.ag,e desg Sioux J'ﬂ@ Ne [7]
;tou.ll;l NAMEO OF (1f NOT in hospital, give location) | Length of stay in 1b d. STREET (If outsida, give location} & IRasiddPh Farm
A R -
o Residence ADDRESS Pural, Box # 74 Yes [ No X
| |
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Y eor
(Type or print} . . B OP
William H. LaClaire DEATH Jan. 4, 1958
5. SEX 23 COLORLOR RACE| 7. MARAEDNEVER marrien[] 8. DATE OF BIRTH 9,;\55’ E;':;:,; :‘:J"NDIEQ;:EAR l:cl:::oen 2:“:Rs.
. Male Wihite wioowen[] pivorcen[ ] Bec .30 N 1888 Og 4 5 /s ] )
E 10a. USUAL OCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR 13. BIRTHPLACE {City and state or country) z 12. CITIZEN OF WHAT COUNTRY?
= during,meost of warking life, even if retired) INDUSTRY - o .
s rarmlng Cvin rortage des Zioux,Mo. U.S.A.
% 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
4 Frank A. LeClaire lena Pfeiffer Wiltelmina Ludwlg
[¥¥)
;‘:i o | 15 WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Addross
=Nl (Ye , or unknqwn)] {1f yes, give wor or dotes of service) - K . .
= 3y Wg | ) Mrs.Willism I1eClaire, Forta&€ desSioux
Z a 18. CAUSE OF DEATH {Enter only one cause per line for (a), (b), and {c).) INTERVAL BETWEEN
oS w PART |. DEATH WAS CAUSED BY: . NSET AND DEATH
- IMMEDIATE CAUSE (o) _&_sgnl_gm - d ac,
Pog j
E & Conditions, LI any, DUE TO (b) l Py - 2 i P 1.0
5 t -Ed‘ gove rlu( t)o } v ¥
a al va Causs al, - - -
1 = tating the under-
: Sk fying caves. last, 1 DUE TO {c) Qo sclarahe w (FI%Y Fq aall
£, SRF PART H. OTHER $IGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net related to the terminal dissase condition given in PART | (o} 19. WAS AUTOPSY 2
EF =< PERFORMED?
1 S Hap0 YES[] NOSE
-E _; hzﬁ 2| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART I} of item 18.)
[ G O » o
£3 Y13 :
55 <NS[20c TMEOF How Month, Day, Year
22 =8 MIURY  am.
= ‘;‘ A B p.m.
gE cz) 20d. INJURY OCCURRED 2068. PLACE OF INJURY (e.g., inor chouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
g T w WHILE ATE] NOT WHILE O farm, foctory, sireet, office bidg., etc.)
38 3 WORK AT WORK
g £
¥
5§
s
v
84
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STATEMENT BY LICENSED EMBALMER

[ heteby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

DY M@, O DY oooeririiiiiriesiiirtiterravnnrtesreere st srassmsersrasassasrasasnasasrasmuannaannensboss ., Student Embalmer No. ............c...c..

working under my personal supervision.

Student ..o aaTreses
Signature of Student Embalmer

P. Q. Address.

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 embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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

N
-
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